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ORAL 

ILOSONE 

250  mg. 

(100  patients)' 


Striking 
antibacterial 
effectiveness 
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INTRAMUSCULAR 

ERYTHROMYCIN2 

100  mg. 


ORAL 

=1^  ERYTHROMYCIN 

250  mg.  (specially 
coated  tablets)' 


(erythromycin  ester,  Lilly)  as  the  propionate 


assures 
in  almost 


a more  decisive  clinical  response 
every  common  bacterial  infection 


Ilosone  provides  more  potent,  longer-lasting 
therapeutic  levels  in  the  serum  within  minutes 
after  administration.  A fast,  decisive  response 
is  assured  in  almost  every  common  bacterial 
infection. 

Usual  adult  dosage  is  one  or  two  250-mg. 
Pulvules®  every  six  hours,  according  to  sever- 
ity of  infection.  For  optimum  effect,  administer 
on  an  empty  stomach.  (A  125-mg.  pediatric 
Pulvule  is  also  available.)  In  bottles  of  24. 


*Shown  by  how  many  times  the  serum  can  be  diluted 
two  hours  after  administration  of  the  antibiotic  and 
still  inhibit  identical  pathogenic  strains  of  bacteria. 
This  is  the  Tube  Dilution  Technique,  which  is  re- 
garded by  leading  authorities  as  the  most  meaningful 
method  of  comparing  different  antibiotics.  It  shows 
not  merely  the  level  of  antibiotic  in  the  blood  but 
the  actual  antibacterial  effectiveness  of  that  level. 

1.  Griffith,  R.  S.,  et  al.:  Antibiotic  Med.  & Clin. 
Therapy,  5:609  (October),  1958.  Note:  Peak  levels 
with  the  oral  erythromycin  tablets  (thirty-three  di- 
lutions) were  not  observed  until  four  hours  after 
administration.  2.  Data  from  Griffith,  R.  S.:  Anti- 
biotics Annual,  p.  269,  1954-1955. 
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ELI  LILLY  AND  COMPANY 


INDIANAPOLIS  6, 
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when  psychic 
symptoms 
distort  the  picture 


g 


Dartal  helps  the  patient  reintegrate  his  mental  processes 

In  everyday  office  practice  as  well  as  under  hospital  conditions 
Dartal  is  consistent  in  its  effects  as  few  tranquilizers  are. 
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Dartal  promotes  emotional  balance 

Dartal  effectively  decreases  or  relieves  emotional  hyper- 
activity and  psychomotor  excitement. 

Dartal  is  unusually  safe 

At  a recent  symposium,  leading  hepatologists*  concluded  that 
Dartal  is  not  icterogenic  or  hepatotoxic. 

Dartal  is  effective  at  low  dosage 

One  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  neuroses; 
one  10-mg.  tablet  t.i.d.  in  psychoses. 


a superior  psychochemical 
for  the  management  of  both  major  and 
minor  emotional  disturbances 


dihydrochloride  brand  of  thiopropazate  dihydrochloride 


> 


•A  Symposium  on  the  Pharmacologic  Effects  of  Dartal  on  the  Liver,  Chicago,  Searle  Research  Laboratories,  Feb.  7,  1958. 
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In  potentially- 
serious 
infections . . . 


Panalba 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 
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Providence  Memorial  Hospital 

The  Modern  Hospital  of  the  Southwest 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
ISOTOPE  THERAPY  AND  STUDIES  COBALT  60  ROTATIONAL  TELETHERAPY  UNIT 

OUTSTANDING  CHEMISTRY  LABORATORY 

FACILITIES  FOR  PSYCHIATRIC  THERAPY  ELECTROENCEPHALOGRAPHIC  LABORATORY 
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is  rare  in  any  human  endeavor.  When  it  appears, 
it  may  be  perceived  in  various  forms— as  a work  of  art, 
a discovery,  an  idea,  or  an  achievement  of  scientific 
inquiry.  The  outward  form  is  incidental,  but  the 
intrinsic  quality  is  readily  recognized.... 

To  partake  of  the  quality  of  greatness,  a therapeutic 
preparation  must  first  of  all  achieve  a degree  of 
universality ...  the  cumulative  experience  of  thousands 
of  physicians  over  a period  of  many  years.  From 
this  experience,  then,  is  born  that  unhesitating  confidence 
which  may  be  summed  up  in  the  term  “drug  of  choice.” 

Gantrisin 

ROCHE  LABORATORIES 
Division  of  Hoffrnann-La  Roche  Inc  • Nutley  10  • N.J. 

ROCHE-Reg.  U.  S.  Pal.  Oil.  GANTRISIN®  — brand  of  sulfisox- 
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keep  all  patients*  pain-free  at  all  times 

• with  the  proper  potency  to  match  pain  intensity 
. with  dosage  flexibility  to  match  pain  variations 


Phenaphen' 

or 


Phenaphenw  Codeine 

•except  those  for  whom  recourse  to  morphine  is  inescapable. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 
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Phenaphen  and  Phenaphen  with  Codeine  provide 
a wide  range  of  analgesia,  plus  complete  dosage  flexibility, 
to  match  varying  pain  requirements. 

Yours  to  prescribe: 

The  right  dose  of  the  right  potency  at  the  right  time. 


Phenaphen 

Basic  non-narcotic  formula 
For  mild  to  moderate  pain 
Each  capsule  contains: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  acid  (2V2  gr.) 162.0  mg. 

Phenobarbital  (V4  gr.) 16.2  mg. 

Hyoscyamine  sulfate 0.031  mg. 


Phenaphen  No.  2 

Phenaphen  with  Codeine  Phosphate  1/4  gr.  (16.2  mg.) 

For  moderate  to  severe  pain 


Phenaphen  No.  3 

Phenaphen  with  Codeine  Phosphate  V2  gr.  (32.4  mg.) 

For  severe  or  stubborn  pain 

Phenaphen  No. 4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

For  stubborn  or  intense  pain  — to  obviate  or  post- 
pone use  of  morphine  or  addicting  synthetic  nar- 
cotics 

DOSAGE:  One  or  two  capsules  as  required. 
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■ prompt,  aggressive 
antibiotic  action 

■ a reliable  defense  against 
mondial  complications 


for  a direct  strike  at  infection 

Mysteclin  -V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world’s  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclin -V  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 


Capsules  (250  mg./ 250,000  u.),  bottles  of  16  and  100.  Half-strength  Capsules  (125  mg./ 125,000  u.),  bottles  of  16  and  100. 
Suspension  (125  mg./ 125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg./ 100,000  u.  per  cc.).  10  cc.  dropper  bottles. 


'mTSTCCLIN*®.  ‘bUNYCIN*®'  AND  ‘mycostatin’®  ARC  SQUIBB  TftADCMANKS 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 
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'er  and  above  the  rapid  relief  and  improvement  of  symptoms 

licadron  helps  restore  a “natural”  sense  of  well-being 


: MOST  EFFECTIVE  OF  ALL  ANTI-INFLAMMATORY  CORTICOSTEROIDS 

3 Merck  Sharp  & Dohme 


Decadrony*/ 

DEXAM  ETHASONE 

to  treat  more  patients  more  effectively 


the  crowning 
achievement  of 
the  first 
corticosteroid 
decade 

Decadron 

DEXAMETHASONE 

to  treat  more  patients  more  effectively 

Comprehensive  and  thorough  clinical  trials  show  that  DECADRON  on  a milligram  basis  is  the  most 
effective  of  all  oral  corticosteroids  ■ DECADRON  is  virtually  free  of  sodium  retention,  potassium 
depletion,  hypertension,  or  edema  ■ DECADRON  is  virtually  free  of  diabetogenic  effect  in  therapeutic 
doses  ■ DECADRON  has  not  caused  any  new  or  unusual  reactions  ■ DECADRON  helps  restore  a 
“natural”  sense  of  well-being. 


INDICATIONS:  All  allergic  and  inflammatory  disorders  amenable  to  corticosteroid  therapy.  CONTRAINDICATIONS: 
Herpes  simplex  of  the  eye  is  an  absolute  contraindication  to  corticosteroid  therapy.  DECADRON  should  be  administered 
with  the  same  precautions  observed  with  other  corticosteroid  therapy.  DOSAGE  AND  ADMINISTRATION:  Transfer  of 
patients  from  other  corticosteroids  to  DECADRON  may  usually  be  accomplished  on  the  basis  of  the  following 
milligram  equivalence: 

one  0.75  mg.  tablet  of  Decadron*  (dexamethasone)  replaces: 


1 

T 

1 

1 

One  4 mg. 
tablet  of 

One  5 mg. 
tablet  of 

One  20  mg. 
tablet  of 

One  25  mg. 
tablet  of 

methylprednisolone 
or  triamcinolone 

prednisolone 
or  prednisone 

hydrocortisone 

cortisone 

SUPPLIED:  As  0.75  mg.  scored  pentagon-shaped  tablets.  Also  as  0.5  mg.  tablets,  to  provide  maximal  individualized 
flexibility  of  dosage  adjustment,  since  many  patients  achieve  adequate  control  even  on  lower  dosage. 


Merck  Sharp  & Dohme 

Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 


Detailed  literature  is  available  on  request. 

* DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 
©1958  Merck  & Co.,  Inc. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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Each  teaspoonful 

Dihydrocodeinone  bitartrate 
Chlor-Trimeton®  Maieate 
(chlorprophenpyridamine  raaleate) 
Sodium  salicylate 
Sodium  citrate 
Caffeine 
Glyceryl  guaiacolate 


0 Exempt  narcotic. 
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UMPIRIN’  COMPOUND 

with  Codeine  Phosphate 

the  most  widely  prescribed  analgesic  compound 
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“Serpasif 
has  two  special 
advantages 
in  hypertension,” 
say  physicians  in 
Syracuse 

In  Syracuse,  as  all  over  the  world,  phy- 
sicians turn  to  Serpasil  when  its  two 
special  effects  are  needed  for  better 
management  of  hypertension : 

1.  The  Central  Effect : Serpasil  calms 
patients  who  are  frankly  anxious  or 
tense  as  well  as  hypertensive. 

2.  The  Bradlycrotic  Effect:  The 
heart-slowing  effect  of  Serpasil  relieves 
the  tachycardia  that  so  often  accom- 
panies high  blood  pressure. 

These  facts  about  Serpasil  were  found 
in  reports  from  450  physicians  in  the 
U.  S.  (part  of  a world-wide  survey*) : 
74  per  cent  of  hyper-anxious  hyperten- 
sives treated  with  Serpasil  showed  ex- 
cellent or  good  over-all  response;  80 
per  cent  of  patients  with  tachycardia 
showed  excellent  or  good  response. 
When  marked  anxiety-tension  or  tachy- 
cardia are  part  of  the  hypertensive  pic- 
ture, Serpasil  can  help  your  patient  in 
more  ways  than  one. 

DOSAGE:  Average  initial  daily  dose,  0.5  mg.  with 
a range  of  0.1  to  1 mg.  Reduce  in  one  week  to 
0.25  mg.  or  less  daily  for  maintenance. 

SUPPLIED:  Tablets,  0.1  mg.,  0.25  mg.,  1 mg., 
2 mg.  and  4 mg.  Elixirs,  0.2  mg.  and  1 mg.  per 
4-ml.  teaspoon.  Samples  available  on  request. 

‘Complete  information  from  this  survey  will  be 
sent  on  request. 

SERPASIL®  (reserpine  ciba)  2/2632  mb 


CIBA 
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Proven  in  research 

1.  Highest  tetracycline  serum  levels 

2.  Most  consistently  elevated  serum  levels 


the  COSAsaur  is  the  family  em- 
blem of  the  COSA  antibiotics.  It 
symbolizes  the  natural  origin  of  glu- 
cosamine, a substance  older  than  man 
himself.  Glucosamine  is  widely  distrib- 
uted throughout  nature  — in  plants 
and  seashells,  in  body  tissues  and 
mother’s  milk.  Today,  as  in  the  dino- 
saur era,  “Cosa”  is  basic  to  life. 


3.  Safe,  physiologic  potentiation 
(with  a natural  human  metabolite) 

And  now  in  practice 

4.  More  rapid  clinical  response 

5.  Unexcelled  toleration 


references:  1.  Carlozzi,  M.:  Antibiotic  Med.  & Clin.  Therapy  5:146  (Feb.)  1958.  2.  Welch,  H.;  Wright,  W.  W.,  and  Staffa,  A.  W.: 
Antibiotic  Med.  & Clin.  Therapy  5:52  (Jan.)  1958.  3.  Marlow,  A.  A.,  and  Bartlett,  G.  R.:  Glucosamine  and  leukemia,  Proc.  Soc. 
Exp.  Biol.  & Med.  84:41,  1953.  4.  Shalowitz,  M.:  Clin.  Rev.  1:25  (April)  1958.  5.  Nathan,  L.  A.:  Arch.  Pediat.  75:251  (June)  1958. 
6.  Cornbleet,  T.;  Chesrow,  E.,  and  Barsky,  S.:  Antibiotic  Med.  & Clin.  Therapy  5:328  (May)  1958.  7.  Stone,  M.  L.;  Sedlis,  A., 
Bamford,  J.,  and  Bradley,  W.:  Antibiotic  Med.  & Clin.  Therapy  5:322  (May)  1958.  8.  Harris,  H.:  Clin.  Rev.  1:15  (July)  1958. 
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thank  you,  doctor” 
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COSA-TETRACYN 

GLUCOSAMINE-POTENTIATED  TETRACYCLINE 


CAPSULES  ORAL  SUSPENSION  NEW!  PEDIATRIC  DROPS 

(black  and  white)  250  mg.,  125  mg.  (orange-flavored)  (orange-flavored)  5 mg.  per  drop, 

(for  pediatric  or  long-term  therapy)  125  mg.  per  tsp.  (5  ec.),  2 oz.  bottle  calibrated  dropper,  10  cc.  bottle 


I0SA-TETR  AST  ATI  N * 

ucosamine-potentiated  tetracycline  with  nystatin 

ntibacterial  effectiveness  plus  added  protection 
gainst  monilial  superinfection 

apsules  (black  and  pink)  250  mg.  Cosa-Tetracyn 
lus  250,000  u.  nystatin 

RAL  suspension  125  mg.  per  tsp.  (5  cc.)  Cosa- 
etracyn,  plus  125,000  u.  nystatin,  2 oz.  bottle 


Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 


COSA-TETR  ACYD I N * 

glucosamine -potentiated  tetracycline -analgesic -anti- 
histamine compound 

For  relief  of  symptoms  and  malaise  of  the  common 
cold  and  prevention  of  secondary  complications 

CAPSULES  (black  and  orange)— each  capsule  con- 
tains: Cosa-Tetracyn  125  mg.;  phenacetin  120  mg.; 
caffeine  30  mg.;  salicylamide  150  mg.;  buclizine  HC1 
15  mg. 


*Ti,adeir.nrk 


every 


antibiotic 


• • • 


need 


ACHROMYCIN 


* 


ACHROMYCIN  Tetracycline 


the  most 


widely  used 
useful . . . 
antibiotic 


ACHROMYCIN  V Tetracycline  with  Citric  Acid  Lederle 


ACHROMYCIN  V:  Capsules  • Pediatric  Drops  • Syrup 

ACHROMYCIN:  Capsules*  Ear  Solution  0.5%  • Intramuscular  • Intravenous  • Nasal  Suspension  with  Hydrocortisone  and  Phenylpherlne 
Ointment  3%  • Ointment  3%  with  Hydrocortisone  2%  • Ophthalmic  Oil  Suspension  1%  • Ophthalmic  Ointment  1%  • Ophthalmic  Ointment 
1%  with  Hydrocortisone  1.5%  • Ophthalmic  Powder  (Sterilized)  • Oral  Suspension  • Pediatric  Drops  • PHARYNGETS®  TROCHES 
Soluble  Tablets  • SPERSOIDS®  Dispersible  Powder  • Surgical  Powder  (Sterilized)  • Syrup  • Tablets  • Topical  Spray  • Troches 


*Reg.  U.  8.  Pat.  Off. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21,  1957. 
"Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  "All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  ". . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic). . . .” 

Freis,  E.  D„  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A.  166:137, 
Jan.  11, 1958. 

"Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  “The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with  simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


In  "Chlorothiazide:  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension,” 

Hollander,  W.  and  Wilkins,  R.  W. : Boston  Med.  Quart.  8: 1,  September,  1957. 
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INITIATE  THERAPY  WITH  'DIURIL1. 

mg.  twice  a day  to  500  mg.  three  times  a day. 


'diuril'  is  given  in  a dosage  range  of  from  250 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 


SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 
'DIURIL'  is  a trade-mark  of  Merck  & Co.,  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'DIURIL1 
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REGAIN 


ELECTROLYTE  BALANCE  PROMPTLY 

• improve  blood  volume 

• restore  circulatory  and  renal  efficiency 

• control  or  prevent  hypopotassemia 


Wl 


th  POLYSAL  for  replacement 


Electrolyte  Composition 

(milliequivalents  per  liter) 

CATIONS  ANIONS 

Sodium  140  mEq.  Chloride  103  mEq. 

Potassium  10  mEq.  *Bicarbonate  55  mEq. 

Calcium  5 mEq.  *Obtained  from  metabolic 

Magnesium  3 mEq.  conversion  of  acetate  ion. 

Available  in  Distilled  Water  or  5%  Dextrose  in  250,  500, 
1000  cc.  Saftiflasks.® 


MAINTAIN 

ELECTROLYTE  BALANCE  SMOOTHLY 

• eliminate  "saw-tooth"  effect  to  prevent  water 
intoxication,  edema,  overloading 

• supply  basic  needs  of  electrolytes 

• provide  uniform  hydration 

with  POLYSAL-M  for  maintenance 


Electrolyte  Composition 

(milliequivalents  per  liter) 


CATIONS 

Sodium 

Potassium 

Calcium 

Magnesium 


40  mEq. 
16  mEq. 
5 mEq. 
3 mEq. 


ANIONS 

Chloride 

*Bicarbonate 


40  mEq. 
24  mEq. 


*Obtained  from  metabolic 
conversion  of  lactate  and 
acetate  ions. 


Available  in  2’/t%  Dextrose  in  Saftiflasks®— 250,  500  cc.; 
in  5%  Dextrose  in  Saftiflasks— 250,  500  and  1000  cc.;  in 
10%  Dextrose  in  Saftiflasks— 500  and  1000  cc. 


CUTTER 


Ask  your  Cutter  man 

for  detailed  literature 
or  write  to  Dept.  9-7A 


CUTTER  LABORATORIES  Berkeley,  California 
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ORTHOPAEDIC  SURGERY  NOTES 


Some  Comments  on  the  "Spectator  Letter"  (August  1958) 
By  Dr.  Duncan  C.  McKeever,  Houston 


Dr.  Duncan  McKeever  has  recently  written  a 
most  interesting  spectator  letter.  Incidentally,  “The 
Spectators,”  an  orthpaedic  surgery  correspondence 
group,  write  letters  containing  very  useful  infor- 
mation. 

Dr.  McKeever,  who  is  the  President  of  the 
American  Fracture  Association,  brought  out  a 
most  interesting  point:  that  is  the  problem  of  de- 
signing and  producing  a new  apparatus  for  ortho- 
paedic surgery.  For  instance,  in  the  patella  and 
tibial  plateau  prosthesis  the  time  and  the  expense 
of  developing  are  entirely  the  burden  of  the  sur- 
geon. The  expense  of  a moving  picture  to  bring 
the  device  to  the  attention  of  the  orthopaedic  sur- 
geons in  this  country  was  approximately  $3,000. 
The  steps  in  the  development  of  the  technique  and 
superb  know-how  for  casting  and  producing  the 
metallic  implants,  of  course,  are  borne  by  the  in- 
strument manufacturing  company.  Dr.  McKeever 
also  commented  on  the  quality  of  work  in  opinions 
as  given  by  a group  in  a questionnaire. 

I would  like  to  quote  from  Dr.  McKeever’s 
spectator  letter  directly  from  his  comments  con- 
cerning a three-day  conference  on  automobile 
safety  and  automobile  crash  injuries  at  Ann  Ar- 
bor, Mich.  This  was  connected  with  the  Medical 
Education  for  National  Defense  Program  and  was 
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attended  by  representatives  of  all  the  medical 
schools. 

“The  most  important  information  obtained  at 
this  meeting  was  that  statistically  you  are  about 
3/2  times  as  safe  from  accidental  death  or  severe 
injury  if  you  have  a seat  belt  on  you  when  you 
have  an  accident.  Having  rolled  a station  wagon 
end  over  end  and  survived  I subscribe  to  this.  For 
a long  time  now  I have  thought  that  anybody 
who  smokes  cigarettes  is  a damn  fool  and  I am 
now  forced  to  include  people  who  do  not  routinely 
use  safety  belts  in  their  car  in  the  same  category,” 
the  letter  says. 

A paste  made  of  ground  up  cultured  calf  bone 
called  Osteogen  will  shortly  be  on  the  market 
through  the  Squibb  Company.  Dr.  McKeever  has 
been  using  this  for  four  years  now  and  he  states 
it  is  the  best  bone  hemostatic  he  has  ever  used. 
It  will  instantly  stop  all  bleeding  at  the  donor 
sites  in  the  ilium  and  anywhere  else  you  care  to 
use  it. 

On  the  subject  of  cellophane,  Dr.  McKeever 
now  feels  it  is  preferable  to  nylon.  It  cannot  be 
sewed  in  place  and  it  is  more  difficult  to  handle, 
but  it  works  better.  If  it  fragments  or  wads  up 
into  small  balls  in  the  corner  of  a joint  it  doesn’t 
seem  to  hurt  anything.  This  is  information  gained 
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from  18  years  of  use  of  cellophane  and  nylon. 

In  a report  of  tibial  plateau  prostheses  26  knee 
joints  are  reported.  Some  of  these  are  over  six 
years  old,  some  of  them  have  one  plateau,  some 
of  them  have  both.  All  but  one  have  a patellar 
prosthesis.  One  knee  had  to  have  the  prosthesis 
removed  because  of  infection.  All  of  the  others 
are  functioning  satisfactorily  and  the  patients  are 
walking  on  them  without  crutches.  In  some  of  the 
knees  an  arthrodesis  could  have  been  indicated. 
The  prostheses  apparently  are  successful  and  an 
advantage  to  the  patient  in  a non-infected  knee. 
Four  successful  elbow  prostheses  with  replace- 
ment of  the  entire  lower  end  of  the  humerus  have 
been  far  better  than  a stiff  elbow  or  a flail  elbow. 

Arthrodesis  of  the  ankle  and  subastragalar  joint 
with  proper  foot  position  give  knee  stability  in 
extension  and  weight  bearing  and  enable  patients 


to  get  by  without  braces.  The  hip  prosthesis  con- 
tinues to  function  satisfactorily.  It  is  not  subject 
to  torque. 

Dr.  McKeever  recommends  that  we  read  the 
book  “Atlas  Shrugged”.  In  fact  he  says  “to  any 
of  you  who  are  faint  of  heart,  I’ll  dare  you  to 
read  it.” 

I enjoyed  reading  Dr.  McKeever’s  copy  of 
“Hospitals  Are  For  Sick  People”  in  which  the 
patient  has  so  much  disturbance  that  he  had  to  go 
home  to  rest  and  recover.  Also  the  overemphasis 
of  paper  work  in  preference  to  emphasis  of  treat- 
ment of  patients  is  a problem  which  all  of  us 
face. 

I enjoyed  the  verse  quoted  as  follows: 

“Adventure  on,  for  from  the  littlest  clue 

Has  come  whatever  worth  man  ever  knew. 

The  next  to  lighten  all  men.  may  be  you!” 


Dermatological  Group  Announces  Essay  Contest 


The  Los  Angeles  Dermatological  Society  has 
established  a Nelson  Paul  Anderson  Memorial 
Fund  which  offers  a $500  cash  award  annually  for 
a minimum  of  five  years,  for  a winning  essay  to 
be  read  by  the  essayist  at  the  annual  meeting  of 
the  Pacific  Dermatological  Association.  The  Pa- 
cific. Dermatological  Association  will  pay  the  basic 
expenses  (transportation,  room  and  board)  of  the 
winning  essayist  to,  at  and  from  the  meeting. 

The  essays  eligible  for  the  contest  shall  report 
original  work,  not  previously  published,  formally 
presented  or  previously  prize-winning,  relative  to 
some  fundamental  aspect  of  dermatology. 

The  essays  shall  be  judged  on  the  following  con- 
siderations: a.  originality  of  ideas,  b.  potential  im- 
portance of  the  work,  c.  experimental  methods 
and  use  of  controls,  d.  evaluation  of  results,  e.  clar- 
ity of  presentation. 

The  essay  shall  be  submitted  under  a “nom  de 
plume”  with  no  information  anywhere  in  the  paper 


which  might  lead  to  recognition  by  the  judges  of 
the  institution  or  clinic  at  which  the  work  was 
done.  The  essay  with  “nom  de  plume”  shall  be 
accompanied  by  a plain  sealed  envelope  enclosing 
the  name  and  address  of  the  author;  this  envelope 
shall  not  be  opened  until  the  judging  is  complete. 

The  contest  shall  be  open  only  to  physicians  en- 
gaged in  the  study  or  practice  of  dermatology,  who 
are  working  within  the  geographical  limits  encom- 
passed by  the  Pacific  Dermatological  Association. 

The  essays  will  be  judged  by  a committee  of 
five  judges,  appointed  by  the  Executive  Council  of 
the  Pacific  Dermatological  Association,  and  all  en- 
tries should  be  in  the  hands  of  Louis  H.  Winer, 
M.D.,  9915  Santa  Monica  Blvd.,  Beverly  Hills, 
Calif.,  in  quintuplicate  (all  copies  clearly  legible, 
of  course)  before  May  1,  1959.  The  winner  will  be 
notified  by  Aug.  1,  1959;  the  1959  meeting  of  the 
Pacific  Dermatological  Association  will  be  held  at 
the  La  Playa  Hotel.  Carmel-by-the-Sea,  Calif., 
Sept.  9-13,  1959. 
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Traumatic  Rupture  of  The  Diaphragm  with  Intrapericardial 
Herniation  of  Abdominal  Viscera 

By  Ralph  S.  Clayton,  M.D.,*  El  Paso 


We  are  unable  to  locate  any  report  of  isolated 
rupture  of  the  central  tendon  of  the  diaphragm 
with  intrapericardial  herniation  of  abdominal  vis- 
cera due  to  non-penetrating  trauma  to  the  chest  or 
abdomen.  It  is  recognized  that  early  diagnosis  of 
rupture  of  the  diaphragm  is  important  in  order 
that  complications  may  be  prevented  and  surgical 
repair  effected  at  the  proper  time.  Because  of  the 
increasing  incidence  of  high  velocity  and  crushing 
type  injuries  to  the  chest  and  abdomen  in  auto- 
mobile and  aircraft  accidents,  we  believe  this 
lesion  should  be  brought  to  the  attention  of 
radiologists  and  surgeons. 

Case  I 

Mr.  A.C.J.,  age  41,  was  hospitalized  April  8, 
1950,  for  injuries  received  that  day  in  an  auto- 
mobile accident.  He  had  sustained  severe  injuries 
to  the  chest  and  pelvis.  A radiograph  of  the  chest 
on  admission  showed  a small  amount  of  fluid  in 
the  left  pleural  space.  Fractures  of  the  left  2nd 
through  the  10th  ribs  and  of  the  right  2nd,  3rd  and 
4th  ribs  were  demonstrated.  There  were  multiple 
fractures  of  the  pelvis. 

4 he  left  pleural  fluid  increased  steadily  in 
amount  during  the  week  following  the  accident, 
and  was  interpreted  as  hemothorax.  Twelve  days 
after  admission,  radiographs  of  the  chest  showed 
the  splenic  flexure  of  the  colon  above  the  dia- 
phragm in  the  lower  portion  of  the  left  side  of 
the  chest  anterior  to  the  heart.  (Figs.  1 & 2) 
Barium  studies  confirmed  these  findings.  (Fig.  3) 
About  three  weeks  after  the  accident  a thora- 
cotomy was  performed  to  evacuate  the  left  hemo- 
thorax and  to  repair  the  diaphragmatic  hernia. 
The  hemothorax  was  evacuated  but  exploration 
of  the  left  pleural  space  failed  to  reveal  any  ab- 
dominal viscera.  Several  of  the  rib  fractures  were 
stabilized  with  bone  pegs. 

♦Formerly  Director,  Department  of  Radiology,  Parkland  Memorial 
Hospital,  and  Clinical  Associate  Professor  of  Radiology,  South- 
western Medical  School,  Dallas,  Texas. 

JANUARY,  1959 


Five  days  after  the  thoracotomy,  radiographs  of 
the  chest  again  demonstrated  the  splenic  flexure 
of  the  colon  to  be  above  the  diaphragm  in  the 
same  location  as  before.  Pleural  fluid  reaccumu- 
lated rapidly  in  the  left  pleural  space.  Tempera- 
ture elevation  indicated  that  an  empyema  was 
developing,  and  frequent  aspirations  were  per- 
formed. 

Because  of  the  persisting  findings  of  dia- 
phragmatic hernia,  abdominal  exploration  was 


Fig.  / ( Case  I ) 

Antero-posterior  supine  radiograph  of  chest  shows 
splenic  flexure  of  colon  above  diaphragm.  Barium 
is  in  fundus  of  stomach.  Note  pleural  fluid  on  left. 
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performed  five  weeks  after  admission.  A 12  cm. 
tear  of  the  central  tendon  of  the  diaphragm  and 
pericardium  was  found  which  permitted  the 
omentum  and  splenic  flexure  of  the  colon  to  her- 
niate into  the  pericardial  space.  Numerous  adhe- 
sions to  the  pericardium  were  present.  The  tear 
was  about  1 inch  from  the  attachment  of  the 
diaphragm  to  the  anterior  chest  wall.  The  defect 
was  closed  without  tension  by  overlapping  the 


Fig.  2 ( Case  I) 

Lateral  radiograph  of  chest  shows  colon  above 
diaphragm  in  anterior  mediastinum. 

torn  edges  of  the  diaphragm  with  interrupted 
mattress  sutures  of  No.  3 braided  silk.  The  ab- 
domen was  closed  in  layers.  To  evacuate  the 
empyema  of  the  left  pleural  space,  a pleural 
drainage  tube  was  inserted  and  connected  to  a 
waterseal  system. 

The  further  course  of  this  patient  was 
uneventful. 


Fig.  3 ( Case  I ) 

Splenic  flexure  of  colon  is  opacified  by  means  of 
barium  enema. 


Case  II 

Mrs.  G.G.,  age  32,  was  hospitalized  on  Decem- 
ber 24,  1950,  for  injuries  incurred  in  an  auto- 
mobile accident  a few  minutes  earlier.  The  patient 
was  unconscious  immediately  after  the  accident, 
but  regained  consciousness  for  a short  time  and 
complained  of  pain  in  the  left  chest  anteriorly. 
She  was  restless  and  irrational  on  admission.  The 
working  diagnosis  was  head  injury. 

Radiographs  of  the  skull  did  not  reveal  any 
bony  injuries.  A radiograph  of  the  chest  revealed 
fractures  of  the  left  clavicle,  the  right  2nd  rib  and 
the  left  1st  rib.  The  diagnosis  of  traumatic  dia- 
phragmatic hernia  was  made  from  this  emergency 
anteroposterior  supine  chest  film.  (Fig.  4) 

Her  condition  remained  critical  for  the  next 
10  days  because  of  the  brain  injuries.  By  this  time, 
further  examination  of  the  chest  injuries  became 
possible.  Fluoroscopic  and  radiographic  studies 
revealed  herniation  of  most  of  the  stomach 
through  the  central  tendon  of  the  diaphragm,  but 
specific  localization  of  the  herniated  viscus  inside 
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Fig.  5 (Case  II) 

Barium  proves  live  shadow  of  Fig.  4 to  be  stomach. 

to  a waterseal  system.  The  lung  was  re-expanded 
and  the  chest  was  closed  in  the  usual  manner. 

The  subsequent  course  of  this  patient  was 
uneventful. 

Discussion 

In  retrospect,  in  Case  I,  the  location  of  the 
herniated  viscus  directly  anterior  to  the  cardiac 
shadow  would  have  suggested  the  correct  diag- 
nosis if  intrapericardial  hernia  had  been  consid- 
ered. No  observations  were  recorded  concerning 
the  effect  of  heart  action  on  the  barium  filled 
colon,  (see  Case  II  below). 

The  radiologic  findings  in  Case  II  were  unique 
in  several  respects.  These  findings  may  be  tabu- 
lated as  follows: 

(1)  The  supine  anteroposterior  radiograph  of 
the  chest  showed  the  apex  of  the  heart  to  be  dis- 
placed upward  and  to  the  right  by  gas. 

(2)  This  gas  shadow  was  limited  laterally  to 
the  left  by  a soft  tissue  line  which  was  the  shape 
of  the  pericardium  and  was  in  practically  the 
normal  position  of  this  structure. 

(3)  The  gas  shadow  was  continuous  through 
the  diaphragm  with  air  in  the  stomach  within  the 
abdomen,  suggesting  herniation  of  the  stomach. 

(4)  The  right  heart  border  was  in  normal  re- 


the  pericardial  space  was  not  made  at  that  time. 
(Figs.  5 & 6) 

On  January  4,  1951,  a thoracotomy  w'as  per- 
formed through  the  bed  of  the  left  9th  rib.  No 
evidence  of  diaphragmatic  hernia  could  be  found 
in  the  pleural  space.  However,  because  the  sur- 
geon was  the  same  individual  who  performed  the 
initial  surgery  in  Case  I,  the  pericardial  sac  was 
opened  and  the  hernia  found.  An  incision  was 
then  made  through  the  left  leaf  of  the  diaphragm 
and  the  hernia  observed  from  below. 

A portion  of  stomach  and  omentum  comprised 
the  contents  of  the  hernia.  They  were  returned  to 
the  abdomen  wfithout  difficulty.  The  diaphragmatic 
defect  w’as  large  enough  to  admit  the  surgeon’s 
hand  with  ease.  Interrupted  mattress  sutures  of 
braided  silk  were  used  to  close  the  defect  in  the 
usual  overlapping  fashion.  A second  small  tear 
was  found  in  the  diaphragm,  without  any  hernia, 
communicating  with  the  left  pleural  space.  This 
was  closed  with  interrupted  cotton  sutures. 

The  diaphragmatic  surgical  incision  wras  closed 
by  the  usual  technic.  An  intercostal  drainage  tube 
was  inserted  into  the  pleural  space  and  connected 


Fig.  4 ( Case  II ) 

Antero- posterior  supine  radiograph  of  chest  show- 
ing air  shadow  above  diaphragm  and  intimately 
related  to  the  heart. 
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Fig.  6 ( Case  11 ) 

Left  posterior  oblique  projection  of  barium  filled 
stomach  showing  it  to  be  located  in  the  anterior 
mediastinum. 

lation  to  the  spine,  whereas  it  is  usually  displaced 
to  the  right  in  the  intrapleural  herniation  of  ab- 
dominal viscera  into  the  left  hemithorax. 

(5)  The  shadow  normally  cast  by  the  left  half 
of  the  central  tendon  of  the  diaphragm  was  ab- 
sent. This  was  later  shown  to  be  due  to  the  actual 
tear  through  the  diaphragm  and  pericardium. 

(6)  The  fluoroscopic  findings  were  quite  strik- 
ing but  were  not  correctly  interpreted  pre-opera- 
tively.  The  cardiac  border  near  the  apex  was 
much  more  clearly  visible  than  usual.  The  heart 
border  in  the  same  area  could  not  be  separated 
from  the  gas  shadow  by  rotation  of  the  patient, 
which  should  have  suggested  intrapericardial  lo- 
cation of  the  gas.  Barium  flowed  normally  down 
the  esophagus,  through  the  diaphragm,  and  then 
coursed  upward  around  the  apex  of  the  heart  in 
the  gas  previously  described. 

The  wild  motion  imparted  to  the  barium  by 
the  heart  was  commented  upon  by  the  fluoro- 
scopist,  and  provided  additional  evidence  of  the 
intrapericardial  location  of  the  stomach.  This 


motion  was  much  more  vigorous  than  when  the 
stomach  is  in  the  pleural  cavity.  These  observa- 
tions were  made  during  fluoroscopy  but  their  sig- 
nificance was  not  appreciated  at  that  time.  Con- 
sequently, the  pre-operative  radiologic  diagnosis 
was  simply  traumatic  rupture  of  the  diaphragm 
with  intrapleural  herniation  of  the  stomach. 

The  fluoroscopic  findings  described  in  Case  II 
suggest  that  fluoroscopy  should  be  performed 
whenever  the  herniated  viscera  lie  close  to  the 
heart. 

The  surgical  approach  may  be  planned  to  bet- 
ter advantage  if  the  precise  location  of  the  hernia 
is  known  prior  to  operation. 

These  cases  illustrate  the  fact  that  intraperi- 
cardial hernia  may  not  be  found  at  thoracotomy 
unless  the  possibility  is  kept  in  mind  and  the  peri- 
cardium opened  when  the  pleural  space  does  not 
contain  the  herniated  viscera  demonstrated  by 
x-ray. 

Conclusions 

The  proper  planning  of  the  surgical  repair  of 
traumatic  rupture  of  the  diaphragm  is  dependent 
on  accurate  radiologic  diagnosis.  If  radiologists 
and  surgeons  are  aware  of  the  entity  of  intra- 
pericardial hernia  as  a result  of  non-penetrating 
injury,  and  are  familiar  with  the  differences  be- 
tween the  findings  in  intrapericardial  herniation 
and  intrapleural  herniation,  an  exact  pre-operative 
diagnosis  can  be  made. 

We  feel  that  the  following  findings  should  be 
sufficient  for  a definitive  diagnosis:  (1)  The  loca- 
tion of  the  abdominal  viscus  in  intimate  relation 
with  the  heart.  (2)  The  striking  effect  of  heart 
action  on  the  contrast  filled  viscus.  (3)  Other 
ordinary  findings  of  diaphragmatic  rupture  such 
as  loss  of  diaphragm  contrast  and  abnormal  tissue 
shadows  above  the  diaphragm,  with  or  without 
displacement  of  the  heart  shadow  itself,  in  a pa- 
tient who  has  sustained  severe  trauma. 

Summary 

1.  Two  cases  of  traumatic  rupture  of  the  dia- 
phragm with  intrapericardial  hernia,  due  to  non- 
penetrating trauma,  are  reported. 

2.  Radiologists  and  surgeons  should  be  aware 
of  the  possibility  of  this  lesion. 

3.  Radiologic  criteria  and  surgical  considera- 
tions are  described. 

1501  Arizona  Ave. 

(The  surgeon  in  both  cases  was  Dr.  Donald  L.  Paulson,  Clinical 
Associate  Professor  of  Surgery,  Southwestern  Medical  School, 
Dallas,  Texas.) 
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Clinical  Aspects  of  The  Protein  Bound  Iodine 

Determination* 


By  Jack  C.  Postlewaitf.,  M.D..  El  Paso 


The  problem  of  thyroid  hormone  and  metabo- 
lism is  a phase  of  the  whole  question  of  iodine 
metabolism.  It  is  only  in  the  manufacture  of  the 
thyroid  hormone  that  the  body  uses  iodine.  That 
it  uses  iodine  is  the  most  unique  thing  about  the 
thyroid.  The  presence  of  iodine  in  the  molecule 
of  its  hormone  is  of  special  significance. 

Harington  and  Barger1.*  produced  a compound 
like  thyroxine,  but  without  its  four  atoms  of 
iodine.  Physiologically  this  dexiodothyronine  was 
metabolically  and  physiologically  inert.  However, 
when  two  atoms  of  iodine  w'ere  incorporated  in  the 
molecule,  slight  physiologic  activity  appeared,  and 
when  four  iodine  molecules  were  placed  correctly 
the  hormone  attained  natural  potency.  Iodine  in- 
gested beyond  the  need  of  thyroid  hormone  manu- 
factured is  very  promptly  eliminated. 

Iodides  Useful 

Iodides  are  useful  for  their  pharmacologic 
action,  for  example  as  expectorants.  Such  iodine 
exists  and  circulates  in  the  body  as  inorganic  salt 
and  plays  no  part  in  metabolism  or  bodily  econ- 
omy. Its  presence  in  the  body  as  inorganic  salt 
plays  no  part  in  the  function  of  the  thyroid.  The 
iodine  content  of  the  blood  is  in  two  parts;  as 
passive  iodine,  and  as  circulation  hormone.  The 
same  is  true  of  the  iodine  content  of  other  tissues. 

The  former  fluctuates  widely  with  iodine  intake, 
the  latter  is  related  to  the  function  of  the  thyroid. 
The  buffering  effect  of  the  thyroid  storehouse  is 
gone.  A thyroid  ingestion  of  a quantity  of  iodine 
is  folknved  by  a great  rise  in  blood  iodine,  and 
urinary  iodine,  than  would  be  the  case  in  the 
organism  in  possession  of  its  thyroid. 

Multiple  Channels 

The  absorption  of  iodine  is  through  multiple 
channels.  The  usual  route  is  through  the  aliment- 
ary canal.  It  may  likewise  be  absorbed  through 
the  skin,  the  lungs,  or  by  any  absorption  mem 
brane. 

Rate  of  absorption  varies  with  the  solubilities  of 
the  compounds  in  which  the  iodine  occurs.  Thy- 
roxine polypeptide  by  virtue  of  its  solubility  is 
absorbed  almost  entirely  from  the  alimentary 
tract,  whereas  thyroxine,  which  is  less  soluble,  is 


absorbed  to  a much  less  extent  (from  10  to  20 
percent) . 

The  excretion  of  iodine  is  through  the  kidneys, 
the  sweat  glands,  the  bile  and  the  salivary  glands. 
The  daily  amount  in  the  urine  is  dependent  on  the 
intake.  In  thyrotoxicosis  the  urinary  excretion  is 
raised  because  of  increased  manufacture  of  hor- 
mone and  depletion  of  storage  of  iodine  for  ex- 
ample. 

Men  using  noniodized  salt  excrete  9 gammas  and 
those  using  iodized  salt,  121  gammas.  Strenuous 
exercise  doubles  the  iodine  output  and  also  the 
day  urine  contains  about  twice  as  much  as  the 
night. 

No  Evidence 

There  is  no  evidence  to  indicate  that  a renal 
threshold  for  iodine  plays  any  role  in  the  regu- 
lation of  the  body’s  store  of  iodine.  Endogenous 
iodine  metabolism  is  a function  of  the  thyroid. 
The  physiologic  activity  of  the  whole  thyroid 
gland  is  determined  by  its  total  organic  iodine 
content. 

The  daily  requirement  of  hormone  can  be  esti- 
mated by  discovering  what  quantity  must  be  given 
to  thyroid  individual  in  order  to  keep  him  in  a 
normal  condition  over  a long  period  of  time. 
Plummer1*  has  calculated  that  in  terms  of  thy- 
roxine the  daily  requirement  is  in  the  neighbor- 
hood of  0.5  to  1 mg.  or  0.3  to  0.6  mg  of  iodine. 
A fullbloom  myxedema  can  be  maintained  on  100 
mg.  of  dried  thyroid  or  0.22  mg  of  iodine. 

The  body  needs  less  than  0.33  mg.  of  thyroxine 
which  is  the  amount  destroyed  in  the  body  or 
excreted  in  the  body. 

It  is  interesting  to  note  that  the  iodine  require- 
ments of  the  body  for  thyroxine  manufacture  is 
vastly  greater  than  the  apparent  absolute  iodine 
requirement  of  the  body  as  a whole. 

Body  Economy 

The  body  has  an  economy  with  iodine  and 
utilizes  it  over  and  over  again  in  hormone  syn- 
thesis. Of  the  iodine  derived  from  the  daily  break- 
down of  thyroid  hormone  only  a fraction  is  excret- 
ed. The  thyroid  requirements  of  athvroid  children 
is  greater  than  athvroid  adults. 

The  normal  thyroid  of  the  human  weighs  20 
grams  wet,  and  contains  0.2  percent  of  iodine  or 
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a total  of  8 mg.  of  iodine.  Of  this  4 mg  is  in  the 
form  of  thyroxine  iodine  and  the  balance  is 
diiodotyrosine  iodine. 

Extra  thyroid  iodine  is  no  more  than  10  to  14 
mg.  of  thyroxine  of  which  6 to  7 mg.  is  in  the  form 
of  thyroxine  iodine.  There  is  15.0  mg.  of  iodine 
in  the  rest  of  the  body  in  combination  other  than 
as  thyroxine. 

The  liver  is  an  organ  of  destruction  of  excesses 
of  thyroid  in  the  body,  and  not  by  simple  excre- 
tion. The  iodine  concentration  in  the  blood  was 
shown  by  Gley,  et.  all,  1#  in  1900  to  be  a consti- 
tuent of  normal  blood.  In  1925,  Viel1  showed  that 
in  thyrotoxicosis,  total  blood  iodine  was  increased 
and  in  hypothyroidism  decreased. 

Fractionating  Blood  Iodine 

In  1929.  Lunde  devised  a method  for  fractionat- 
ing the  total  blood  iodine  into  an  alcohol  soluble 
and  an  alcohol  insoluble  fraction.  Salter  separated 
plasma  iodine  and  felt  that  the  concentration  of 
protein  bound  iodine  in  human  plasma  was  a 
reliable  index  of  net  thyroid  function.  He  regard- 
ed this  fraction  as  circulation  hormonal  iodine. 

Studies  made  with  radioactive  iodine  indicate 
that  the  thyrotropic  hormone  will  promote  the  re- 
lease and  uptake  of  thyroid  iodine. 

The  first  effects  of  TSH  on  iodine  metabolism 
in  the  thyroid  would  appear  to  be  the  purging  of 
the  thyroid  of  its  stored  iodine.  The  loss  of  iodine 
would  appear  to  precede  the  hypertrophy  of  the 
thyroid  cell  which  occurs  when  TSH  is  admin- 
istered. 

It  is  suggested  that  TSH  is  activated  to  some 
extent  as  proteolytic  enzyme  present  in  the  thy- 
roid colloid. 

Although  the  mode  of  action  of  TSH  on  the 
thyroid  cells  in  unknown,  Rawson1  has  suggested 
that  in  exerting  its  influence  in  the  thyroid,  the 
thyroid  stimulating  hormone  is  inactivated. 

Other  Tissues 

The  only  other  tissues  which  caused  any  inacti- 
vation of  TSH  invitro  were  the  thymus  and 
lymph  nodes.  The  involvement  of  the  thyroid 
stimulating  hormone  in  disease  has  not  been  so 
well  delineated. 

It  has  been  observed  that  the  urine  of  patients 
with  untreated  Graves’  disease  contains  no  active 
TSH  whereas  after  treatment  of  the  patients  with 
thyrotropic  substances  have  been  observed  in  the 
urine.  Thyroid  tissue  of  patients  with  Graves’ 
disease,  with  invitro  techniques,  was  found  to  in- 
activate more  TSH  than  normal. 

The  interesting  developments  in  thyroid  studies 
are  with  triiodothyrone  investigation.  It  exerts  a 
much  more  immediate  calorigenic  effect  and  thy- 
rtropin  inhibitory  effect  than  thyroxin  and  is  found 
in  smaller  quantity  in  the  body. 
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It,  like  thyroxin,  is  active  by  mouth.  Since 
1-thyroxin  alleviated  myxedema  and  occurs  in 
plasma,  it  is  generally  accepted  as  the  thyroid 
hormone. 

Several  Paradoxes 

However,  several  paradoxes  exist:  (1)  dessic- 

cated  thyroid  has  greater  calorignic  activity  than 
accounted  for  by  its  1 -thyroxin  content;  (2)  unlike 
most  hormones,  delay  in  specific  effects  is  observed 
after  exhibition,  and  (3)  in  some  athyrotic  pat- 
ients receiving  1-thyroxin,  the  serum  protein- 
bound  iodine  level  is  higher  than  anticipated  by 
their  clinical  and  metabolic  status.2 

Preliminary  studies  with  the  newly  discovered 
1-triiodothyronine  indicates  that  it  produces  an 
immediate  metabolic  effect  5-10  times  that  of 
equivalent  amounts  of  1 -thyroxin.  The  remarkable 
activity  of  1 -thyronine  affords  explanation  of  these 
paradoxes. 

Within  six  hours  of  administration  of  0.5  to 
1.0  mg  of  1-triiodothyronine  in  a single  subcut- 
eneous  dose,  the  pulse  rate  and  body  temperature 
progressively  increased,  reaching  a maximum  on 
the  third  day.  Weight  loss  and  diuresis  also  occur- 
red. 

The  BMR  increased  promptly.  1-triiodothryon- 
ine  accelerated  urinary  creatin  excretion;  and 
nitrogen  and  phosphorus  diureses  develops,  result- 
ing in  negative  nitrogen  and  phosphorus  balances. 
After  administration  of  equivalent  amounts  of 
1 -thyroxin,  significant  but  minimal  metabolic 
changes  occurred. 

Iodine  Levels 

Serum  protein-bound  iodine  levels  increased 
after  administration  of  1-triiodothyronine,  but 
often  remained  in  ranges  found  in  hypothyroidism 
when  the  patients  were  metabolically  euthyroid; 
yet  1 -thyroxin  increases  the  value  to  levels  found 
in  euthyroidism,  although  the  patients  remained 
hypothyroid. 

Serum  cholesterol  levels  decrease  after  admin- 
istration of  either  1-thyroxin  or  1-triiodothyronine; 
this  decrement  does  not  bear  quantitive  relation- 
ship to  the  degree  of  metabolic  change  observed. 
The  electrocardiograms  reveal  more  rapid  revers- 
ion to  normal  after  1-triiodothyronine  than  after 
1-thyroxin. 

After  1-triiodothyronine,  ballistocardiograms  first 
show  acute  deterioration  in  form  but  subsequent 
improvement.  1-triiodothvronine  alleviates  myxe- 
dema more  rapidly  and  with  smaller  doses  than  1- 
thyroxin  and  may  represent  the  functional  consti- 
tuent of  the  thyroid  hormone. 

Thyroid  Ingestion 

The  ingestion  of  6-180  mg.  of  thyroid  hormone 
depresses  the  activity  of  the  thyroid  gland  in  90 
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percent  of  individuals.  In  cessation  of  ingestion  of 
thyroid  substances  by  normal  individuals  the  basal 
metabolic  rate  falls  to  below  pre  treatment  con- 
trol levels. 

In  myxedematous  patients  the  BMR  falls  to  pre 
treatment  levels  and  not  below.  A fall  of  serum 
protein-bound  iodine  to  below  normal  levels  was 
noted  in  euthyroid  subjects  after  discontinuance  of 
thyroid  medication. 

Recently  Greer3*,  found  that  the  uptake  of 
radioactive  iodine  by  the  thyroid  gland  of  normal 
persons  was  markedly  inhibited  by  the  ingestion 
of  dessicated  thyroid.  It  returned  to  normal  within 
four  weeks. 

Thyroxine  if  not  truly  the  active  thyroid  hor- 
mone is  clearly  the  principal  iodine-containing  com- 
pound released  by  the  thyroid  gland,  and  ordinari- 
ly comprises  the  largest  fraction  of  the  plasma’s 
protein  bound  iodine. 

Many  investigators  3 have,  therefore  attempted 
to  access  thyroidal  function  by  measuring  the  con- 
centration of  protein  bound  iodine131  in  the  plasma 
following  the  administration  of  radioactive  iodine. 

The  PBI  or  the  total  radioactivity  in  the  plasma 
determined  several  days  after  the  administration 
of  the  tracer  reflects  the  radioactivity  of  circulat- 
ing thyroxine,  except  patient  who  have  received 
large  doses  of  I131. 

Hormonal  Iodine 

It  has  been  shown  that  the  hormonal  iodine 
which  is  extractable  from  the  serum  with  butanol 
and  not  re-extractable  with  alkali  is  composed 
largely  of  thyroxine. 

Its  concentration  in  serum  differs  significantly 
from  that  of  the  protein  bound  iodine. 

Contamination  of  the  sample  of  serum  with 
iodine  has  caused  little  trouble  in  the  laboratory 
study  of  PBI.  A more  subtle  error  in  the  serum 
PBI  is  from  patients  who  have  been  given  mer- 
curial diuretics.  These  values  are  consequently 
rendered  low. 

Patients  who  have  ingested  large  quantities  of 
iodine  or  ingested  iodine  containing  radio-opaque 
material  for  example : Graham  Cole  x-ray  study 
of  the  gallbladder,  intravenous  pyelography,  or 
bronchography  are  found  to  have  high  values  for 
PBI.  A careful  history  should  be  taken  to  avoid 
the  possibility  of  introducing  error  from  such 
sources. 

Other  Drugs 

Neo-penil.4  (nenethamate  hydriodide)  has  been 
shown  to  elevate  the  PBI  for  one  week  beyond 
the  discontinuation  of  therapy.  Other  drugs  which 
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may  influence  the  concentration  of  protein-bound 
iodine  include  the  iodides,  iodothiouracil,  and 
iodine  containing  amebicides5. 

Even  barium  mixtures  used  in  gastrointestinal 
studies  may  contain  enough  iodine  to  affect  blood 
levels. 

The  concentration  of  serum  precipitable  iodine 
(PBI)  increases  in  men  and  women  during  the 
administration  of  estrogen.  A leveling  off  in  the 
increments  is  usually  observed  by  the  third  or 
fourth  week.  Normal  functioning  of  the  pituitary 
and  thyroid  are  necessary  for  the  reaction  to  occur. 

The  PBI  falls  to  control  values  when  the  estro- 
gen is  discontinued.  Data  are  present  to  indicate 
that  the  increments  in  PBI  are  due  to  an  increase 
in  activity  of  the  thyroid,  at  least  for  a period  of 
time,  and  are  not  due  to  an  altered  rate  of  dis- 
posal of  thyroid  hormone.  Elevated  PBI  levels  are 
found  in  normal  pregnancy8. 

Two  Rare  Cases 

Two  rare  cases  of  elevated  PBI  in  myxedema 
have  been  reported  by  P.  S.  Blom,  M.D.  of  Leiden, 
Holland2.  After  surgical  treatment  only  very  small 
remnants  of  thyroid  gland  tissue  are  left  function- 
ing, and  these  remnants  (under  increasing  TSH 
stimulation)  continue  the  properties  of  the  total 
gland  in  hyperthyroidism.  An  essential  feature  of 
these  glands  is  the  rapid  turn  over  rate  of  iodine 
with  only  slight  storage  of  organically  bound 
iodine. 

The  total  iodine  content  of  the  gland  in  hyper- 
thyroidism is  considerably  less  than  in  a normal 
gland,  and  iodine  collected  by  the  gland  will  be 
quickly  transferred  to  the  blood  after  being  trans- 
formed into  thyroxine. 

Poor  Correlation 

In  several  patients  who  had  undergone  virtually 
complete  thyroidectomy,  however,  the  concentra- 
tion of  PBI  did  not  correlate  well  with  the  clinical 
status  of  the  patient.  An  explanation  for  this  dis- 
crepancy was  sought  in  an  analysis  of  the  factors 
determining  the  concentration  of  PBI  in  the  plas- 
ma. 

The  principal  and  perhaps  only  source  of  plas- 
ma’s thyroxine  appears  to  be  the  pool  of  hormonal 
iodine  within  the  thyroid  gland;  therefore,  the 
relationship  for  a product  substance  and  its  im- 
mediate precursor  can  be  applied  to  the  relation- 
ship existing  between  thyroxine  in  the  plasma  and 
in  the  thyroid  gland. 

Analysis  of  correlative  studies  reveals  that  the 
concentration  of  PBI  in  the  serum  is  dependent 
on  the  initial  uptake  of  I131,  the  rate  of  synthesis 
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of  thyroid  hormone,  and  the  amount  of  hormone 
stored  within  the  thyroid  gland.  The  72  hour  con- 
centration of  PBI  correlates  well  with  the  clinical 
state  except  in  non  thyrotoxic  patients  in  whom 
the  quantity  of  hormone  stored  within  the  gland 
is  markedly  decreased. 

With  Albumin  Fraction 

Iodine  appears  first  with  the  albumin  fraction 
of  the  blood  where  it  is  associated  with  the  slower 
moving  component  electrophoretically.  It  is  later 
found  in  a zone  of  low  protein  concentration  just 
ahead  of  alpha-2  globulin.  This  behavior  was 
observed  in  the  serum  from  both  euthyroid  and 
hyperthyroid  subjects. 

However,  in  hvperthyroid  subjects  the  tracer 
iodine  concentrates  faster,  attained  higher  levels, 
and  declined  more  rapidly  in  the  alpha  globulin 
zone. 

This  suggests  that  the  hormonal  iodine  may  be 
associated  with  this  specific  protein.  The  exact 
nature  of  this  iodine  compound  is  unsettled  al- 
though the  presence  of  thyroxin  and  more  recently 
3:5:3'  L triiodothyroxine  has  been  demonstrated 
in  whole  serum. 

Increase  In  Heat 

Thirty  years  ago  Marine1  noted  that  the  adrenal 
insufficiency  in  rabbits  led  to  an  increase  in  heat 
production  and  respiratory  exchange  and  to  the 
appearance  of  a symptom  complex  resembling 
exophthalmic  goiter. 

Marine1,7  subsequently  reviewed  the  evidence 
pointing  to  the  importance  of  a primary  adreno- 
gonacal  insufficiency  as  a possible  fundamental 
cause  of  Graves  disease.  The  occurrence  of  Graves 
disease  following  roentgen  ray  damage  to  the 
adrenal  cortex  in  2 cases  provided  a direct  clinical 
example  in  support  of  this  concept. 

The  pathologic  changes  observed  in  patients 
who  have  died  of  thyrotoxicosis  enlargement  of  the 
thymus,  diffuse  lymphoid  hyperplasia  and  small 
adrenal  cortices  have  been  cited  as  evidence  sug- 
gestive of  adrenal  cortical  insufficiency. 

The  endocrine  antithesis  to  the  hyperthyroid 
hvpoadrenocortical  state  is  well  demonstrated  by 
the  frequent  occurrence  of  an  atrophied  thyroid 
gland  in  Cushing’s  syndrome. 

Dry  Skin 

The  high  concentration  of  serum  cholestrol,  the 
dry  skin,  and  the  low  BMR  frequently  present  in 
this  disease  are  clinically  suggestive  of  hypothyroid- 
ism. 


The  availability  of  ACTH  and  cortisone  has 
stimulated  further  experimental  inquiry  into  the 
nature  of  thyroid  adrenal  relationships.  In  Addi- 
son’s disease,  the  thyroid  depression  following 
initial  stimulation  produced  by  cortisone  therapy 
of  more  than  four  days  duration  led  to  a trial 
of  cortisone  therapy  in  hyperthyroidism,  with 
variable  results. 

In  5 to  23  days  of  therapy  3 improved  and  6 
noted  decrease  in  the  size  of  the  organ.  They  noted 
a fall  in  the  I131  accumulation  gradient  although 
the  24  hour  iodine  uptake  did  not  change. 

ACTH  apparently  retarded  the  accumulation 
of  L131.  In  8 of  13  patients  the  serum  protein 
bound  iodine  levels  fell  but  the  BMR  did  not  de- 
crease until  the  changes  in  accumulation  gradient 
and  in  the  serum  protein  bound  iodine  level  be- 
came marked*. 

Little  Close  Correlation 

In  general  close  correlation  of  the  iodine  ac- 
cumulation function  with  the  BMR  and  the  serum 
cholesterol  concentration  was  not  observed.  It  has 
been  pointed  out  that  significant  alteration  in  these 
latter  measurements  may  not  be  observed  during 
a short  course  of  cortisone  therapy. 

In  almost  all  cases  the  return  to  pre-treatment 
levels  was  manifested  within  a few  days  to  a week 
following  discontinuation  of  the  drug  or  reduction 
of  dosage  to  50  mgs.  or  less  a day. 

Under  continued  therapy  the  thyroid  inhibition 
became  progressively  more  marked  but  renal  clear- 
ances tended  to  return  towards  pre-treatment  levels 
in  some  cases. 

It  appears  that  the  effect  of  cortisone  therapy 
depressed  the  radioiodine  accumulation  to  a strik- 
ing degree  and  is  usually  associated  with  a fall  in 
the  level  of  the  serum  PBI. 

Appears  Early 

It  is  apparent  that  this  effect  appears  early  after 
the  onset  of  cortisone  administration  and  that  the 
time  required  for  recover  if  cortisone  is  stopped  of 
this  function  after  cessation  of  therapy  may  be  very 
short  1-2  days  if  cortisone  is  given  by  mouth,  but 
prolonged  2-7  weeks  if  the  intramuscular  routine 
is  used. 

Another  point  of  interest  is  the  failure  of  a sharp 
rise  in  PBI  level,  noted  in  several  patients  precipi- 
tated into  thyroid  crisis  or  storm. 

The  behavior  of  the  PBI  has  been  studied  after 
x-ray,  surgical,  and  radioactive  iodine  therapy  for 
toxic  goiter  and  similar  increases  have  been  noted 
occasionally  without  crisis. 
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This  agrees  with  the  clinical  impression  that 
thyroid  crisis  is  not  the  consequence  of  an  exacer- 
bation of  the  disease  but  rather  is  the  end  result  of 
long  standing  and  neglected  disease  regardless  of 
the  degree  of  thyrotoxicosis. 

Basal  Metabolic  Rate 

Elevation  of  the  basal  metabolic  rate  is  subject 
to  error  in  the  evaluation  of  suspected  hyperthy- 
roidism. Cerebral  stimulation,  increased  metabol- 
ism of  malignant  cells,  pregnancy,  pheochromocy- 
toma,  hemodynamics,  factor  alterations  of  conges- 
tive heart  failure,  and  other  extra  thyroidal  states 
affect  the  metabolic  rate. 

The  resultant  BMR  is  less  in  error  than  it  is  in 
interpretation  for  it  is  not  a selective  test  of  thyroid 
hormone,  but  indicates  the  end  result  of  many 
oxidative  processes  of  the  body. 

Forty-nine  patients  studied  by  Meckstroth  ct.  al., 
had  initial  diagnosis  of  hyperthyroidism.  Many  of 
the  patients  had  symptoms  of  toxicity,  such  as 
nervousness,  weight  loss,  increased  sweating,  palpi- 
tation and  fatigability,  and  all  had  an  elevated 
BMR. 

Diffuse  enlargements  of  the  thyroid  predominate 
in  this  series  where  as  others  showed  no  thyroid 
abnormalities. 

Effective  In  Diagnosis 

Serum  protein-bound  iodine  levels  were  effec- 
tive in  diagnosing  euthyroidism  in  95  percent  of 
the  patients,  radioactive  iodine  uptake  in  89  per- 
cent, serum  cholesterol  levels  in  72  percent,  and 
somnolent  metabolic  rate  in  53  percent. 

The  true  diagnosis  in  eleven  patients  was  psy- 
choneurosis; six,  leukemia;  three,  diabetes;  and 
five,  cardiovascular  disease.  This  indicates  that 
thyroid  physiology  is  so  complex  that  one  test  will 
not  evaluate  the  glands  functional  state. 

The  four  tests  can  not  be  compared,  since  each 
test  is  a measure  of  a different  phase  of  the  thyroid 
metabolism.  The  RAI  uptake  determined  by  a 
single  24  hour  count  tells  only  how  much  l131  is  in 
the  gland  at  that  time. 

The  rate  of  uptake  or  the  rate  of  release  is  not 
determined.  Serial  counts  are  necessary  for  this 
information. 

However,  the  RAI  is  not  elevated  by  the  com- 
mon functional  thyroid  disorders,  nor  by  organic 
non-thyroid  diseases. 

Tracer  Studies 

The  results  of  tracer  studies  are  disturbed  by 
exogenous  iodination  and  the  source  of  iodination 
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is  difficult  to  locate.  The  serum  PBI  is  generally 
accepted  to  consist  of  calorigenic  substance.  The 
most  direct  measure  of  thyroxin  formation  is  found 
in  PBI  of  the  serum. 

PBI  is  not  affected  by  diseases  causing  extrathy- 
roid hypermetabolism,  and  is  affected  by  exogenous 
iodination.  The  BMR  measures  total  body  meta- 
bolism and  can  not  differentiate  between  the 
etiologic  factors  in  the  hypermetabolism. 

Only  acclimatization  to  the  metabolism  proce- 
dure by  multiple  tracings  can  assure  a reliable 
study.  The  SMR  is  determined  under  anesthesia 
and  is  especially  valuable  in  functional  disorders. 

Many  patients  with  hyperthyroidism  are  often 
complicated  by  nervousness  which  adds  to  an  al- 
ready elevated  BMR.  The  low  value  of  53  percent 
diagnosis  compatibility  of  the  SMR  is  misleading 
as  the  cases  of  extrathyroid  hypermetabolism  are 
not  usually  organic,  such  as  leukema  or  diabetes, 
but  rather  psychoneuroses. 

Upper  Limits 

The  normal  SMR  value  of  — 7 percent  is  con- 
sidered the  upper  limits  of  normal.  In  the  1 1 
psychoneurotic  patients,  the  value  was  under  — 6 
percent;  on  eight  occasions,  72  percent.  The  high- 
est SMR  was  — 1 percent.  The  SMR  gives  a re- 
producible value  more  often  than  a BMR  which 
fluctuates  from  day  to  day.  The  administration  of 
iodine,  thiouracil  derivatives,  or  therapeutic  doses 
of  I131  does  not  interfere  with  this  test  and  is  the 
best  single  test  to  follow  all  classes  of  therapy  for 
hyperthyroidism9. 

1501  Arizona  Ave. 


BIBLIOGRAPHY 

1.  M cans  J.  H.:  The  Thyroid  and  Its  Diseases.  Philadelphia,  Lip- 
pincott:  145-172. 

2.  Blom.  P.  S.,  and  Terpstra.  J.  (Letters  to  the  Editor):  High 
PBI131  Concentration  in  Blood  of  Patients  with  Myxedema:  Pre- 
liminary Report.  Clinical  Endocrinology  and  Metabolism  XIII: 
989-993  (Aug.)  1953. 

3.  Zak,  Bennie,  Koen,  Anne  M.,  and  Boyle,  Albert  J.:  Normal  and 
Abnormal  Values  of  Protein-Bound  Iodine.  American  Journal  of 
Clinical  Pathology  XXIII:  603-606  (June)  1953. 

4.  Krosnick.  Arthur,  Segal.  Hyman  I.,  Israel,  Harold  L.:  Pene- 
thamate  Hydriodid  (Neo-Penil):  Influence  on  Blood  Protein-Bound 
Iodine  Levels.  Clinical  Endocrinology  and  Metabolism  XIV:  242- 
243  (Feb.)  1954. 

5.  Wolff,  J.,  Rubin  L.,  and  Chaikoff,  I.  L.:  The  Influence  of  2, 
4-Dinitrophenol  on  Plasma  Protein-Bound  Iodine.  The  Journal  of 
Pharmacology  and  Experimental  Therapeutics  98:  45-48  (Jan.) 
1950. 

6.  Danovvski,  T.  S.,  Hedenburg.  Shirley,  and  Greenmail,  Jean  H.: 
The  Constancy  of  the  Serum  Precipitable  or  Protein-Bound  Iodine 
in  Healthy  Adults.  The  Journal  of  Clinical  Endocrinology  IX: 
768-773  (Aug.)  1949. 

7.  Danovvski,  T.  S.,  Huff,  Suzanne  J.,  Wirth,  Patricia  M.,  Hill, 
G C..  Green,  Mary  H.,  and  Fetterman,  G.  H.:  Protein-Bound 
Iodine  ill  Serum  of  Rats  Receiving  Iodide  or  Iodine  with  or  with- 
out Giotrogen.  The  Journal  of  Clinical  Endocrinology  XI;  1254- 
1258  (Nov.)  1951. 


33 


American  College  of  Surgeons 
to  Meet  in  Houston 

All  members  of  the  medical  profession  are  in- 
vited to  attend  a three-day  sectional  meeting  of 
the  American  College  of  Surgeons  in  Houston, 
Feb.  2-4,  at  the  Shamrock  Hilton  Hotel. 

Reports  on  general  surgery,  a full  day’s 
otolaryngology  program,  a cancer  workshop,  films, 
and  hospital  clinics  will  comprise  the  three-day 
meeting. 

The  special  otolaryngology  session  on  Monday, 
Feb.  2,  will  include  scientific  reports  and  discus- 
sions on  problems  of  current  concern.  The  cancer 
workshop  on  Wednesday,  Feb.  4,  is  for  medical 
directors  of  approved  cancer  programs  in  South- 
western United  States,  and  its  purpose  is  to  im- 
prove the  professional  and  administrative  aspects 
of  local  cancer  programs. 

First  Program 

It  is  the  first  program  of  its  type  to  be  con- 
ducted in  many  years,  and  its  success  will  deter- 
mine future  use  of  workshops  during  sectional 
meetings.  Dr.  R.  Lee  Clark,  Jr.,  chairman,  Execu- 
tive Committee  of  the  American  College  of  Sur- 
geons Committee  on  Cancer,  is  in  charge. 

General  sessions  will  include  discussions  on 
tumors,  varicose  veins,  preparation  of  parents  for 
parenthood,  cancer,  radiation  hazards,  diseases  of 
the  pancreas,  gastrointestinal  tract  bleeding, 
among  other  topics. 

Dr.  H.  Prather  Saunders,  Associate  Director 
of  the  American  College  of  Surgeons,  is  in  charge 
of  all  sectional  meetings  for  the  College. 


Arizona  Cancer  Society 
to  Meet  in  Phoenix 

The  seventh  annual  seminar  of  the  Arizona  Di- 
vision, American  Cancer  Society,  will  be  held  Jan. 
22-24,  at  the  Paradise  Inn  in  Phoenix. 

Speakers  and  panelists  for  the  scientific  pro- 
gram are: 

Dr.  Alfred  Gellhorn,  Associate  Professor  of 
Medicine  and  Director  of  the  Institute  of  Cancel- 
Research,  Columbia  University;  Dr.  Warren  Bos- 
tick, Associate  Professor  of  Pathology,  University 
of  California;  Dr.  Howard  Hunt,  Director  of 


Tumor  Clinic  and  Professor  of  Radiology,  Uni- 
versity of  Nebraska. 

Dr.  Alexander  Brunschwig,  Professor  of  Clini- 
cal Surgery,  Cornell  University  Medical  School; 
Dr.  James  W.  Kernohan,  Professor  of  Pathology, 
Mayo  Foundation,  Rochester,  Minn.;  Dr.  Phillip 
Hodes,  Professor  of  Radiology,  University  of 
Pennsylvania;  Dr.  Edwin  M.  Boldrey,  Associate 
Professor  and  Chairman  of  Department  of  Neuro- 
surgery, University  of  California. 

Dr.  L.  H.  Garland,  Professor  of  Radiology, 
Stanford  University;  Dr.  Richard  Overholt,  Thor- 
acic Surgeon  and  Clinical  Professor  of  Surgery, 
Tufts  College,  Boston;  and  Dr.  W.  A.  D.  Ander- 
son, Professor  of  Pathology,  University  of  Florida 
School  of  Medicine. 


Coming  Meetings 

Southwestern  New  Mexico  Medical  Society, 
Deming  Country  Club,  Deming,  N.  Mex.,  Jan.  15, 
1959. 

University  of  Colorado  Medical  Center,  Den- 
ver, Colo.,  Postgraduate  Course,  General  Practice 
Review,  Jan.  19-24,  1959. 

American  College  of  Surgeons,  Sectional  Meet- 
ing, Shamrock  Hilton  Hotel.  Houston,  Texas,  Feb. 
2-4,  1959. 

University  of  Texas  Postgraduate  School  of 
Medicine,  Temple  Division,  Seventh  Postgraduate 
Conference  in  Medicine  and  Surgery,  sponsored 
by  Scott,  Sherwood  and  Brindley  Foundation, 
Temple,  Tex.,  Mar.  2-4,  1959. 

University  of  Colorado  Medical  Center,  Denver, 
Colo.,  Postgraduate  Course,  Medical  Technology, 
Mar.  16-21,  1959. 

Biennial  Western  Conference  on  Anesthesiology. 
Approved  for  24  hours  Category  II  Credit, 
A.A.G.P.  Westward  Ho  Hotel,  Phoenix,  Apr.  1-4, 
1959.  For  information  write  to  Boyden  L.  Crouch, 
M.D.,  301  W.  McDowell  Road,  Phoenix,  Ariz. 

The  Arizona  Medical  Association,  68th  Annual 
Meeting,  San  Marcos  Hotel,  Chandler,  Ariz., 
April  29-May  2.  Friday,  May  1,  has  been  desig- 
nated as  Medical  Education  Day. 

New  Mexico  Medical  Society,  annual  meeting, 
Las  Cruces,  N.  Mex.,  May  5-7,  1959. 

Southwestern  Medical  Association,  Annual 
Meeting,  Roswell,  N.  M.,  Nov.  5-7,  1959. 
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MEETINGS 


Atomic  Energy  Expert  Addresses  Southern 

New  Mexico  Clinical  Meeting,  Artesia,  Nov.  22  & 23 


ATOM  EXPERT— Dr.  Gerald 
W.  Johnson,  right,  Test  Division 
Leader,  University  of  California 
Radiation  Laboratories,  was 
speaker  at  a banquet  in  Artesia 
Nov.  22  held  in  conjunction  with 
the  semi-annual  meeting  of  the 
New  Mexico  Medical  Society’s 
House  of  Delegates  and  the 
Southern  New  Mexico  Clinical 
meeting  Nov.  23.  On  the  left  is 
Dr.  Earl  B.  Flanagan  of  Carlsbad. 
Dr.  Johnson’s  subject  was  “ Re- 
search in  the  Peaceful  Use  of  the 
Atom”  and  embraced  a discussion 
of  the  forthcoming  underground 
atomic  blast  slated  for  the  salt 
beds  near  Carlsbad. 


SOU!  HERN  NEW  MEXICO  CLINICAL  MEETING — Among  speakers  and  guests  at  the 
Southern  New  Mexico  Clinical  meeting  in  Artesia  Nov.  23  were,  left  to  right,  Dr.  R.  A.  Manganaro, 
Carlsbad,  president-elect  of  the  Eddy  County  Medical  Society;  Dr.  George  Richardson,  Roswell;  Dr. 
Sol  Heinemann,  Carlsbad,  public  relations  chairman  for  the  New  Mexico  Medical  Society;  Dr.  J.  ]. 
Clarke,  Artesia,  a dentist  who  received  his  license  in  New  Mexico  in  1906  and  who  has  been  Secretary 
of  the  New'  Mexico  Board  of  Dental  Examiners  since  1923  arid  a member  of  the  Board  since  1912;  Dr. 
Albert  ].  Fisher,  Albuquerque  ; Dr.  Louis  F.  Hamilton,  Artesia,  moderator ; and  Dr.  Earl  B.  Flanagan, 
Carlsbad. 
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Dr.  Johnson  of  Santa  Ana  Heads 
Southwest  OB-GYN  Society  I 


Dr.  Donovan  Johnson  of  Santa  Ana,  Calif., 
was  elected  President  of  the  Southwest  Obstetrical 
and  Gynecological  Society  at  its  eighth  annual 
meeting  in  Phoenix  November  14  and  15. 

Other  new  officers  are  Dr.  Charles  J.  New- 
comb, Tucson,  President-Elect;  Dr.  John  F.  Wan- 
less,  San  Diego,  Vice-President;  Dr.  Zeph  B. 
Campbell,  Phoenix,  Secretary;  and  Dr.  Raymond 
J.  Jennett,  Phoenix,  Treasurer. 

Elected  to  the  Council  were  Dr.  Louis  A.  Mc- 
Rae, Jr.,  Albuquerque,  for  New  Mexico;  Dr.  Gray 
E.  Carpenter,  El  Paso,  for  El  Paso;  Dr.  Hermann 
S.  Rhu,  Tucson,  and  Dr.  Preston  T.  Brown, 
Phoenix,  for  Arizona;  and  Dr.  James  W.  Ravens- 
croft,  San  Diego,  for  San  Diego. 

The  1959  meeting  will  be  held  in  Palm 
Springs,  California.  November  2 and  3,  in  El 
Mirador  Hotel. 

Speakers  Listed 

Speakers  at  the  meeting  were  Dr.  Donald  L. 
Hutchinson,  Assistant  Professor  in  Obstetrics  and 
Gynecology  at  the  University  of  California  at  Los 
Angeles  School  of  Medicine;  Dr.  Michael  J.  Jor- 
dan, Associate  Professor,  Clinical  Obstetrics  and 
Gynecology  at  New  York  University  Medical 
bcnool;  Dr.  Ralph  A.  Reis,  Professor  of  Obstetrics 
and  Gynecology  at  Northwestern  University  Med- 
ical School;  and  Dr.  Ernest  L.  Wynder  of  the 
Memorial  Center  for  Cancer  and  Allied  Diseases 
in  New  York  City. 

Dr.  Charles  E.  Van  Epps,  Phoenix,  was  the 
retiring  President. 

Dr.  Johnson  was  born  in  Elbow  Lake,  Minn- 
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esota,  and  received  his  M.D.  from  the  College  of 
Medical  Evangelists  in  Los  Angeles.  He  interned 
in  the  Los  Angeles  County  General  Hospital  and 
took  his  residency  in  the  Chicago  Lying-In  Hos- 
pital. He  then  did  a year  of  postgraduate  work  in 
Obstetrics  and  Gynecology  in  the  Graduate  School 
of  the  University  of  Pennsylvania. 

Full  Commander 

He  began  the  practice  of  medicine  in  Los  An- 
geles in  1929  and  remained  there  until  1942,  when 
he  entered  the  Navy.  Leaving  the  service  as  a full 
Commander  following  three  and  one-half  years  in 
charge  of  Obstetrics  and  Gynecology  at  the  Kern 
General  Hospital  in  Bakersfield,  Cal.,  Dr.  Johnson 
then  practiced  medicine  in  Redwood  City,  and 
Sacramento  before  moving  to  Santa  Ana  in  1951. 

Dr.  Johnson  is  certified  by  the  American  Board 
of  Obstetrics  and  Gynecology,  is  a member  of  the 
American  College  of  Obstetrics  and  Gynecology, 
and  was  the  first  President  of  the  Orange  County 
Obstetrical  and  Gynecological  Society.  He  is  a 
member  of  the  Los  Angeles  Obstetrical  and  Gyne- 
cological Society,  is  President  of  the  North  Santa 
Ana  Kiwanis  Club,  and  is  Chairman  of  the  Ad- 
visory Board  of  the  Children’s  Home  Society  in 
Santa  Ana.  At  present  he  is  a member  of  the  Cali- 
fornia Medical  Association’s  Committee  on  Ma- 
ternal and  Child  Welfare  and  a member  of  two 
state  committees  of  the  American  College  of  Ob- 
stetrics and  Gynecology. 

Dr.  Johnson’s  hobby  is  yachting.  He  and  his 
wife  have  a daughter  and  two  grandchildren. 
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Photographic  Report  of  the 

Southwest  Obstetrical  and  Gynecological  Society 
Eighth  Annual  Meeting,  Nov.  14-15,  in  Phoenix 


Above,  left  to  right,  are  new  and  retiring  officers  of  the  Southwest  Obstetrical  and  Gynecological  So- 
ciety: Dr.  Charles  E.  Van  Epps,  Phoenix,  retiring  President;  Dr.  John  F.  Wanless,  San  Diego,  Vice- 
President;  Dr.  xfeph  B.  Campbell,  Phoenix,  Secretary;  and  Dr.  Charles  J.  Newcomb,  Tucson,  President- 
Elect.  Not  shown  are  Dr.  Donovan  Johnson,  Santa  Ana,  President,  and  Dr.  Raymond  J.  Jennett, 
Phoenix,  Treasurer. 

Below,  a view  of  the  Paradise  Inn,  where  the  meeting  was  held. 


At  the  round  table  lu 
cheon  are  Dr.  Michael 
Jordan,  left,  Associa 
Professor,  Clinical  O 
stetrics  and  Gynecolo, 
at  New  York  Universi 
Medical  School,  and  D 
Donald  L.  Hutchinso 
Assistant  Professor  in  O 
stetrics  and  Gynecoloi 
at  the  University  of  Cai 
f or ni a at  Los  Angel, 
School  of  Medicine.  Bo\ 
were  guest  speakers 
the  meeting. 


A physician  s wife  enjoys  the  Phoenix  sunshine . 


At  the  round  table 
luncheon  are  Dr.  Er- 
nest L.  Wynder,  left, 
of  the  Memorial  Cen- 
ter for  Cancer  and  Al- 
lied Diseases  in  New 
York  City  and  Dr. 
Ralph  A.  Reis,  Profes- 
sor of  Obstetrics  and 
Gynecology  at  North- 
western  Medical 
School.  Both  were 
guest  speakers. 


To  the  right  is  a photo  looking  down  on  the 
; tart  of  a spirited  round  table  discussion.  Below, 
Mrs.  William  C.  Johns,  left,  Albuquerque,  and 
Mrs.  Joseph  A.  Kwint,  San  Diego,  chat  in  front 
rf  the  Inn.  At  the  bottom  of  the  page  physicians 
ind  wives  join  a group  out  for  a horseback  ride. 
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Dr.  Branch  Craige 
New  President 
of  El  Paso  County 
Medical  Society 

Dr.  Branch  Craige  has  been  elected  President 
of  the  El  Paso  County  Medical  Society  for  the 
1958-59  year. 

Other  new  officers  are  Dr.  Delphin  von  Briesen, 
President-Elect;  Dr.  Louis  W.  Breck,  Vice-Presi- 
dent; Dr.  Ward  Evans,  Secretary;  Dr.  Bradford 
Hardie,  Secretary-Elect;  and  Dr.  Gilbert  Landis, 
Treasurer.  Dr.  Gerald  H.  Jordan  is  the  retiring 
President. 

A native  El  Pasoan,  Dr.  Craige  is  the  son  of  the 
late  Dr.  Branch  Craige,  Sr.,  well  known  El  Paso 
pediatrician  who  practiced  in  El  Paso  from  1914 
until  his  death  in  1944.  His  mother  was  the  late 
Else  Kohlberg  Craige,  the  daughter  of  a pioneer 
El  Paso  family.  His  brother  is  Dr.  Ernest  Craige, 
associate  professor  of  medicine  in  the  University 
of  North  Carolina. 

AB  From  North  Carolina 

Dr.  Craige  was  graduated  from  El  Paso  High 
School  in  1931,  attended  Texas  Western  College 
for  a year  and  then  the  University  of  North  Caro- 
lina, where  he  was  graduated  with  an  AB  degree 
in  1935. 

He  received  his  M.D.  at  Harvard  Medical 
School  in  1939.  He  then  went  to  the  Peter  Bent 
Brigham  Hospital  in  Boston,  where  he  spent  sever- 
al months  in  Pathology.  He  was  an  Intern,  As- 
sistant Resident  and  Resident  at  New  Haven  Hos- 
pital, New  Haven,  Connecticut,  from  1940  to  1943 
during  which  he  was  also  on  the  teaching  staff 
of  the  Yale  Medical  School. 

He  entered  the  Army  in  1943  as  a first  lieuten- 
ant in  the  Medical  Corps  of  the  Army  Air  Corps. 
In  1944  he  was  assigned  to  the  Office  of  Scientific 
Research  and  Development  and  spent  the  follow- 
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ing  two  years  as  army  officer  in  charge  of  a group 
investigating  the  chemotherapy  of  antimalarial 
drugs  at  the  University  of  Chicago.  Manteno  State 
Hospital  and  Stateville  Penitentiary  in  Joliet,  Illi- 
nois. 

Cooperative  Investigation 

This  work  was  done  under  the  direction  of 
professors  at  the  University  of  Chicago.  Serving 
in  the  group  were  other  Army  officers,  civilian 
nurses,  conscientious  objectors  and  prison  inmate 
volunteers.  As  a result  of  this  work,  which  was 
part  of  a large  cooperative  investigation  involv- 
ing scientists  in  various  schools  and  institutions, 
Chloroquine  and  Primaquine,  two  outstanding 
antimalarial  drugs,  were  established  as  safe  and 
effective. 

For  his  share  in  the  study  Dr.  Craige  received 
the  Army  Commendation  Ribbon  and  became  a 
member  of  the  National  Malarial  Society.  Not  the 
least  of  his  honors  was  the  much  cherished  hono- 
rary degree  of  “Ovum  Bonum”  (good  egg)  pre- 
sented by  the  Stateville  Correspondence  School,  a 
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school  organized  and  operated  by  the  inmates  of 
the  Illinois  State  Penitentiary. 

While  in  Stateville  on  the  malaria  assignment, 
Dr.  Craige  met  Miss  Jean  McCracken,  who 
worked  in  the  penitentiary  as  a secretary.  They 
were  married  in  August,  1945,  in  Joliet.  After  he 
was  separated  from  the  service  as  a Major  in 
1946,  they  moved  back  to  El  Paso,  where  Dr. 
Craige  began  the  practice  of  diagnosis  and  in- 
ternal medicine. 

Dr.  Craige  has  been  certified  by  the  American 
Board  of  Internal  Medicine  and  is  a Fellow  of 
the  American  College  of  Physicians.  He  is  a mem- 
ber of  the  Southern  Medical  Association  and  the 
Texas  Academy  of  Internal  Medicine. 

He  is  the  author  or  co-author  of  some  28  ar- 


ticles on  medical  subjects  which  have  appeared  in 
various  medical  journals. 

Dr.  Craige  is  a former  member  and  President 
of  the  El  Paso  City  County  Board  of  Health.  He 
is  a Director  and  Secretary  of  the  Medical  Center 
and  a Director  and  Vice  President  of  the  United 
El  Paso  Better  Health  Foundation.  He  is  an 
Episcopalian  and  formerly  was  a vestryman  of 
St.  Clement’s  Church. 

He  is  a member  of  Sigma  Xi,  the  Boylston 
Medical  Society,  Alpha  Omega  Alpha,  Sigma  Nu 
and  Phi  Beta  Kappa. 

Dr.  and  Mrs.  Craige  live  at  2432  Savannah 
Street  and  have  three  children,  Betty  Jean,  12, 
a student  at  Bassett  Jr.  High  School,  and  Mary 
Jo,  10,  and  Branch  III,  8,  students  at  Crockett 
School. 


Doctors  Have  Wives 

By  Jean  M.  Craige,  El  Paso 


It  is  a pleasure  to  welcome  new  members  and 
prospective  members  of  our  auxiliary,  and  to  start 
a new  year  with  our  old  members.  One  of  my 
good  friends  made  the  remark  “The  Auxiliary 
exists  whether  or  not  we  have  any  meetings.” 
This  is  certainly  true. 

We  all  share  similar  problems  and  similar 
joys,  and  are  more  or  less  automatically  given  a 
position  of  respect  in  our  community.  The  latter 
can  be  a rather  frightening  responsibility,  but  I 
hope  to  give  you  a few  tips  which  will  make  meet- 
ing this  responsibility  a little  easier. 

“New”  Wives 

I wonder  how  many  of  you  “new”  wives — 
women  whose  husbands  have  been  practicing  a 
short  time — have  had  your  non-medical  friends 
ring  you  up  for  advice?  Medical,  of  course!  They 
seem  to  assume  that  because  we’re  all  married  to 
such  fine  sources  of  medical  information  w'e  must 
use  that  source  constantly. 

They  don’t  realize,  or  can’t  imagine,  that  our 
evenings  are  not  filled  with  picking  our  husbands’ 
brains.  We  should  know  all  about  the  symptoms 
and  treatment  for  disseminated  lupus,  diverticu- 
litis, nephritis,  pyelitis,  and  many  other  fine- 
sounding  ailments — many  of  which  we  can’t  pro- 
nounce! 

One  of  the  most  difficult  chores  we  have  to  do 
is  explain  tactfully  and  humorously  that  our  hus- 
bands didn’t  marry  us  for  our  medical  knowledge! 


One  of  my  acquaintances  once  asked  me  how  I 
became  pregnant — and  the  answer  “In  the  usual 
way!”  didn’t  seem  to  quite  answer  the  question. 

No  Licenses 

All  of  us  must  remember  that  we  do  not  have 
licenses  to  practice  medicine — and  must  avoid  pre- 
scribing so  much  as  an  aspirin  (some  people  are 
allergic  to  it!)  We  could  get  into  some  serious 
difficulties  by  doing  this. 

Then  another  problem — who  would  we  recom- 
mend for  such-and-such  a symptom?  A good 
answer  here  is  that  El  Paso  is  an  extremely  fortu- 
nate community.  There  are  so  many  well-qualified 
men  in  general  practice  and  in  every  specialty 
that  a decision  is  really  difficult.  This  is  absolutely 
true.  Then  you  may  give  the  names  of  four  or  five 
men. 

There  is  an  exceptionally  wonderful  spirit  of 
friendliness,  comradery,  respect  and  companion- 
ship among  the  members  of  the  medical  profession 
and  their  wives  in  El  Paso.  We  are  very  grateful 
and  thankful  for  it.  Lots  of  us  know  this  feeling 
does  not  exist  in  many  communities.  In  fact,  in 
one  community  of  which  we  know — the  wives 
have  to  switch  bridge  tallies  in  order  to  avoid  each 
other  at  large  parties!  In  other  communities  there 
is  not  the  happy  practice  of  referring  patients  to 
each  other — some  men  feel  that  they  prefer  to 
send  their  patients  out  of  town  for  care. 

Let  us  all  help  keep  that  spirit  alive!  Let  us 
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learn  that  when  a non-professional  friend  calls 
and  flies  into  Dr.  So-and-So — (it  will  happen!) 
that  not  only  will  we  give  a lip-service  defense — - 
but  give  a sincere  defense.  Most  all  of  our  doctors 
are  working  hard  to  please  people  twenty-four 
hours  a day.  They  can’t  please  every  one!  It’s  im- 
possible! But  if  we  practice  the  Golden  Rule,  our 
happy,  friendly  spirit  is  more  apt  to  remain. 

Chief  Identity 

I sometimes  wonder  if  a doctor’s  wife  is  ever 
judged  as  an  individual!  First,  we  must  learn 
we’re  always  considered  “Mrs.  Doctor  So-and-So.” 
(It  takes  a little  adjusting  to  learn  to  accept  that 
fact!)  This  is  our  chief  identity.  Then,  of  course, 
we’re  apt  to  be  a prolific  crowd,  which  is  good — 
and  we’re  Janie’s  and  Billy's  mama!  We  learn  to 
adjust  to  that.  But,  after  all,  what  difference  does 
it  make  who  we  are,  actually?  The  chief  thing  to 
remember  along  this  line  is  not  to  do  or  say  any- 
thing that  could  reflect  in  a bad  way  on  our  hus- 
bands or  our  husbands’  colleagues. 

This  brings  up  the  point  that  we  must  realize 
that  when  we  go  into  the  grocery  store,  the  butch- 
er’s, the  baker’s,  the  candlestick  maker’s — we’re 
representing  our  husbands.  Let’s  try  to  remember 
that. 

One  of  our  hardest  problems)  which  we’ll 
always  have  with  us,  is  the  telephone.  If  we  can 
learn  to  be  tactful  and  patient,  we  will  have  ac- 
complished something  else. 

Let’s  try  to  do  a good  job  at  home — you’ll 
have  to  assume  the  great  percentage  of  responsi- 
bilities about  keeping  the  home  fires  burning  and 
keeping  the  roof  from  leaking — and  keeping  the 
children  in  line — in  order  for  your  husbands  to 
feel  free  to  work  as  hard  as  they  do. 

Doctors’  children  are  very  much  like  ministers’ 
children — cussed  and  discussed!  For  goodness’ 
sake,  keep  them  healthy  and  well-behaved — or 
papa  will  suffer  (in  more  ways  than  one!). 

If  this  sound  like  a formidable  job — I’m  sorry. 
It  isn’t  really!  It  is  a full-time  job  which  requires 
lots  of  energy — but  what  could  be  more  reward- 
ing? 

I love  to  go  to  a party  and  meet  someone  who 
says  “Oh!  You’re  Mrs.  Craige.  You  have  a won- 
derful husband!”  My  answer  to  that  is  “Thank 
you  very  much.  I think  so,  too!” 

Our  Medical  Auxiliary  meets  the  first  Thurs- 
day of  every  month — sometimes  for  coffee — some- 
times to  have  lunch.  We  try  to  have  an  interesting 
and  pertinent  program. 


We  have  a hospitality  committee  which  tries 
hard  to  make  new  members  feel  at  ease  and  at 
home.  Please  remember,  we  have  become  a large 
group,  and  it  is  not  easy  for  us  old  members  to 
pick  up  twenty  new  names  at  a time.  We  have 
badges  to  help  both  old  and  new  members  get 
acquainted — we  use  first  names  on  the  badges  to 
foster  a feeling  of  friendliness.  (The  green  ones 
are  for  new  members,  I believe,  yellow  ones  for 
guests,  and  white  ones  for  old  members). 

Old  Members 

All  of  us  old  members  remember  coming  into 
this  group.  An  old  member  kindly  brought  me  to 
my  first  meeting  twelve  years  ago.  Then  I started 
out  to  attend  my  second  meeting — alone.  Half- 
way here  I turned  around  to  go  home,  feeling  I 
couldn’t  go  into  a group  of  strangers.  Then,  sud- 
denly, it  dawned  on  me  that  it  would  never  be 
any  easier  to  get  acquainted.  You  will  become 
well-acquainted  if  you  attend  the  meetings.  If  you 
stay  home,  it  will  be  more  difficult. 

If  you  have  a special  interest  such  as  decorat- 
ing, legislation,  hospital  work,  or  para-medical  re- 
cruitment, please  tell  our  President.  There  are 
loads  of  jobs  to  be  done,  and  volunteers  will  be 
welcomed  with  open  arms. 

We  have  an  Open  House  New  Year’s  Day, 
here  at  the  Turner  Home,  to  view  the  Sun  Parade. 

We  have  a doctors’  wives  chorus.  If  you  like  to 
sing,  make  yourself  known  there. 

If  your  interests  lie  along  the  lines  of  civil  de- 
fense, safety,  publicity,  or  if  you’re  willing  to  help 
with  notifications  of  our  meetings — we  have  many 
committees  where  your  services  will  be  appre- 
ciated. 

I recently  heard  the  expression  “cultural 
shock.”  The  incidents  of  the  American  ordering 
beer  in  England,  only  to  find  it  warm;  the  Latin 
American  arriving  here  with  500  pesos,  only  to 
discover  the  differences  in  currency;  the  small 
town  girl  going  to  the  city  to  live.  In  other  words, 
“cultural  shock”  is  the  state  of  anger  at  one’s  self 
because  of  ignorance.  Let’s  not  come  to  one  meet- 
ing, then  stay  away  a year  and  feel  that  the  group 
is  unfriendly.  We  get  out  of  the  group — or  the 
world — just  what  we  put  into  it. 

Let’s  remember  to  be  friendly — because  this  is 
a friendly  group.  We’re  all  busy  with  our  own 
families  and  our  own  problems — But  with  a little 
work — we  make  new  friends  easily.  We  need  new 
members.  New  members  are  apt  to  be  new  friends. 

2432  Savannah  Av. 
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APHORISMS  and  MEMORABILIA 


Miscellaneous  Truths  and  Concepts 


1 . “An  Esmarch  bandage  should  be  restricted  to 
the  thigh.  There  is  no  place  for  below-knee  tourni- 
quets, and  on  the  upper  limb  only  a pneumatic 
cuff  should  be  used.  A tourniquet  should  never  be 
put  directly  on  the  skin  but  over  toweling.  The 
maximal  period  of  application  is  two  hours,  and 
one  hour  should  rarely  be  exceeded.  A distinct 
contraindication  is  in  peripheral  vascular  disease 
and  the  elderly,  when  limb  vessels  may  fracture  of 
thrombose.” — Leading  Articles,  The  Lancet,  May 
31,  1958.  page  1161. 

Hepatic  Coma 

2.  “The  possibility  of  the  development  of  delirium 
tremens  may  tempt  the  clinician  to  give  alcohol  to 
a patient  in  impending  hepatic  coma  who  has  re- 
cently been  drinking  heavily.  This  is  rarely  neces- 
sary and  alcohol  should  be  completely  withdrawn. 
The  development  of  delirium  tremens  is  an  indica- 
tion for  small  doses  of  serpasil  or  chlorpromazine.” 
— Hepatic  Coma,  Dr.  Sheila  Sherlock,  Ameri- 
can Journal  of  Medicine,  May  1958,  page  810. 

3.  “One  of  the  eternal  conflicts  out  of  which  life 
is  made  up  is  that  between  the  effort  of  every  man 
to  get  the  most  he  can  for  his  services,  and  that  of 
society  disguised  under  the  name  of  capital  to  get 
his  services  for  the  least  possible  return.” — Justice 
Oliver  Wendell  Holmes,  The  Holmes  Reader, 
1955.  p.  279. 

4.  “No  man  can  go  far  who  never  sets  down  his 
foot  until  he  knows  that  the  sidewalk  is  under  it.” 
— Loc.  cit.,  p.  282. 

Thinking  Under  Fire 

5.  “It  is  one  thing  to  utter  a happy  phrase  from  a 
protected  cloister;  another  to  think  under  fire — to 
think  for  action  upon,  which  great  interests  de- 
pend. The  most  powerful  men  are  apt  to  go  into 
the  melee  and  fail  or  come  out  generals.” — Loc. 
cit.,  p.  282. 

6.  “Never  do  a Master  test  in  a patient  who  you 
know  full  well  has  functional  heart  disease  merely 


to  satisfy  him  that  he  has  no  organic  disease.  He 
may  well  turn  out  to  have  a positive  test.” — Dr. 
Harold  D.  Levine,  Journal  A. ALA.,  June  21, 
1958,  p.  966. 

7.  “When  the  clinical  diagnosis  of  acute  myo- 
cardial infarction  is  suspect  and  electrocardio- 
graphic support  for  that  diagnosis  is  yet  lacking 
and  no  alternative  diagnosis  has  been  established, 
one  can  have  no  quarrel  with  the  recording  of 
serial  tracings.  Sometimes  it  takes  days  or  even 
weeks  for  such  changes  to  appear.  But  it  must  be 
insisted  that  once  a diagnosis  of  acute  infarction 
has  been  settled  on  the  basis  of  dynamic  sequential 
changes  there  is  no  good  reason  for  willy-nilly 
repetition  of  the  electrocardiogram.” — Loc.  cit.,  p. 
968. 

Common  Reason 

8.  “The  most  common  reason  given  for  ordering 
repeated  electrocardiograms  is  to  obtain  evidence 
for  extension  of  infarct.  Yet  it  is  only  under  the 
most  unusual  circumstances  that  the  electrocardio- 
gram, as  such,  gives  evidence  of  this  development. 
The  electrocardiogram,  in  fact,  is  notoriously  in- 
accurate in  demonstrating  extension.  Much  more 
often  than  not  the  clinical  story  of  redevelopment 
of  pain,  dyspnea,  shock,  or  sweating  is  much  more 
helpful  in  making  this  inference.”  Loc.  cit.,  p.  968. 

9.  “It  is  particularly  noteworthy  that  the  most 
significant  hemodynamic  event  in  clinical  medi- 
cine, the  change  from  a compensated  state  to  car- 
diac failure  and  vice  versa,  occurs  without  any 
known  electrocardiographic  alterations.” — Editori- 
al, Amer.  Journal  of  Med.,  June,  1958.  p.  834. 

10.  “It  is  recommended,  therefore,  that  if  cardio- 
esophageal  tamponage  with  a balloon  tube  is  nec- 
essary to  save  a patient  from  exsanguinating  hem- 
orrhage, an  emergency  operation  to  suture  the 
esophageal  varices  should  be  performed  without 
delay.” — Linton  A.  Journal  of  Med.,  June  1958, 
page  943. 
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CURRENT  THERAPY 


Electrolyte  Disturbances  in  the  Treatment 
of  Chronic  Heart  Failure 

By  M.  Nathan  Kleban,  M.D.,  FA  Paso 


Agents  intended  for  the  reduction  of  edema  by 
augmenting  urine  formation  may  produce  annoy- 
ing electrolyte  disturbances  in  the  treatment  of 
chronic  heart  failure.  The  most  practical,  effective 
and  widely  used  drugs  interfere  with  renal  tubular 
ion  transport.  They  bear  no  direct  relationship  to 
implicated  factors  of  elevated  renal  venous  pres- 
sure, renal  tissue  metabolic  insufficiency,  increased 
glomerular  filtration  fraction,  or  high  levels  of 
aldosterone  or  anti-diuretic  hormone.  Success  is 
contingent  upon  the  ability  of  the  extravascular 
fluid  to  move  into  the  circulation  and  reach  the 
glomeruli  to  be  filtered  into  the  renal  tubule. 

Undesirable  effects  of  diuretic  drugs  are 
shrinkage  of  effective  circulating  blood  volume; 
sodium,  potassium  or  chloride  deficiency;  and 
acidosis.  They  are  most  likely  to  occur  in  a person 
who  is  very  sick  and  eating  poorly. 

Dogged  Persistence 

Edema  and  visceral  and  pulmonary  engorge- 
ment may  fail  to  yield  to  dogged  persistence  in 
administration  of  diuretic  drugs  singly  or  in  com- 
bination. Premature  systoles  may  progress  to 
coupled  beats,  nodal  or  chaotic  rhythm.  Subtly 
and  almost  imperceptibly  or  with  startling  rapidity 
a mental  state  of  alert  interest  may  shade  into 
dullness,  torpor  and  coma.  Desire  for  food  may 
be  lost  to  be  succeeded  by  distaste  and  then  vomit- 
ing. Minor  weakness  may  become  profound  with 
muscle  discomfort  and  cramping  pain. 

When  the  pathologist  examines  this  person, 
lying  uncomplainingly  now  in  large  pieces  on  a 
table  or  in  small  slices  on  a microscope  stage,  there 
need  nowhere  be  obvious  the  cause  of  death.  Cer- 
tain it  is  that  severe  heart  disease  and  failure  will 
be  found.  But  the  altered  balance  of  water  and 
electrolytes  produced  by  treatment,  which  worsen- 
ed the  situation  or  hastened  or  brought  death,  is  a 
dynamic  state  with  no  incriminating  evidence  left 
behind  w'hen  life  has  vanished. 

Dr.  Kleban  this  month  is  substituting  for  Dr.  Jack  A.  Bernard, 
regular  conductor  of  this  section. 
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Responsibility  for  rational  treatment  increases 
with  our  expanding  fund  of  available  physiological 
information.  The  power  of  our  therapeutic  weap- 
ons generally  should  be  proportional  to  the  danger 
of  the  illness  we  are  treating.  Jokes  which  began 
before  recorded  history  about  physicians  hasten- 
ing their  patients’  departure  from  life  have  had  a 
swiftly  diminishing  factual  base  with  the  establish- 
ment and  expansion  of  scientific  medicine. 

Appreciation  of  the  critical  function  of  water 
and  electrolyte  balance  has  brought  with  it  a 
better  understanding  of  what  happens  in  chronic 
heart  failure,  of  what  treatment  does  that  may  be 
helpful  or  harmful. 

Failure  of  the  heart  to  meet  the  work  demand 
thrust  upon  it  means  unsatisfied  tissue  metabolic 
requirements.  Increased  pulmonary  blood  volume 
imposes  greater  effort  by  muscles  of  ventilation. 
Expansion  of  extracellular  fluid  volume  engorges 
viscera  and  dependent  subcutaneous  tissue. 

Fundamentals 

Fundamentals  of  long  term  treatment  are  to 
increase  the  force  of  the  heart  beat  with  a digitalis 
preparation;  to  reduce  body  energy  demands  by 
restricting  activity;  preventing  or  correcting  such 
stress  as  infection,  endocrine  disorder  or  emotional 
turbulence;  and  to  contract  swollen  extracellular 
fluid  space  by  sodium  frugality  and  warring 
against  the  factors  operating  within  the  kidney 
tubular  cells  responsible  for  salt  and  water  reab- 
sorption. 

Great  mischief  flows  from  this  internal  sea 
water  flood  and  may  be  compounded  by  desperate 
measures  to  reverse  the  flow  to  an  ebb  tide. 

Contraction  of  effective  circulating  intravas- 
cular fluid  volume  may  result  from  urine  forma- 
tion proceeding  at  a faster  rate  than  movement 
ol  edema  back  into  the  circulation.  This  may 
happen  when  fluid  is  being  sequestered  into  a 
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body  cavity  such  as  the  pleural  space,  or  when 
there  is  saphenous  venous  system  insufficiency. 

Massive  Diuresis 

This  will  occur  with  massive  diuresis  or  may 
occur  with  only  moderate  diuresis  in  a person  with 
chronic  edema.  Signs  are  hypotension  and  tachy- 
cardia, especially  in  the  upright  position,  leading 
to  shock  and  those  signs  which  indicate  cardiac, 
brain  and  other  organ  anoxemia.  Edema  may  be 
present  in  the  dependent  parts  of  the  body,  but 
the  skin  of  the  arms  and  face  will  be  sticky, 
shrivelled  and  inelastic,  the  tongue  longitudinally 
wrinkled,  the  eyeballs  sunken-signs  of  extracelluar 
salt  water  depletion. 

This  grave  state  of  affairs  may  be  prevented  by 
discrete  use  of  diuretics,  by  looking  for  and  re- 
moving pleural  fluid  by  aspiration  if  present  be- 
fore using  diuretics,  and  by  wrapping  elastic 
bandages  around  the  legs  if  there  is  cronic  edema 
with  or  without  venous  insufficiency  at  the  time 
a diuretic  is  given.  Cautious  administration  of 
intra-venous  balanced  electrolyte  solution  would 
have  to  be  given  if  signs  of  shock  were  present. 

Common  Disorder 

Probably  the  most  common  electrolyte  disorder 
induced  by  the  doctor  is  potassium  depletion.  The 
effective  diuretic  drugs  disrupt  renal  tubular  cell 
electrolyte  transport  systems  but  not  in  any  con- 
trollable selective  fashion,  nor  do  they  have  any 
direct  effect  on  water  reabsorption. 

Urine  formation  is  enhanced  by  the  osmotic 
effect  of  tubular  ions.  It  is  not  known  how  many 
renal  tubular  cell  electrolyte  transport  systems 
there  are.  Definite  information  about  mode  of 
action  of  diuretics  in  the  tubule  cell  is  available 
for  only  one  group,  revealed  by  its  name,  carbonic 
anhydrase  inhibitor. 

Mercurials,  carbonic  anhydrase  inhibitors  and 
chlorothiazide,  an  organic  heterocyclic  sulfur  com- 
pound trade  marked  Diuril,  sweep  out  potassium 
indiscriminately  along  with  sodium  and  chloride. 
There  is  some,  but  not  conclusive,  evidence  that 
mercurials  interfere  primarily  with  chloride  trans- 
port and  that  they  probably  react  with  an  — SH 
(sulfydryl)  enzyme  system,  such  as  succinic  de- 
hydrogenase. 

Diuril,  second  only  to  parenteral  mercurial  in 
potency  and  at  times  effective  when  response  to 
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mercurial  has  been  lost,  is  more  likely  to  cause 
trouble  from  potassium  loss.  Serum  potassium 
levels  tend  to  fall  with  a total  daily  dose  of  2.0 
grams  or  more  of  Diuril. 

Muscle  Mass  Lost 

People  in  severe  chronic  heart  failure  usually 
lose  muscle  mass.  Breakdown  of  tissue  is  accom- 
panied by  negative  nitrogen,  potassium  and  phos- 
phate balance.  Hypokalemia  should  be  especially 
watched  for  if  food  intake  is  poor  (which  means 
poor  potassium  ingestion)  or  if  corticosteroids  are 
being  given. 

Flaccid  muscular  weakness  and  ileus  are  prom- 
inent clinical  signs.  Since  potassium  ions  leave  cells 
in  negative  balance  serum  potassium  determina- 
tion will  not  necessarily  be  below  the  lower  limit 
of  and  may  be  above  the  normal  range  of  4-6 
mEq/L  on  any  single  determination. 

And  since  the  effects  of  potassium  balance  are 
partially  dependent  on  intra  to  extracellular  ratio 
as  well  as  other  cations,  the  ECG  changes  of  ST 
segment  depression,  flattening  or  inversion  of  the 
T wave  and  lengthening  of  the  Q-T  interval  may 
not  necessarily  be  demonstrable  on  any  single 
tracing. 

Metabolic  alkalosis  usually  accompanies  nega- 
tive potassium  balance.  For  each  three  potassium 
ions  lost  by  the  cell,  it  gains  two  sodium  and  one 
hydrogen  ion.  Extracellular  hydrogen  ion  concen- 
tration drops  and  intracellular  hydrogen  ion  con- 
centration rises.  Because  the  kidney  tubule  cells  are 
also  affected  by  the  rise  of  H-j-,  compensatory 
H-(-  conservation  does  not  occur. 

Corrects  Balance 

Potassium  corrects  negative  potassium  balance 
with  or  without  alkalosis.  One  to  6 grams  potas- 
sium should  be  given  daily  when  Diuril  dosage  is 
2.0  grams  or  more  per  day.  Potassium  is  available 
in  0.3  and  0.5  gram  tablets  as  the  chloride  salt 
and  as  a solution  of  acetate,  carbonate  and  citrate 
each  in  10  per  cent  concentration  supplying  about 
15  mEq  of  potassium  per  5 ml.  It  is  most  palatable 
diluted  in  fruit  juice.  A 40  mEq  ampul  diluted  in 
1000  ml.  of  fluid  may  be  given  safely  intra-ven- 
ously  when  there  is  urine  formation  of  about  50 
ml. /hour  or  more. 

The  arrythmias  of  digitalis  intoxication,  such 
as  premature  systoles,  atrial,  a-v  nodal  or  ven- 
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tricular  tachycardia,  artrial  fibrillation  or  chaotic 
rhythm  may  actually  be  due  to  potassium  deple- 
tion. Potassium  balance  should  be  determined  be- 
fore concluding  that  glycoside  poisoning  is  present. 

Failure  to  Respond 

Failure  to  respond  to  mercurial  diuretics  may 
be  due  to  hypochloremic  alkalosis.  Mercurial  diu- 
resis yields  almost  equivalent  chloride  and  sodium 
loss.  Since  the  extracellular  concentration  ratio  ol 
chloride  to  sodium  is  1:1.4  there  is  a relatively 
greater  loss  of  chloride. 

Osmolarity  is  maintained  by  an  increase  in 
bicarbonate  anion.  This  shifts  the  base  bicarbonate 
to  carbonic  acid  of  20:1  in  favor  of  base  bicarbo- 
nate, raising  the  pH.  Diminished  respiratory  min- 
ute volume  conserves  carbon  dioxide,  increasing 
carbonic  acid,  and  reestablishing  a neutral  pH. 

Ammonium  chloride  corrects  this  defect.  As  a 
diuretic  this  salt  has  little  value  alone,  but  it  en- 
hances the  potency  of  mercurials.  There  is  strong 
disagreement  whether  it  accomplishes  this  by  low- 
ering pH  or  by  furnishing  chloride  ion  to  the 
glomerular  filtrate.  Ammonium  is  methabolized  to 
urea. 

If  given  to  potentiate  a mercurial  diuretic  the 
dose  is  between  8 and  12  grams  a day  given  the 
day  before  and  the  day  of  the  mercurial  injection. 
There  is  no  value  in  giving  ammonium  chloride 
for  any  longer  period  of  time  because  the  renal 
response  of  its  own  mechanism  of  elaborating 
NH4  in  defense  of  acid-base  neutrality  reaches  a 
peak  by  the  third  day.  By  this  time  NH4C1  is 
without  effect  and  should  not  be  given  again  for 
several  days. 

Lower  Serum  Sodium 

Low  serum  sodium  may  reflect  an  intracellular 
distributional  shift,  dilution  due  to  water  retained 
in  excess  of  sodium,  or  a total  body  sodium  de- 
pletion. Patients  with  chronic  congestive  heart 
failure  on  salt  restriction,  cation  exchange  resins 
or  diuretics  may  be  asymptomatic  and  edema-free 
but  have  hyponatremia  resistant  to  correction.  In 
other  reported  cases  sodium  levels  returned  to 
normal  with  cessation  of  therapy.  Presumably  the 
sodium  in  this  situation  shifts  into  the  intracellular 
compartment. 

The  real  low  sodium  problems  are  severely  de- 
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compensated,  edematous,  hypochloremic,  and  azo- 
temic.  They  are  either  on  200  mg.  sodium  diets 
or  are  practically  not  eating.  They  are  treated 
vigorously  and  desperately  but  continue  to  de- 
teriorate. Meticulous  search  should  be  made  for 
infection,  pulmonary  infarction,  active  rheumatic 
myocarditis,  potassium  deficiency  and  underdigi- 
talization which  may  be  masked  by  hypokalemia. 
Control  or  correction  of  these  factors  may  boost 
sodium  back  to  normal  tonicity. 

No  Single  Factor 

No  single  factor  operates  to  produce  hypona- 
tremia. Exchange  resins  such  as  Carbacrylamine 
resins  are  a mixture  of  cation  exchange  resins  in 
the  hydrogen  and  potassium  cycle  and  anion  ex- 
change resins.  The  minimum  dose  of  16  grams 
taken  three  times  a day  between  meals  in  water 
or  other  liquid  or  mixed  with  food  is  a practical 
barrier  to  its  use.  Mild  acidosis  is  not  usually  a 
problem.  Supplementary  calcium  salt  is  prescribed 
at  bedtime  to  correct  hypocalcemia  when  resins 
are  taken  over  a long  period  of  time. 

Mercurial  diuretics  alone  cannot  produce 
hyponatremia,  becaues  they  cannot  remove  sodium 
in  excess  of  water;  diuresis  from  mercurials  con- 
tains sodium  in  concentration  below  serum  levels. 
Mercury  in  the  form  of  Calomel  (mercurous  chlo- 
ride) w'as  used  as  a diuretic  400  years  ago.  The 
lirst  organic  mercurial  was  used  to  treat  syphilis 
with  poor  results  but  it  was  found  to  be  a power- 
ful diuretic. 

The  most  commonly  used  preparations  are 
Mercuhydrin  (meralluride),  Salyrgan-Theophyl- 
line  (mersalyl  and  theophylline),  and  Thiomerin 
(mercaptomerin) . Each  ml.  contains  the  equiva- 
lent of  about  40  mg.  of  mercury.  Dosage  is  1-2  ml. 
There  is  no  advantage  to  the  i-v  route  unless  cir- 
culation through  the  deep  muscles  is  so  poor  that 
the  drug  may  not  be  absorbed. 

It  is  said  by  wise  and  experienced  cardiologists 
that  if  one  persists  in  the  intravenous  administra- 
tion of  mercurials  over  a long  enough  period  that 
one  w'ill  encounter  a fatal  reaction. 

Combination  of  Factors 

The  combination  of  sparse  sodium  intake, 
diuretics,  and  other  factors  generally  operate, 
then,  to  yield  the  malignant  low’  salt  syndrome. 
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Water  in  excess  of  sodium  retention  is  attributed 
to  sustained  high  levels  of  antidiuretic  hormone 
stimulated  by  an  extraosmoreceptor  mechanism. 
The  theory  lacks  proof. 

If  one  can  find  no  contributory  correctible 
factors  then  one  gives  hypertonic  sodium  chloride 
in  2.5  or  5%  concentration.  The  amount  may  be 
calculated  on  the  basis  of  the  difference  between 
a normal  serum  sodium  value  of  140  mEq  and  the 
patient’s  value  multiplied  by  either  extracellular 
fluid  volume  or  total  body  water. 

There  is  disagreement  on  this  last  point.  And 
the  disagreement  is  a pretty  big  one.  Or  one  can 
simply  give  about  250  ml.  at  a time,  slowly  and 
with  prayer,  and  check  the  serum  sodium  before 
giving  more.  Of  course  water  must  be  withheld. 
If  it  isn’t  the  salt  will  simply  be  diluted. 

This  situation  is  rather  discouraging.  The 
serum  sodium  may  be  raised  slightly,  but  the  pul- 
monary edema  probably  will  also.  And  one  can 
conclude  at  this  point  that  an  unbridgeable  gap 
has  been  reached  between  the  ability  of  the  heart 
to  perform  work  and  the  tissue  metabolic  de- 
mands. 


Diamox  and  Cardrase 

Diamox  (acetazolamide)  and  Cardrase  (ethox- 
zolamide)  are  carbonic  anhydrase  inhibitors  de- 
veloped from  the  observation  that  sulfanilamide 
produced  metabolic  acidosis.  Carbonic  anhydrase 
is  an  enzyme  found  in  red  blood  cells,  gastric 
mucosa,  renal  tubule  cells  and  elsewhere. 

It  catalyzes  the  reaction  COL,  -(-  H.O  — H -f- 
HCO,.  Around  this  reaction  revolves  the  function 
of  the  renal  tubule  in  maintaining  a neutral  pH. 
H+  is  made  available  for  exchange  with  tubular 
sodium  or  for  elaboration  of  NH4-f-.  Sodium,  and 
to  a lesser  extent  other  cations,  is  excreted  in  the 
urine  in  increased  amount  while  H-|-  is  conserved. 

This  may  lead  to  metabolic  acidosis.  For  this 
reason  Diamox  is  given  in  a dose  of  250  to  500 
mg.  and  Cardrase  from  62.5  mg.  every  other  day 
or  on  similar  alternating  schedules. 

Carbonic  anhydrase  inhibitors  used  on  an 
alternating  schedule  with  Diuril  or  mercurials  tend 
to  balance  out  acid-base  derangements,  but  still 
deplete  potassium  stores.  Diamox  or  Cardrase 
seem  to  benefit  patients  who  have  heart  disease 
secondary  to  or  associated  with  chronic  broncho- 
pulmonary disease  and  carbon  dioxide  retention. 

It  is  paradoxical  that  an  agent  which  cancels 


compensatory  sodium  bicarbonate  elevation  re- 
sponse to  respiratory  acidosis  by  induction  of 
metabolic  acidosis  should  be  beneficial  rather  than 
harmful. 

Aminophylline  is  useful  as  a diuretic  in  com- 
bination with  a mercurial.  Two  or  3 hours  after 
the  mercurial  is  injected  0.5  gm.  of  aminophylline 
is  given  slowly  intravenously.  It  is  timed  to  coin- 
cide with  the  peak  effect  of  the  mercurial.  En- 
hancement of  diuresis  results  from  the  increased 
glomerular  filtrate  which  in  turn  probably  is 
brought  about  by  increased  cardiac  output  and 
renal  blood  flow. 

Aminouracils,  Mictine  and  Rolicton,  are  mode- 
rately effective  diuretics  which  produce  no  signifi- 
cant electrolyte  disturbances. 

Distinction  between  the  inevitable  end  of  de- 
compensated heart  disease  and  a desperate,  super- 
ficially hopeless  but  correctible  dislocation  of  fluid 
volume  and  electrolyte  concentration  and  compo- 
sition brought  about  partially  or  entirely  by  treat- 
ment is  difficult  but  possible.  Use  of  available 
physiological  and  pharmacological  information, 
adequate  history,  astute  physical  examination  and 
dependable  laboratory  determinations  are  required 
for  optimum  clinical  evaluation. 
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ANNOUNCING 


DIURILe  WITH  RESERPINE 

more  hypertensives  can  be  better  controlled 
with  DIUPRES  than  with  any  other  agent 
. . . with  greater  simplicity  and  convenience 


a logical  alliance  of  two  antihypertensives 
you  know  and  trust  provides 

increased  effectiveness,  decreased  side  effects 


potentiated  effect 

diupres  produces  an  effect  greater  than  either  diuril  or  reserpine  alone.  It  is  effective 
in  many  patients  who  respond  inadequately  or  not  at  all  to  either  diuril  or  reserpine. 


Average  antihypertensive  effect 
of  rauwolfia  and  rauwolfia+DIURIL 
in  25  patients’ 


Average  antihypertensive  effect 
of  reserpine  and  DIURIL+ reserpine 
in  7 patients2 
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effective  therapy  for  most  patients 

diupres  by  itself  usually  provides  effective  therapy  for  a 
majority  of  patients  with  mild  or  moderate  hypertension, 
and  even  for  many  patients  with  severe  hypertension. 
Many  patients  now  treated  with  other  agents  which  fre- 
quently cause  distressing  side  effects  can  be  adequately 
managed  with  well  tolerated  diupres. 

provides  basic  therapy 

Should  other  drugs  need  to  be  added  to  diupres,  they  can 
be  given  in  much  lower  than  usual  dosage  so  that  their 
side  effects  are  often  strikingly  reduced. 

rapid  onset  of  effect 

The  antihypertensive  action  of  diupres  is  rapidly  evident. 
(Considerable  time  may  elapse  before  the  antihyperten- 
sive effect  of  reserpine  alone  is  observed.) 

fewer  and  less  severe  side  effects 

diupres  may  be  expected  to  cause  fewer  and  less  severe 
side  effects  than  are  encountered  with  other  antihyper- 
tensive therapy.  (Since  diuril  and  reserpine  potentiate 
each  other,  the  required  dosage  of  each  is  usually  less 
when  given  together  as  diupres  than  when  given  alone. 
Such  reduction  in  dosage  makes  side  effects  less  likely 
to  occur.) 

often  obviates  weight  gain 

diupres  minimizes  the  problem  of  weight  gain  seen  with 
reserpine  (reserpine  alone  has  been  reported  to  produce 
weight  gain  in  50  per  cent  of  patients).1'4 

virtually  eliminates  fluid  retention 

diupres  is  not  likely  to  cause  either  clinical  or  subclinical 
retention  of  sodium  and  water.  (Hypotensive  drugs,  par- 


ticularly rauwolfia5  and  hydralazine,6  may  cause  fluid 
retention.  Even  when  such  retention  is  subclinical,  their 
antihypertensive  effectiveness  is  diminished.6) 

diet  more  palatable 

With  diupres,  there  is  less  need  for  rigid  restriction  of 
dietary  salt,  which  patients  find  so  burdensome. 

“It  may  well  be  that  the  drug  [diuril]  produces 
the  benefits  of  a markedly  restricted  low  sodium 
diet  but  without  its  hardships .”3 

subjective  and  objective  improvement 

diupres  allays  anxiety  and  tension,  thus  reducing  the 
emotional  component  of  hypertension.  Organic  changes 
of  hypertension  may  be  arrested  and  reversed.  Headache, 
dizziness,  palpitations  and  tachycardia  are  usually 
promptly  relieved  by  diupres.  When  the  anginal  syn- 
drome accompanies  hypertension,  the  administration  of 
diupres  may  also  cause  diminution  or  even  disappear- 
ance of  this  syndrome  concurrent  with  control  of  the 
hypertension. 

convenient,  controlled  dosage 

Instead  of  two  separate  prescriptions,  you  write  one  pre- 
scription . . . the  patient  takes  one  tablet,  rather  than  two 
different  tablets  . . . and  the  dosage  schedule  is  easier  for 
the  patient  to  remember  and  follow. 

“ patients  have  fewer  lapses  and  make  fewer  mis- 
takes in  dosage,  the  simpler  the  regimen  can  be 
made.  Therefore  I do  not  hesitate  to  use  more 
than  one  medicament  combined  in  one  tablet, 
provided  this  gives  approximately  the  correct 
dosage  of  each.”6 

economical 

diupres  will  cost  the  patient  less  than  if  he  were  given 
two  separate  prescriptions  for  its  components. 


Indications: 

diupres  is  indicated  in  hypertension  of  all  degrees  of 
severity.  It  can  be  used  in  the  following  ways: 

• as  total  therapy 

• as  primary  therapy,  adding  other  drugs  if  necessary 

• as  replacement  or  adjunctive  therapy  in  patients 
now  treated  with  other  agents 

Precautions: 

The  precautions  normally  observed  with  diuril  or  reserpine 
apply  to  diupres  Additional  information  on  diupres  is 
available  to  physicians  on  request. 

Recommended  dosage  range: 

diupres-500  — one  tablet  one  to  three  times  a day. 
diupres-250  — one  tablet  one  to  four  times  a day. 

If  necessary,  other  agents  may  be  added. 

If  the  patient  is  receiving  ganglion  blocking  agents 
or  hydralazine,  their  dosage  should  be  cut 
by  50  per  cent  when  diupres  is  added. 


DIUPRES-500 

500  mg.  diuril  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 

DIUPRES-250 

250  mg.  diuril  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 


the  first  “wide  range”  antihypertensive 
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MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL  MflMHHH 


Frederick  P.  Bornstein,  M.D. — Editor — Case  No.  931 
Presentation  of  case  by  Dr.  William  R.  Gaddis, 


Introductory  Note: 

Due  to  a break-down  in  recording  equipment 
this  conference  is  presented  in  abbreviated  form. 
History:  Dr.  Nathan  Kleban: 

Abdominal  pain  brought  a 35-year-old  unem- 
ployed single  Latin-American  man  to  the  hospital 
on  October  2,  1957.  Chills  and  generalized  ab- 
dominal pain  began  five  days  before  admission. 
The  patient  experienced  diffiulty  in  urinating, 
chills  stopped,  pa;n  persisted,  and  vomiting  of 
clear  fluid  occured  before  admission. 

Past  history  was  not  remarkable.  The  father 
had  died  of  some  sort  of  heart  trouble.  The  mother 
was  in  good  health.  There  were  no  siblings. 

Physical  Examination 

The  patient  was  described  as  being  mentally 
disturbed.  T.  102.  P.  112.  R.  22.  Blood  pressure 
was  not  recorded.  Oral  hygiene  was  poor.  Breath 
sounds  were  diminished  at  both  lung  bases.  Ab- 
dominal tenderness  was  diffuse. 

Hospital  Coure: 

Treatment  consisted  of  parenteral  fluids,  sulfi- 
soxazole  Gantrisin,  and  meperidine  (Demarol)  for 
pain.  Temperature  rose  to  103  but  dropped  to  98.2 
the  following  day  when  he  seemed  to  be  confused, 
had  a large,  soft  stool  in  bed  and  four  in  the  com- 
mode. 

Maximum  temperature  on  the  third  day  was 
100.  After  being  transferred  to  the  medicine  serv- 
ice he  was  given  Sparine  for  nausea.  It  was  noted 
that  he  carried  his  passport  to  the  bathroom. 

Acute  abdomen  was  the  preoperative  diagnosis 
when  the  patient  was  subjected  to  surgical  ex- 
ploration on  the  fourth  day.  Generalized  purulent 
peritonitis  was  encountered.  The  gangrenous  re- 
troceal  appendix  was  removed. 

After  surgery  the  patient  gagged  and  had  trou- 
ble breathing.  (Oxygen  was  administered  then). 
Vasopressor  agents  were  given  for  hypotension. 
Rectal  temperature  rose  to  106. 

Shallow,  Rapid  Respirations 

Respirations  were  shallow,  rapid,  with  supra- 
sternal retraction  and  crepitant  rales  on  the  fifth 
hospital  day.  The  patient  was  restless.  Rectal  tem- 
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perature  remained  106.  The  abdomen  was  soft. 
Chloramphenicol,  tetracycline,  hydrocortisone, 
gamma  globulin  and  parenteral  fluids  were  given. 
Bronchi  were  aspirated  and  oxygen  with  Alevaire 
delivered  through  a tracheotomy.  Blood  pressure 
stabilized  and  sensorium  cleared  for  a few  hours. 
Urine  appeared  to  contain  bilirubin. 

Jaundice  was  noted  on  the  sixth  day.  Sensorium 
became  cloudier.  Rectal  temperature  dropped  to 
102.  There  was  bleeding  from  the  tracheotomy 
wound. 

Respirations  became  gasping  and  more  labored. 
Uremic  frost  was  seen  on  the  patient’s  face.  Coma 
succeeded  stupor.  Blood  pressure  could  not  be 
maintained  with  vasopressors.  Death  occurred  on 
the  seventh  hospital  and  third  post-operative  day. 

Laboratory  Findings 

X-ray:  10-4-57 — Abdomen:  “Survey  film  of  the 
abdomen  reveals  no  evidence  of  free  air  under 
either  hemidiaphragm.  The  kidneys  are  normal 
in  size,  shape  and  position.  The  psoas  shadows 
and  properitoneal  fat  lines  are  present  bilaterally. 
A marked  amount  of  gas  is  present  in  the  stomach 
and  colon.  The  lumbar  spine  and  pelvis  appear 
natural.  Conclusion:  Abdomen  negative  for  evi- 
dence of  mechanical  obstruction  of  opaque  cal- 
culi.” 

10-6-58 — Chest  (portable).  “Portable  examina- 
tion of  the  chest  reveals  bilateral  confluences  sug- 
gestive of  a possible  tracheo-bronchitis.  There  is 
a tracheotomy  tube  lying  within  the  trachea. 
There  is  bilateral  subcutaneous  emphysema  in 
the  region  of  the  neck.  Accompanying  rib  frac- 
tures cannot  be  entirely  excluded.  Conclusion: 
Subcutaneous  emphysema.  Possible  fractured  ribs.” 
Blood  counts: 

10-2-57:  Hb.  13.  8 gins.,  Ht.  50  vol.%,  WBC 
5,500,  Stabs  5,  Segs.  69,  Lymphs.  24,  Monos.  2. 

10-2-57:  Hb.  13.3  gms.,  Ht.  49%,  WBC  6,400, 
Stabs.  17,  Segs.  44,  Lymphs.  39. 

10-4-57:  Hb.  13.1  gms.,  Ht.  45%,  WBC  5.800, 
Sags.  78,  Lymphs.  22. 

10-5-57:  Hb.  13.  8 gms.,  Ht.  46%,  WBC  12,700, 
Stabs.  5,  Segs.  84,  Lymphs.  8,  Monos.  3. 
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10-6-57:  Hb.  12.9  gms.,  Ht.  50  Vol.%. 

10-6-57:  Hb.  14.2  gms.,  Ht.  53  Vol.%. 

10-7-57:  Hb.  12.4  gms..  Ht.  39%,  YVBC  28.900, 
Stabs.  6,  Segs.  89.  Lymphs.  1.  Monos.  4. 

Blood  Chemistry: 

10-5-57:  Urea  Nitrogen — 27.5  gm.%. 

10-7-57:  CCX  Capacity — 12.9  mEq/L. 

Chlorides — 445. 

Nonprotein  Nitrogen — 1.30  mg.T. 
Potassium — 6.1  mEq/L. 

Sodium — 108  mEq/L. 

Van  den  Bergh  Direct — -3.5  mg.% 
Indirect — 5.0  mg.% 
Cl— 124.5  mEq/L. 

Urinalysis: 

10-2-57:  (Catheterizedl— Yellow,  cloudy,  acid, 
S.G.  1.017,  Albumin  4-)-,  Sugar  nega- 
tive, 1-3  WBC,  0-2  RBC,  rare  Ep.  cell, 
many  coarsely  granular  casts. 

10-3-57:  Yellow,  cloudy,  alkaline,  S.C.  1.020, 
sugar  and  albumin  negative,  micro- 
scopic negative,  urate  crystals. 

10-5-57:  “Very  deep  yellow”,  very  turbid,  re- 
action 5.5,  S.G.  1.012,  Albumin  2-)-, 
Sugar  negative,  YVBC  10-15/HPF,  few 
Eq.  cells,  occasional  fatty  casts,  abun- 
dant bacteria,  few  urate  crystals. 
10-6-57:  Negative  for  bile. 

Bacteriology: 

Smear  and  culture,  pus  from  abdomen — E.  coli 
— sensitivity  Choloromycetin  and  Tetracycline. 
Serology: 

10:9-57:  Negative. 

X-Ray  Discussion:  Dr.  William  H.  Melton: 

The  upright  and  flat  films  show  the  distended 
stomach  which  contains  a considerable  amount  of 
gas  and  also  some  gas  in  what  appears  to  be  the 
transverse  colon.  I can’t  see  the  diaphragms  on  the 
upright  examination,  so  I cannot  exclude  the  pres- 
ence of  free  air. 

I do  see  a properitoneal  fat  line  which  in  the 
presence  of  purulent  peritonitis  you  wouldn’t  ex- 
pect to  see.  The  other  soft  tissue  structures  are 
not  well  defined.  I see  some  shadows  on  the  flat 
film  that  look  like  some  gas  in  the  small  bowel 
but  the  gut  pattern  is  not  really  diagnostic. 

More  Consistent 

It  is  more  consistent  I think  with  a moderate 
degree  of  adynamic  ileus  than  a mechanical  ob- 
struction and  the  abdonimal  films  all  in  all  don’t 


tell  you  a whole  lot.  The  chest  film  is  a portable 
examination  and  detail  is  poor  on  it.  A tracheo- 
tomy tube  is  in  place  and  a considerable  amount 
of  subcutaneous  emphysema  is  present,  primarily 
of  the  neck  regions  and  I think  I can  see  some 
mediastinal  air  on  both  sides  in  the  superior  medi- 
astinum, in  addition  to  some  irregular  density  in 
the  right  chest  which  has  the  appearance  of  an 
inflammatory  change. 

Summary 

In  summary,  the  patient  has  a tracheotomy  with 
bilateral  subcutaneous  emphysema,  possibly  some 
mediastinal  emphysema,  and  what  appears  to  be 
an  inflammatory  infiltration  in  the  right  lung  field. 
On  the  abdominal  film  the  findings  are  consistent 
with  a moderate  degree  of  adynamic  ileus.  I can- 
not tell  if  there  is  free  air. 

Dr.  Gaddis: 

The  problem  with  this  patient  was  one  of  chills, 
fever  and  abdominal  pain.  There  is  very  little  to 
to  discuss  about  the  history.  I thought  that  it 
would  be  easier  to  discuss  this  case  from  the  stand- 
point of  various  chart  notations  that  were  made 
regarding  his  history,  physical  and  hospital  course 
and  laboratory  findings. 

First,  let  us  say  his  habits  were  unknown  prior 
to  his  illness.  We  infer  that  he  crossed  the  border 
as  an  alien;  it  was  noted  that  he  carried  his  pass- 
port on  one  occasion.  In  a discussion  of  the  phy- 
sical examination,  he  was  “mentally  disturbed”. 
This  can  mean  many  things;  agitation,  depression, 
disorientation,  hallucinations,  delusions,  etc.  What 
we  don’t  know  about  this  patient  is  manifold  and 
precludes  a long  discussion. 

It  might  be  interesting  to  wonder  if  the  symp- 
toms and  findings  could  be  compatible  with  drug 
withdrawal.  In  a discussion  of  his  hospital  course, 
this  patient  exhibited  intermittent  high  fever 
which  is  evidence  of  sepsis.  He  had  the  abdominal 
findings  of  appendicitis  and  peritonitis.  In  addi- 
tion we  encounter  cerebral  depression,  acidosis, 
coma  and  death  with  urinary  suppression  and 
uremia. 

Laboratory  Findings 

A discussion  of  the  laboratory  findings:  First  of 
all  the  blood  counts  show  the  progression  to  the 
leukemoid  reaction  as  a result  of  the  severe  infec- 
tion. The  chemistries  are  inadequate.  I have  acid- 
osis, mineral  deficiency,  renal  inpairment  and 
liver  involvement. 
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Diagnostic  impression:  The  onset  of  this  disease 
is  in  line  with  acute  hepatitis  with  a superimposed 
acute  appendicitis.  It  should  be  assumed  then  that 
the  primary  disease  was  acute  appendicitis  fol- 
lowing which  we  have  a pylephlebitis,  hepatic 
coma  and  death.  This  is  added  to  a kidney  pre- 
viously diseased  from  a latent  glomerulonephritis. 

Clinical  Diagnosis:  Acute  peritonitis. 

Dr.  Gaddis’  Diagnosis:  Pylephlebitis,  hepatic 
coma  and  death. 

Pathological  Diagnosis:  Pylephlebitis  with  liver 
abscess. 

Pathological  Discussion — Dr.  Bornstein: 

On  autopsy  we  found  the  body  of  a slender 
young  man  with  a freshly  sutured  appendectomy 
wound.  The  main  pathological  findings  were  pres- 
ent in  the  peritoneal  cavity.  The  peritoneum  was 
dull,  hyperemic,  jaundiced  and  covered  with  thick 
flakes  of  fibrin. 

The  intestinal  loops  were  matted  together  by 
these  flakes  of  fibrin.  Large  pools  of  pus  were 
present  throughout  the  peritoneal  cavity.  At  the 
site  of  operation  the  wound  was  closed  and  intact. 
However,  arising  from  the  region  of  the  ileo-cecal 
valve  one  could  palpate  a thick,  indurated,  hyper- 
emic strand  of  tissue  which  on  opening  shows  a 
vein  with  a necrotic  intima.  This  vein  was  par- 
tially obstructed  by  a thrombus.  (Fig.  1). 


Figure  1 

This  thrombotic  lesion  could  be  traced  into  the 
portal  vein  and  from  there  into  the  liver.  The  liver 
weighed  2100  grams.  The  surface  of  the  liver  was 
dull  and  covered  with  fibrin.  On  sectioning  one 
saw  several  wedge-shaped,  sharply  demarcated 
areas  in  the  right  lobe  which  measured  up  to  8 
cm.  in  greatest  diameter.  (Fig.  2). 
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Figure  3 

Well  Known  Process 

The  process  we  observe  here  is  a well  known 
one,  although  it  has  become  exceedingly  rare  at 
the  present  time.  It  is  obvious  that  this  process 
started  with  a perforated  appendix.  However,  at 
the  time  the  appendix  was  removed,  a secondary 
focus  of  infection  had  established  itself  in  the  ap- 
pendiceal region. 

Beginning  from  here  the  process  had  extended 
through  a mesenteric  vein,  producing  ascending 
thrombophlebitis  which  finally  extended  into  the 
portal  vein  and  liver.  This,  then,  is  the  classical 
picture  of  sepsis. 

The  picture  of  sepsis  occurs  when  a focus  of  in- 
flammation is  established  in  the  body  which,  for 


These  lobes  were  supplied  by  the  thrombotic 
vein  mentioned  before.  On  microscopic  examina- 
tion one  saw  extreme  necrosis  of  liver  tissue  in 
areas  adjacent  to  these  thrombosed  veins,  with  a 
picture  of  a typical  thrombophlebitis.  (Fig.  3). 


Figure  2 
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example,  originates  in  the  skin  (Staphylococcus 
or  streptococcus),  or  in  a lymph  node  (typhoid 
fever),  or  in  the  lung  (miliary  tuberculosis).  This 
pathogenic  organism  may  then  settle  in  a loca- 
tion such  as  an  abcess  or  a vein  where  there  is 
constant  communication  with  the  circulatory  sys- 
tem. 

Infectious  Agents  Released 

At  regular  or  irregular  intervals  active  infectious 
agents  are  released  into  the  circulation  where  they 
are  usually  destroyed  to  a large  extent,  an  event 
commonly  associated  with  a chill.  The  remainder 
will  colonize  and  produce  septic  metastases  in  other 
organs  which  again  may  produce  new  septic  foci. 

The  blood  stream  itself  is  rarely  the  active  seat 
of  the  infection  and  only  as  a terminal  event  does 
the  infectious  agent  multiply  while  being  carried 
along  the  blood  stream.  Sepsis  essentially  is  a pro- 
cess of  local  growth  of  infectious  agents. 

Problems  of  this  sort  have  become  rare  and  un- 
usual; however,  I am  afraid  that  with  the  progres- 
sive development  of  strains  of  pathogenic  organ- 
isms resistant  to  antibiotics,  the  problem  will  be- 
come more  common  and  more  serious  in  the  next 
few  years. 


Some  Thoughts  About 
Clinical-Pathological-Conferences 

From  a beginning  when  there  were  Pathologists 
and  Clinicians  getting  together  debating  around 
the  autopsy  table,  the  present  Clinical  Pathological 
Conference  has  developed  until  it  has  now  become 
a standardized  function  with  motions  as  stately 
and  prescribed  as  those  of  a French  minuet.  Every- 
thing about  these  conferences  has  been  solidified 
by  tradition,  and  they  have  developed  their  own 
rituals  and  unfortunately  with  them  certain  pre- 
conceived notions.  The  time  has  come  to  ask 
whether  this  ritual  is  worth  the  time  of  innumer- 
able physicians  all  over  the  country. 

It  is  not  the  purpose  of  a Clinical-Pathological- 
Conference  to  be  a spectacle  like  a bull-fight,  de- 
pending upon  one’s  point  of  view  whether  the 
Clinician  or  the  Pathologist  is  a baited  victim  or 
the  one  who  delivers  the  final  death  stroke.  Nor 
is  it  the  purpose  of  the  conference  to  make  the 
obvious  obscure  and  the  obscure  obvious. 


To  some  extent  the  character  of  the  conference 
will  be  shaped  by  the  subjective  outlook  of  the 
man  whose  responsibility  it  is  to  pick  the  ma- 
terial. In  selecting  the  material  I have  certain 
specific  goals  in  mind  for  such  a conference. 

The  first  and  most  important  one  remains 
proper  correlation  between  what  went  on  during 
the  disease  and  what  we  find  post  mortem;  and, 
while  I believe  that  the  autopsy  is  the  most  im- 
portant part  of  the  post  mortem  examination,  the 
entire  Pathological  picture,  including  the  disturbed 
chemical  and  physiological  dynamics,  have  to  be 
part  of  this  total  correlation. 

In  short,  these  meetings  should  aid  in  a better 
understanding  of  the  nature  of  the  disease  pro- 
cess and  should  furnish  new  approaches  to  more 
accurate  diagnosis.  Therefore,  tricks  and  red  her- 
rings have  no  business  in  a Clinical  Pathological 
Conference.  The  famous  suppression  of  facts  often 
imputed  to  the  Pathologist  destroys  the  aims  of 
the  whole  procedure. 

Vivid  Memory 

Secondly,  I do  not  like  to  use  canned  and  old 
cases.  The  more  vividly  the  individual  patient  re- 
mains in  the  memory  of  the  staff  and  the  more 
vivid  the  personal  experience  of  the  clinical  prob- 
lem remains  with  the  staff  members,  the  more 
value  the  conference  will  have. 

If  such  cases  sometimes  are  rare  and  unusual,  so 
much  the  better.  It  emphasizes  that  diagnosis  can- 
not be  made  by  statistics  and  that  the  rare  and 
unusual  is  always  with  us.  We  should  not  forget 
that  the  rare  and  unusual  of  yesterday  may  be- 
come the  common  place  of  today,  and  vice  versa. 

It  would  have  been  hard  to  believe  50  years 
ago  that  erysipelas  would  become  less  common 
than  lupus  erythematodes  or  pulmonary  coccidio- 
idomycosis more  common  than  lobar  pneumonia. 

The  Clinical  Pathological  Conference  is  a place 
where  we  try  to  reduce  the  ever  shifting  and 
variable  phenomena  of  the  living  substance  to  a 
rational  base  (this  base  being  Pathology  in  the 
widest  sense),  with  the  intention  of  increasing 
clinical  understanding  not  as  a duel  but  as  a 
cooperative  effort.  With  this  in  mind  I believe  that 
the  Clinical  Pathological  Conference  has  a useful 
function  to  perform. 

FPB,  616  Mills  Building 
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The  Medicinal 

WINE 

Par  Excellence  is 


SHERRY 

Both  dry  and  sweet  varieties  of  Sherry  serve  as  valuable  tonics, 
stomachics  and  sedatives.  The  jaded  appetite  of  the  aged,  the 
convalescent  or  the  anorexic  patient  will  often  respond  to  a 
ffdrop”  of  Sherry  taken  as  an  aperitif. 

The  chronic  invalid,  the  oldster,  the  arteriosclerotic  and  hyper- 
tensive patient — all  can  benefit  from  its  euphoric  effect,  its 
ability  to  relieve  tension,  reduce  apprehension  and  induce  a 
glowing  sense  of  well-being. 

The  dry  variety  of  Sherry  is  more  often  used  as  a vehicle  for 
medicinal  ingredients  than  any  other  wine  because  of  its  general 
availability,  its  appropriate  alcohol  content,  its  uniformity  and 
stability. 

Many  relatively  insoluble  substances  can  he  maintained  in  stable 
solution  by  the  buffering  action  of  natural  wine.  Moreover,  the 
aromatic  organic  esters  normally  present  in  wine  provide  a 
pleasant  and  inexpensive  flavoring  which  makes  it  unnecessary 
to  add  costly,  foreign  or  synthetic  extracts. 


An  extensive  bibliography  is  now  available  showing  the  impor- 
tant role  of  wine  in  various  phases  of  medical  practice.  Just  write 
for  your  copy  of  ”Uses  of  Wine  in  Medical  Practice.”  Wine 
Advisory  Board,  717  Market  Street,  San  Francisco  3,  California. 
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JACK  A.  BERNARD,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

BASIL  K.  BYRNE,  M.  D. 

Diplomate  American  Board  of  Pediatrics 

INTERNAL  MEDICINE 

IRVIN  J.  GOLDFARB,  M.  D. 

CARDIOVASCULAR  DISEASES 

Suite  3C  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-8151  El  Paso,  Texas 

PEDIATRICS 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Ave. 

KE  3-8487  El  Paso,  Texas 
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ROBERT  J.  CARDWELL,  M.  D. 


(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 

414  Banner  Building  KE  3-7587  61  Paso,  Texas 


CASA  GRANDE  CLINIC 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

R.  F.  SCHOEN,  M.  D.  R.  F.  LAMB,  M.  D. 

W.  H.  FORD,  M.  D. 

GENERAL  PRACTICE 
113  W.  Second  St.  Phones  4495  -4496  Casa  Grande,  Ariz. 


ROBERT  N.  CAYLOR,  M.  D. 

Practice  Limited  to  Ophthalmology 

207  Medical  Arts  Bldg  . 

415  East  Yandell  Blvd.  KE  3-5897  El  Paso,  Texas 


MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to: 

THORACIC  SURGERY 
CARDIOVASCULAR  SURGERY 
BRONCHOSCOPY  - ESOPHAGOSCOPY 
415  East  Yandell  Boulevard  KE  3-3353  El  Paso,  Texas 


WILLIAM  I.  COLDWELL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

— INTERNAL  MEDICINE  — 

800  Montana  Ave.  KE  3-8373  El  Paso,  Texas 


BRANCH  CRAIGE,  M.  D„  F.  A.  C.  P. 

(Certified  by  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7121  El  Paso,  Texas 


E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Thoracic  Surgery 
THORACIC  SURGERY 

Cardiovascular  Surgery  Broncho-Esophagology 

415  E.  Yandell  Blvd.  KE  3-8511  or  KE  2-2474  El  Paso,  Texas 


WICKLIFFE  R.  CURTIS,  M.  D„  F.  A.  C.  S. 
JAMES  D.  BOZZELL,  M.  D„  F.  A.  C.  S. 

Diplomates  American  Board  of  Urology 

PRACTICE  LIMITED  TO  UROLOGY 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1426  El  Paso,  Texas 


J.  C.  DOTSON,  M.  D. 

General  Surgery 

800  Montana  Ave.  KE  2-81  I I El  Paso,  Texas 


ANTONIO  DOW,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 

GENERAL  SURGERY 

1022  Mills  Bldg.  KE  2-7305  El  Paso,  Texas 

HAROLD  D.  DOW,  M.  D. 
FREDERICK  J.  KOBERG,  M.  D. 

STEVE  E.  HOOD,  JR.,  M.  D. 

General  Practice  — Surgery 

Box  546 

702  Hobbs  Road  Phone  3641  Seminole,  Texas 


3500  Physicians  Read 
Southwestern  Medicine 


L.  O.  DUTTON,  M.  D. 

RITA  L.  DON,  M.  D. 

ALLERGY 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


ORVILLE  EGBERT,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

ALLERGY 

DISEASES  OF  THE  CHEST 

EDWARD  EGBERT,  M.  D. 

INTERNAL  MEDICINE 

Building  3 1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1645  El  Paso,  Texas 

JOHN  A.  EISENBEISS,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Neurological  Surgery 

WILLIAM  B.  HELME,  M.D. 

NEUROSURGERY 

926  E.  McDowell  Road  AL  4-3151  Phoenix,  Arizona 


E.  J.  ETTL,  M.D.,  F.C.A.P. 

Certified  by  American  Board  of  Pathology 

Pathology 

3317  Fort  Blvd.  LO  6-4351  El  Paso,  Texas 
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WARD  EVANS,  M.  D„  F.  A.  C.  S. 

J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 

GENERAL  and  GYNECOLOGICAL  SURGERY 

SURGERY 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  2-9032  El  Paso,  Texas 

414  Banner  Bldg.  KE  3-7587  El  Paso,  Texas 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

RALPH  G.  GREENLEE,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

CARDIOVASCULAR  DISEASES 

404  Banner  Bldg.  KE  2-5771  El  Paso,  Texas 

401  N.  Garfield  2-0561  Midland,  Tex. 

JOE  R.  FLOYD,  M.  D„  F.  A.  C.  S. 
JOHN  A.  PONSFORD,  M.  D. 

HERBERT  E.  HIPPS,  M.  D. 

GENERAL  SURGERY 

ORTHOPEDIC  SURGERY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-5881  El  Paso,  Texas 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 

1130  N.  Central  Ave.  2021  N.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 

JOHN  W.  KENNEDY,  M.  D. 

JAMES  R.  MATHESON,  M.  D. 

Diplomates  of  American  Board  of  Radiology 
X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY 

AL  8-8436  AL  3-4131  AL  8-7531 

Phoenix,  Arizona 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  3-3443  El  Paso,  Texas 

CHARLES  E.  GALT,  JR.,  M.  D. 

RALPH  H.  HOMAN,  M.  D„  F.  A.  C.  P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.  D.,  F.  A.  C.  S. 

Practice  Limited  to  Obstetrics  and  Gynecology 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

513  West  Fox  St.  Phone  TUxedo  5-6666  Carlsbad.  N.  M. 

Suite  7D  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1409  El  Paso,  Texas 

H.  M.  GIBSON,  M.  D„  F.  A.  C.  S. 

GEORGE  W.  HORTON,  M.  D. 

(Certified  by  American  Board  of  Urology) 

PRACTICE  LIMITED  TO  ORTHOPEDICS 

PRACTICE  LIMITED  TO  UROLOGY 

413  N.  Lincoln  FEderal  2-1271  Odessa,  Texas 

209  Medical  Arts  Bldg.  KE  2-8130  El  Paso,  Texas 

3500  Physicians  Read 

LOUIS  G.  JEKEL,  M.D. 
ROBERT  H.  SNAPP,  M.D. 

Diplomates  American  Board  of  Dermatology 

Southwestern  Medicine 

DERMATOLOGY 

550  W.  Thomas  Rd.  CR  4-4901  Phoenix,  Ariz. 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

EMM1T  M.  JENNINGS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

DIAGNOSIS  — GASTROENTEROLOGY 

SURGERY  — ENDOSCOPY 

701  First  National  Building  KE  2-6221  El  Paso,  Texas 

207  N.  Union  St.  Main  2-4360  Roswell,  N.  Mex 
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even  when  the  causative  organism 
may  be  a r' persistent  staph ” 


increases  the  certainty  of 
safe , rapid  response 


AS  PROVED  BY  extensive  clinical  trials — an  over-all 
success  rate  of  more  than  94%  was  achieved  in  a total 
of  3,280  cases. f 

AS  proved  by  success  in  mixed  infections — more 
than  95%  of  1,000  acute  and  chronic  respiratory  tract 
infections  were  successfully  treated;  a 99%  cure  rate 
was  achieved  in  mixed  bacterial  pneumonias,  t 


as  proved  by  effectiveness  in  “problem  infec- 
tions”— a response  rate  better  than  96%  was  recorded 
in  a group  of  221  gastrointestinal  infections  including 
chronic  intestinal  amebiasis;  91%  of  465  urogenital 
infections  were  successfully  controlled,  f 

AS  PROVED  BY  excellent  safety  record — extremely 
well  tolerated;  discontinuance  of  medication  was 
necessary  in  only  11  of  3,280  patients.f 


A significant  number  of  the  above  cases  had  not  responded 

to  other  antibiotics . 


Cosa-Signemycin  is  particularly  valuable  in  home  and  office , 
where  susceptibility  testing  is  difficult  or  impractical. 


SUPPLY:  Capsules  (green  and  white),  250  mg.  and 
125  mg. 

New  Oral  Suspension  (raspberry-flavored),  2 oz.  bottle, 
125  mg.  per  teaspoonful  (5  cc.). 

New  Pediatric  Drops  (raspberry-flavored),  lOcc.  bottle, 
5 mg.  per  drop,  plastic  calibrated  dropper. 


Average  dosage:  For  adults,  1-2  Gm.  daily  in  divided 
doses;  proportionately  less  for  children,  depending  on 
age,  weight,  and  severity  of  infection. 

■(Literature  and  bibliography  available  on  request. 

♦Trademark 


Science  for  the  world’s  well-being 


PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
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W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 
Suite  1C  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7579  El  Paso,  Texas 

G.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb.  M.D..  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

GENERAL  and  GYNECOLOGICAL  SURGERY 
Suite  7B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-1693  El  Paso.  Texas 


LINDELL  M.  KINMAN,  M.  D. 

Diplomate  American  Board  of  Urology 

UROLOGY 

300  West  Alameda  Phone  MA  2-41 1 1 Roswell,  N.  M. 


M.  NATHAN  KLEBAN,  M.  D. 

Certified  by  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
304  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  KE  2-7079  El  Paso,  Texas 


GILBERT  LANDIS,  M.D. 

Diplomate  American  Board  of  Obstetrics  & Gynecology 

OBSTETRICS,  GYNECOLOGY 
and  GYNECOLOGICAL  SURGERY 
Suite  1 5-D  KE  3-5023  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 


CHARLES  P.  C.  LOGSDON,  M.  D. 

CARDIOLOGY 

415  E.  Yandell  Blvd.  KE  3-7916  El  Paso,  Texas 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-3659  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  Jr.,  M.D. 

Dermatology  and  Cancer  of  the  Skin 
2615  - 19th  Street  PO  5-6619  Lubbock,  Texas 


HOWARD  J.  H.  MARSHALL,  M.  D. 

Member  American  Academy  of  General  Practice 

GENERAL  PRACTICE 

Suite  8E  1501  Arizona  Ave. 

El  Paso  Medical  Cente'  KE  2-2431  El  Paso,  Texas 


MARSHALL  CLINIC 

I.  J.  Marshall,  M.  D. 

General  Surgery 

U.  S.  Marshall,  M.  D. 

Surgery  and  General  Practice 

E.  A.  Latimer,  Jr.,  M.  D. 

General  Practice 

C.  H.  Fowler,  Jr.,  M.  D. 

Internal  Medicine  and  Diagnosis 

H.  D.  Johnson,  D.  D.  S. 

ROSWELL  NEW  MEXICO 


T.  STERLING  MARTIN,  M.D. 

Certified  by  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 

Suite  I 5-A  El  Paso  Medical  Center  1501  Arizona  Ave. 
KE  3-2624  El  Paso,  Texas 


DRS.  MASON,  HART,  BOVERIE 
BLACK,  CLAYTON  & GREEN 

PATHOLOGY  AND  CLINICAL  LABORATORIES 
X-RAY  DIAGNOSIS  AND  THERAPY 
Radioactive  Cobalt 

Isotopes  Beam  Theraov 

PATHOLOGY 
M.  S.  HART,  M.  D. 

C.  L.  GREEN,  M.  D. 

Diplomates  American  Board  of  Pathology 
RADIOLOGY 

R.  F.  BOVERIE,  M.  D. 

G.  L.  BLACK,  M.  D. 

R.  S.  CLAYTON,  M.  D. 

J.  E.  WHITE,  M.  D. 

Diplomates  American  Board  of  Radiology 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona  Ave.,  Suite  2-A  415  E.  Yandell  Blvd.,  Suite  105 

KE  3-4478  KE  3-6926 

EL  PASO,  TEXAS 


MEDICAL  CENTER 
AND  WOMEN'S  CLINIC 

E.  G.  McCarthy,  M.  D.,  F.  A.  C.  S.,  F.  I.  C.  S. 
Diplomate  American  Board  of  Obstetrics  and  Gynecology 
Jeff  H.  Davis,  M.  D.  — Joe  Horn,  M.  D. 

James  C.  Meade.  D.  S.  C.,  Chiropodist 

Plainview  CA  4-7426  Texas 
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717  Encino  Place,  NE  Phone  3-1150  Albuquerque,  N M 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  Eirst  National  Blag.  KE  3-8587  El  Paso.  Texas 


A.  WILLIAM  MULTHAUF,  M.  D„  F.  A.  C.  S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  KE  3-8986  El  Paso.  Texas 


E.  K.  NEIDICH,  M.  D„  D.  A.  B.  R. 

RADIOLOGY 

Memorial  General  Hospital  JAckson  6-2411  Las  Cruces,  N.  M. 


WALLACE  E.  NISSEN,  M.  D„  F.  A.  C.  S. 
W.  W.  KRIDELBAUSH,  M.  D„  F.  A.  C S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 


F.  KEITH  OEHLSCHLAGER,  M.  D. 

Practice  Limited  to 
OBSTETRICS  and  GYNECOLOGY 
1208  W.  10th  St.  Phone  FE  7-4639  Odessa,  Texas 


THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR..  M.  D..  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D.  F.  A.  C.  S. 

RAY  FIFE.  M.  D. 

SIDNEY  L,  STOVALL,  M.  D„  F.  A.  C.  S. 

THOMAS  H.  TABER,  JR.,  M.  D„  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  North  Third  Street — Phone  CRestwood  7-6211 — Phoenix,  Anz. 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S„  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  8-8074  Phoenix,  Ariz. 


Bldg.  I,  Suite  E 1501  Arizona  Ave. 

Phone  KE  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1385  El  Paso,  Texas 


JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  and  ENDOCRINOLOGY 

619  Professional  Building 

15  E.  Monroe  Phoenix,  Arizona 

Phone  ALpine  2-3577 

VINCENT  M.  RAVEL,  M.D. 

CHARLES  C.  McVAUGH,  M.D. 
WILLIAM  H.  MELTON,  M.D. 

Diplomates  American  Board  of  Radiology 

RADIOLOGY  — RADIO-ISOTOPES 
COBALT,n  — TELETHERAPY 

616  Mills  Building  KE  2-3459 

800  Montana  Avenue  KE  2-1126 

El  Paso.  Texas 

RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D„  F.  A.  C.  C. 

(Certified  by  the  American  8oard  of  Internal  Medicinal 

INTERNAL  MEDICINE  — CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.  D„  F.  A.  C.  S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  KE  3-1601  El  Paso,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  & CARDIOVASCULAR  DISEASES 

Medical  Arts  Square 

801  tncino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 


Southwestern  Physicians’  Directory 


LEROY  J.  MILLER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surger 

NEUROLOGICAL  SURGERY 


ROBERT  E.  PARKINS,  D.D.S. 

GENERAL  DENTISTRY 
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A workhorse 
“mycin” 
for 

common 

infections 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-tolerated  Cyclamycin,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


CYCLAMYCIN 

Triocetyloleandomycin,  Wyeth 


*•  Conforms  to  Code  for  Advertising 

* (R) 

Philadelphia  1,  Pa. 
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CECIL  A.  ROBINSON,  M.  D. 

Diplomat©  American  Board  of  Orthopaedic  Surgery 

GERALD  A.  SLUSSER,  M.  D„  F.  1.  C.  S. 

Practice  Limited  to  Orthopaedics 

SURGERY 

III  Pine  Street  2541  Kermit,  Texas 

100  Booker  Bldg.  Phone  670  Artesia,  N.  M. 

S.  PERRY  ROGERS,  M.  D. 

W.  HUNTER  VAUGHAN,  M.  D. 

( Diplomates  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-4433  El  Paso,  Texas 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 

DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-6172  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.D. 
DONALD  H.  EWALT,  M.D. 

Diplomates  of  the  American  Board  of  Plastic  Surgery 
Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  Ave.  Medical  Center,  Suite  4-C 

El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

EAR,  NOSE  AND  THROAT 

Bronchoscopy  — Esophagoscopy 
307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  2-9449  El  Paso,  Texas 

F.  P.  SCHUSTER,  M.  D. 
S.  A.  SCHUSTER,  M.  D. 

ROBERT  HEALY  STEVENS,  B.  S„  M.  D„ 
F.  C.  C.  P. 

NEWTON  F.  WALKER,  M.  D. 
BRADFORD  HARDIE,  M.  D. 

ALLERGY  — INTERNAL  MEDICINE 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

First  National  Bldg.  KE  2-1495  El  Paso,  Texas 

1313  N.  Second  St.  AL  4-8841  Phoenix,  Arizona 

O.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 

3500  Physicians  Read 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-6742  El  Paso,  Texas 

Southwestern  Medicine 

D.  J.  SIBLEY,  JR.,  M.  D. 

C.  S.  STONE,  M.D.,  F.A.C.S. 
A.  J.  JENSON,  B.A.,  M.D. 

GENERAL  PRACTICE 

Phones:  3-5323  - 3-3033  - 3-4427 

Box  367  Phone  584  Ft.  Stockton,  Texas 

301  East  Cain  Street  Hobbs,  N.  M. 

EUGENE  P.  SIMMS,  M.  D. 

— GENERAL  PRACTICE  — 

JESSON  L.  STOWE,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 
BEN  Z.  TABER,  M.  D. 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Avenue  KE  2-4631  El  Paso,  Texas 

WINSLOW  P.  STRATEMEYER,  M.  D. 

3500  Physicians  Read 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

Southwestern  Medicine 

Suite  1 1 A Office  KE  2-9167  1501  Arizona  Ave. 

El  Paso  Medical  Center  Home  JU  4-0553  El  Paso,  Texas 
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ROBERT  H.  THAYER,  M.  D. 

Internal  Medicine 

Suite  15  B El  Paso  Medical  Center  KE  3-4342 

1501  Arizona  Ave.  El  Paso,  Texas 


M. 

D.  THOMAS,  M. 

D. 

Diplomate  American  Board  of  Ane 

rsthesiology 

Suite 

1 2-D 

KE  3-3745 

1501 

Arizona  Ave 

El 

Paso,  Texas 

El 

Paso  Medical  Center 

ROBERT 

F.  THOMPSON,  M.  D. 

, F. 

A.  C.  S. 

(Certified 

by  American  Board  of  1 

Urology) 

UROLOGY 

816-818  Mills 

Bldg. 

KE  2-4321 

El  Paso,  Texas 

3500  Physicians  Read 
Southwestern  Medicine 


TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  M.  D. 

DELPHIN  von  BRIESEN,  M.  D, 

HELEN  W.  ANDERSON,  M D. 

MEDICAL  CENTER 

1501  Arizona  Ave.  Phone:  KE  2-4689 

Building  No.  6 El  Paso.  Texas 


HARRY  H.  VARNER,  M.  D. 

LEIGH  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 

HERMAN  RICE,  M.  D. 

GENERAL  SURGERY 

Suite  5E  1501  Arizona  Ave. 

El  Paso  Medical  Center 

Phone  KE  2-6529  El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


50  5 5 north  thirty  fouRTH  STREET  phoenix,  Arizona  OTTO  L.  BENDHEIM,  M.  D.t  F.  A.  P.  A.,  Med.  Dir. 

CRestwood  7-7431 


PHOENIX  INSTITUTE  OF  NEUROLOGY  AND  PSYCHIATRY 

L_ . 
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Front  View  — Enclosed  Patio 


Sandia  Ranch  Sanatorium 

Rt.  4,  Box  4104  Phone  4-3273  Albuquerque,  New  Mexico 

Licensed  by  State  Health  Department  as  a Psychiatric  Hospital  of  50  Beds 
For  the  Care  and  Treatment  of  Nervous  or  Mental  Disorders 
VARIOUS  ACCEPTED  FORMS  OF  THERAPY  AVAILABLE 

OCCUPATIONAL  THERAPY  AND  OUTDOOR  ACTIVITIES 

CLINICAL  LABORATORY  AND  ELECTROENCEPHALOGRAM 
LIMITED  FACILITIES  FOR  DOMICILIARY  CARE 
Favorable  Year  Round  Climate  — 20  Acres  Landscaped  Grounds 

JOHN  W.  MYERS,  M.  D.,  Medical  Director 

ALAN  JACOBSON,  M.D.,  Psychiatrist  FRED  W.  LANGNER,  M.  D.,  Psychiatrist 


The  Clinic-Hospital  of  San 


D.  D.  WALL,  M.  D. 

Obstetrics  & Gynecology 

R.  M.  FINKS,  M.  D. 

Pediatrics 

M.  D.  KNIGHT,  M.  D. 

Surgery 


W.  H.  BRAUNS,  M.  D. 

Internal  Medicine 

ROY  E.  MOON,  M.  D. 

Obstetrics  & Gynecology 

CHAS.  F.  ENGELKING,  M.D. 

Ear,  Nose  and  Throat 

DALE  W.  HAYTER,  M.  D. 

Ophthalmology 


Angelo 


R.  A.  MORSE,  M.  D. 

Internal  Medicine 


RALPH  R.  CHASE,  M.  D. 

Pediatrics 


TOM  R.  HUNTER,  M.  D. 

Surgery 


Consultants  in  Radiology 

JOHN  E.  BALLARD,  M.  D. 
JOHN  G.  BOLEN,  M.  D. 
224-234  W.  Beauregard  Ave. 


Consultant  in  Pathology 

LLOYD  R.  HERSHBERGER,  M.  D. 

J.  B.  ADCOCK,  Administrator  San  Angelo,  Texas 


SJotef 

Slotef  S)ieu 

JJoiJ  School 

■Si iter  J 

School  of 

of  WJicat 

Sloipilat 

^Yjuriina 

Seclnoioyy 

the  Clock. 

EL  PASO,  TEXAS 

Fully  approved  by  the 
National  Nursing  Accrediting 
Service. 

Fully  Approved  by  the  American 
Medical  Association,  American 

Fully  Approved  by  the 

Applicants  May  Apply 

Society  of  Clinical  Pathologiiti, 

Joint  Commission  on  Accreditation 

To 

and  Registry  of  Medical  1 ech- 

of  Hospitals. 

Sister  Mildred  Mary,  Director 

nologists. 

Latest  Facilities  For  All  Services. 

EL  PASO,  TEXAS 

EL  PASO,  TEXAS 

Emergency  Service  Around 
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□ARICOIM  tablets 

OXYPHENCYCLIMINE  HYDROCHLORIDE 

POTENT  ANTICHOLINERGIC  ACTION 

curbs  secretion  when  excessive 
normalizes  motility  when  overactive 

Activity  appears  to  be  restricted  to  the  desired  site  of  action. 
Predictable  therapeutic  response  in  refractory  cases. 

Potency  and  Prolonged  Duration  of  Action 
10  mg.  b.i.d.  Average  Dose  • Supplied  as: 

10  mg.  white,  scored  tablets 


References:  1.  Finkelstein,  Murray:  Journal  of 
Pharmacology  and  Experimental  Therapeutics,  in 
press.  2.Winkelstein,Asher:  Paper  in  preparation. 
'Trademark 


Science  for  the  world's  well-being 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 


68 


SOUTHWESTERN  MEDICINE 


\k 


Southwestern  Physicians’  Directory 


OVERTON  CLINIC 

300  Hughes  Building  PAMPA,  TEXAS 

WATTS  CLINIC 
AND  HOSPITAL 

• 

M.  C.  Overton,  Jr.,  M.  D. 

MEDICINE 

Surgery  and  Gynecology 

Warren  Hall,  M.  D. 

E.  S.  Williams,  M.  D. 

Pediatrics  and  Obstetrics 

Certified  by  American  Board  of  Internal 
Medicine 

J.  R.  Donaldson,  M.  D. 

J.  N.  Byrd,  Jr.,  M.D.,  A.A.G.P. 

Surgery 

• 

G.  R.  Hrdlicka,  M.  D. 

SURGERY 

Radiology 

Randolph  E.  Watts,  M.  D.,  F.  I.  C.  S. 

C.  M.  Lang,  M.  D. 

Surgery 

R.  W.  Moore,  M.  D. 

Internal  Medicine 

John  B.  Spriggs,  M.  D.,  F.  A.  C.  S. 

Diplomate,  American  Board  of  Surgery 
Member  of  the  American  Hospital  Association 

G.  W.  Scott,  M.  D. 

PHONE  1550 

General  Medicine 

500  E.  18th  Silver  City,  N.  M. 

DUTTON 

PROFESSIONAL  X-RAY 

LABORATORY 

AND 

L.  O.  Dutton,  M.  D. 

CLINICAL  LABORATORY 

Frederick  Bornstein,  M.  D. 

507  Professional  Bldg.  • Phoenix,  Arizona 

Rita  L.  Don,  M.  D. 

PHONE  ALpine  3-4105 

J.  A.  Hancock,  Ph.  D. 

Now  Available  for  Physicians,  Hospitals 
and  Laboratories 

AND 

MEDICAL  CENTER  X-RAY 

AND 

CLINICAL  LABORATORY 

A COMPLETE  MEDJCAL 
LABORATORY  SERVICE 

1313  North  2nd  Street  • Phoenix,  Arizona 

PHONE  ALpine  8-3484 

In  addition  to  the  usual  procedures,  the  more 
complete  chemical  determinations  of  Protein 

DIAGNOSTIC  X-RAY  — X-RAY  THERAPY 
RADIUM  THERAPY  — CLINICAL  PATHOLOGY 
TISSUE  PATHOLOGY  —ELECTROCARDIOGRAPHY 
BASAL  METABOLISM 

Bound  Iodine,  Steroids,  etc.,  are  offered. 

Autopsy  procedures  with  special  attention  to 
medico-legal  aspects  are  available. 

R.  Lee  Foster,  M.  D.,  Director 
Martin  L.  List,  M.  D.,  Radiologist 
George  A.  Gentner,  M.  D.,  Radiologist 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.  D.,  Consultant  Pathologist 
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Southwestern  General  Hospital 

Approved  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

Member  Hospital: 

American  Hospital  Association 

Blue  Cross  of  Texas 

• 

Open  Staff 

COT  TON  AVENUE  AN  D ERIE  STREET  • EL  PASO,  TEXAS 


..."THE  DOCTORS'  MILK" 


Dr.  Ira  A.  Budwig  (center)  and  Dr.  Manuel  D 
Hornedo,  members  of  the  El  Paso  County  Medi- 
cal Milk  Commission,  with  Mr.  Harold  Tillman 
(left),  Chief  Sanitary  Engineer,  inspect  equip- 
ment at  Price’s  Certified  Milk  Unit. 


Doctors  know  that  Price’s  Certified  is  as  safe  and  pure  a milk  as  skill  and  care 
can  produce  — thanks  to  Price’s  rigid  standards  and  the  supervision  of  the  El 
Paso  County  Medical  Milk  Commission.  This  Commission,  appointed  by  the 
El  Paso  County  Medical  Society,  consists  of  Dr.  Ira  A.  Budwig,  chairman,  Dr. 
M.  D.  Hornedo,  and  Dr.  Basil  K.  Byrne.  The  Commission  sees  that  all  equip- 
ment, livestock,  personnel,  processes  and  the  finished  products  from  Price’s 
Certified  Milk  Unit  conform  to  the  nationally  prescribed  standards  for  Certified 
Milk. 


PRICE’S  CREAMERIES,  INC. 
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Serving  the  Southwest 

SOUTHWESTERN  MEDICINE 


A controlled  clinical  investigation  of 
Prostall  capsules  showed  effective  results 
as  follows: 

• Enlargement  reduced  92% 

• Nocturia  relieved 95% 

• Urgent  urination  relieved  81% 

• Frequency  urination  reduced-  73% 

• Discomfort  relieved  71% 

• Delayed  micturition  relieved ....  70% 

Prostall  capsules  contain  6 gr.  of  a mix- 
ture of  aminoacetic  acid  (glycine) . glutamic 
acid  and  alanine. 


The  value  of  this  medication  was  discovered 
accidentally  in  an  allergy  clinic.  A man  who 
was  being  treated  for  allergy  reported  that 
all  of  his  symptoms  caused  by  prostatic 
hypertrophy  disappeared.  This  result  was 
confirmed  by  three  investigators  in  many 
other  cases. 

The  recommended  dosage  is  2 Prostall  cap- 
sules three  times  a day  for  two  weeks,  there- 
after 1 capsule  three  times  daily.  The 
regimen  should  be  continued  for  a minimum 
of  three  months,  for  marked  improvement. 
Some  cases  need  continuous  therapy,  while 
others  require  it  periodically. 

Prostall  capsules  are  ethically  promoted. 
Supplied  in  bottles  of  100  and  250  capsules. 


PROSTALL 


k 


£{$&x£vsl  {p/wAtotixi  Jtwtafuf. 


Metabolic  Products  Corp. 

Little  Bldg.,  Boston  16,  Mass. 

Kindly  send  me  without  obligation: 

□ Professional  literature. 

□ Reprint  of  article  entitled  “Palliative  Treatment  of  Benign  Prostaic 
Hypertrophy.” 

Name 

Address 

City 


Zone. 


State. 
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WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

• 

Direct  Physician's  Phone  to 
Prescription  Department  — KE  3-2352 

FREE  DELIVERY 


UNIFORMS 

Doctors  • Nurses  • Interns  • Technicians 

Poplin,  Nylon,  Dacron 
White  and  Colors 

SURE-FIT  UNIFORM  CO. 

412  N.  Oregon  St.  KE  2-1374  El  Paso,  Texas 

RICHARD  E.  MARTIN 
MARTIN  MORTUARY 

Dial  KE  2-3691 

710  N.  Stanton  St.  El  Paso,  Texas 

Only  at  the  Popular  in  El  Paso  . . . 
Hickey  Freeman  Customized  Clothes 

POPULAR  DRY  GOODS  CO. 


For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service  I 


Ihe  uihlle  house 


IPs 

Sweeney’s 

★ 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  KE  3-4445— EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 

TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  St.  KE  3-0952  El  Paso,  Texas 

Nights  — Call  LO  5-0359,  or  LO  5-3060 

3500  Physicians  Read 
Southwestern  Medicine 


C.  G.  McDow  and  Son,  Props. 

Rio  Grande  Pharmacy 

419-421  South  Stanton  St.  KE  2-4473  El  Paso,  Texas 


Raster  & Maxon 

Funeral  Home 

El  Paso,  Texas  KE  2-3431 


We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

McKEE’S  PRESCRIPTION  PHARMACY 

107  East  San  Antonio  St.,  El  Paso 
Dial  KE  2-2693 


HARDING  ORR 

Funeral  Home 

EL  PASO,  TEXAS 

320  Montana  KE  3-1646 


MEDICAL  CENTER 
PHARMACY 


t? 

YOUR  PROFESSIONAL  PHARMACY 
1 IN  THE  NEW  MEDICAL  CENTER 

phone  2-6968-69 

1501  ARIZONA  ST.  EL  PASO.  TEXAS 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  12  Conveniently  Located  Stores 

EL  PASO,  TEXAS  YSLETA,  TEXAS 
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Give  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 


• Send  the  following  measurements:  from  level 
of  shoulders  to  tip  of  sacrum;  circumference  of 
pelvis  above  trochanters;  circumference  of  waist; 
height  and  weight. 

CHRISTOPHER'S 

BRACE  AND  LIMB  CO. 

2231  Montana  St. 

KE  2-9690  EL  PASO,  TEXAS 


SOUTHWEST  BLOOD  BANKS 


Federally  licensed  and  supervised  by  physicians  from  the  Southwest 
to  provide  Blood  and  Plasma  of  highest  quality  on  a 24-hour  basis. 

John  B.  Alsever,  M.D.,  General  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  ALBUQUERQUE 

710  Central  Ave.,  S.E.  — Telephone  7-9831 
H.  V.  Beighley,  M.D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  EL  PASO 

2325  Pershing  Drive  — Telephone  Keystone  3-4847 
L.  O.  Dutton,  M.D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  HOUSTON 

1112  Holman  St.  — Telephone  Capital  7-8239 
C.  C.  Shullenberger,  M.D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  LUBBOCK 

415  Avenue  R — Telephone  Porter  2-1450 
Harold  Warshaw,  M.D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  PHOENIX 

4 South  Twelfth  Avenue  — Telephone  Alpine  4-7264 
James  D.  Barger,  M.D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  SAN  ANTONIO 

112  Auditorium  Circle  — Telephone  Capital  5-2115 
Louis  J.  Manhoff,  Jr.,  M.D.,  Medical  Director 


-S ^outhweiteni  ^uryical 

^upplu  Co 


apply  Company 


EL  PASO 


Your  Complete  Source  in  The  Southwest  For  All  Ethical 
Medical  Equipment  and  Supplies 

ALBUQUERQUE 


PHOENIX 
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Exactly  how 

does  new  Halodrin*  restore  the 
"premenopausal  prime’’ 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these  are  the 
childbearing  years  between  puberty  and  menopause— the  years  when  her  hormone  production  is  highest. 

I he  inevitable  reduction  in  this  hormone  production  as  she  enters  the  menopause  often  results  in  physical 
discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity  of  other  symptoms  with  which 
you  are  familiar.  Superimposed  on  this  physical  picture  is  the  psychic  trauma  brought  on  by  this  unavoidable 
evidence  of  aging.  The  thing  that  brings  her  to  a physician  is  simply  that  she  “feels  bad.” 

You  can't  make  her  35  again— but  the  odds  are  good  that  you  can  make  her  feel  like  it!  The  secret  is  a 
combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the  former  defy  objective  analysis, 
but  the  latter  can  now  be  provided  with  scientific  precision.  Reduced  to  essentials,  here  is  the  explanation  ot 
exactly  how  hormones  — in  the  form  of  Upjohn’s  new  Halodrin  — restore  the  “premenopausal  prime.” 

The  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol,  estrone,  and 
estriol,  in  an  approximate  28-day  average  ratio  of  39:15:46.  Starting  with  this  urinary  excretion  of  estrogens, 
it  is  possible  to  calculate  backwards  and  estimate  the  amount  of  estradiol  that  must  have  been  secreted  endo- 
genously in  order  to  produce  these  urinary  levels.  This  is  possible  because  the  proportion  of  estrogens  which 
appears  in  the  urine  following  parenteral  administration  has  been  established  in  castrated  women. 

On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day  during  a 
menstrual  cycle,  and  80  micrograms  per  day  in  postmenopausal  women  (see  chart  opposite).  Therefore,  the 
restoration  of  the  “premenopausal  prime”  in  the  postmenopausal  woman  requires  the  replacement  of  approxi- 
mately the  equivalent  of  the  80  micrograms  of  estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  2%  times  as  potent  as  parenteral  estradiol.  Therefore,  the  replacement 
of  80  micrograms  of  endogenous  estradiol  production  per  day  is  accomplished  by  the  oral  administration 
of  32  to  40  micrograms  of  ethinyl  estradiol  per  day. 

Each  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the  recommended 
dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethinyl  estradiol.  This  offsets  the  loss  of  80  micrograms 
of  endogenous  estradiol  production  in  the  menopausal  woman;  i.e.,  restores  the  “premenopausal  prime.” 

Each  Halodrin  tablet  also  contains  1 mg.  of  Upjohn-developed  Halotestin*  (fluoxymesterone)  — the  most 
potent  oral  androgen  known.  The  primary  purpose  is  to  “buffer”  the  ethinyl  estradiol  just  enough  to  prevent 
breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause.  It  also  exerts  other  beneficial  hor- 
monal effects,  one  of  which,  in  common  with  ethinyl  estradiol,  is  a powerful  anabolic  action  so  desirable  in 
patients  of  advanced  years.  Kn" 


fTMAOEMARK,  REQ.  U.S.  PAT.  OFF. 


COPYRIGHT  1958,  THE  UPJOHN  COMPANY 


Estradiol  meg./ 24  hrs. 


Endogenous  estrogen  secretion  (meg./ 24  hours) 
(calculated  from  average  24-hour  urinary  excretion 
of  estradiol,  estrone,  and  estriol) 


NOSE  DROPS 

For  quick,  effective  relief  of 
nasal  congestion 

Safe  for  both  children  and  adults, 
Rhinall  Nose  Drops  are  pleasant  to  use, 
provide  ventilation  and  drainage  with- 
out irritation  of  the  ciliated  epithelium. 

• no  burning  or  irritation 

• no  risk  of  sensitization 

• no  bad  taste  or  after  reactions 

SUPPLIED:  one-ounce  dropper  bottle; 

V2-ounce  plastic  spray  bottle. 


Contains: 

Phenylephrine  Hydrochloride  0.15% 
"Propadrine"  Hydrochloride  0.3% 
in  an  isotonic  saline  menstruum 


RHINOPTO  COMPAN 

3905  Cedar  Springs 
Dallas,  Texas 


KASTOFF 


me  madem 
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KASTOFF  ...  the  new  way  to  remove  casts 
quickly,  painlessly,  safely.  NOW  . . . with 
the  KASTOFF  method  even  your  technician 
can  easily  remove  casts  of  the  hardest 
materials  without  producing  the  fear,  cuts, 
or  burns  among  your  patients  of  old  fash- 
ioned cast  removal  methods. 

KASTOFF  comes  complete  with  turning 
clips  and  one  dozen  wires  at  $27.00, 
with  additional  wires  and  clips  for  $9.50 
per  dozen.  Write  for  illustrated  booklet 
outlining  the  use  of  KASTOFF.  Names  of 
successful  users  of  KASTOFF  will  be 
furnished  upon  request. 

Call  your  surgical  supply  man  or  write: 

KASTOFF 

P.  O.  BOX  8 7 8 2,  DALLAS  16,  TEXAS 


/ 


\T7f 


★ QUICKLY 

★ ECONOMICALLY 

★ EASILY 

★ PAINLESSLY 

★ SAFELY 

Use  Kasloff  on 
your  next  cast. 

You  and  your 
patient  will  be 
glad  you  did. 


IDL 


PRICE 

COMPLETE 

$27<>q 

WIRES  PER 
DOZEN 

9.50 
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The  prompt  and  off  retire  clearing 

organisms  amt  pyuria  that  /ran 

obtained  in  thin  series  and  in  a previous 

one  with  (Jantrinin  , / , 

p l US  the  dramatic 

relief  of  bladder  and  urethral  .symptoms 
which  ran  be  attributed  to  the  [phenyt  azo- 
diamino-pyridine IJCIJ  indicated  to  an  that 

^/L&O  (id  II  f I ISill  is  an  idea t 


compound  for  /me  in  common  win  ary  tract 
infections  that  /re  nee  from  day 
to  day  in  the  practice  of  urology. 

The  synchronized  therapy  provided  by  Azo  Gantrisin  is  highly  effective  against  infections  carried 
by  the  blood  stream  and  the  urine.  Valuable  also  in  prophylaxis  before  and  after  cystoscopy, 
catheterization  and  urologic  surgery.  *F.  k.  Garvey  and  J.  M.  Lancaster,  North  Carolina  M. 18: 78,  1957. 

GANTRISIN®  Brand  of  sulfisoxazole 
ROCHE— Reg.  U.S.  Pat.  Off. 

ROCHE  LABORATORIES  * Division  of  Hoffnmnn-La  Roche  Inc  • NutleylO  • N.J. 
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FOR  VOUR  RSTHmmritS 

NOTHING  IS  OUICKER  . NOTHING  IS  MORE  EFFECTIVE 

PREMICRONIZED  FOR 
OPTIMAL  EFFICACY 


Available  with 
either  epinephrine 
or  isoproterenol 


Medihaler-EPP 

Epinephrine  hitartrate,  7.0  rag.  per  cc., 
suspended  in  inert,  nontoxic  aerosol  vehicle. 
Contains  no  alcohol.  Each  measured  dose 
contains  0.15  mg.  epinephrine. 


I 


Medihaler-ISCy 


Isoproterenol  sulfate,  2.0  mg.  per  cc., 
suspended  in  inert,  nontoxic  aerosol  vehicle. 
Contains  no  alcohol.  Each  measured 
dose  contains  0.06  mg.  isoproterenol.  Riker 

NOTABLY  SAFE  ANO  EFFECTIVE  FOR  CHILDREN,  TOO. 


Norlhridge, 

Californio 
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automatically  measured- dose  aerosol  medications 

Nonbreakable  • Shatterproof  • Spillproof  • Leakproof 
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COMPLETE  CONTENTS  ON  PAGE  94 


fights 

infection  pain 

congestion 


v-kor:.  . new  three-layered  tablet  provides  rapid  relief  in  respiratory  infections 

1.  to  fight  infection — V-Cillin  K®  quickly  and  surely  produces  higher  blood  levels 
than  any  other  oral  penicillin. 

2.  to  relieve  congestion — Co-Pyronil™  affords  rapid  and  prolonged  antihistaminic 
action  plus  vasoconstriction. 

3.  to  control  fever  and  pain — A.S.A.®  Compound  provides  proved  analgesic  and 
antipyretic  action. 

Dosage:  Two  V-Kor  tablets  contain  the  usual  therapeutic  dose  for  adults.  Repeat  every 
six  or  eight  hours. 

Supplied:  In  attractive  green-white-yellow,  three-layered  tablets. 

V-Kor ™ ( penicillin  V potassium  compound , Lilly)  • V-Cillin  K®  ( penicillin  V potassium , Lilly)  • Co-PyronilTK 
( pyrrobutamine  compound , Lilly)  • A.S.A.®  Compound  ( acetylsalicylic  acid  and  acetophenetidin  compound , Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


I 


In 

smooth 
muscle 
spasm . . . 


• controls 

stress 

• relieves 

distress 


Pro-Banthine‘ with  Dartal’ 


Pro-Ban  thine— 

unexcelled  for  relief  of  cholinergic  spasm  — 
has  been  combined  with 

Dartal— 

new,  well-tolerated  agent  for  stabilizing  emotions— 
to  provide  you  with 

Pro-Banthine  with  Dartal— 

for  more  specific  control  of  functional  gastrointestinal 
disorders,  especially  those  aggravated  by  emotional 
tension. 


Specific  Clinical  Applications:  Functional  gastroin- 
testinal disturbances,  pylorospasm,  peptic  ulcer,  gas- 
tritis, spastic  colon  (irritable  bowel), biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  containing  15  mg. 
of  Pro-Banthlne  (brand  of  propantheline  bromide) 
and  5 mg.  of  Dartal  (brand  of  thiopropazate  dihydro- 
chloride). G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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Providence  Memorial  Hospital 

The  Modern  Hospital  of  the  Southwest 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
ISOTOPE  THERAPY  AND  STUDIES  COBALT  60  ROTATIONAL  TELETHERAPY  UNIT 

OUTSTANDING  CHEMISTRY  LABORATORY 

FACILITIES  FOR  PSYCHIATRIC  THERAPY  ELECTROENCEPHALOGRAPHIC  LABORATORY 

2001  North  Oregon  Street  • El  Paso,  Texas 
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for 
colds 
of 

every 
description 


inclusive 

prescription 


CORICIDIN’  FORTE 


iricidin  Forte 

IMETON®  Mai 
mpyridai 
flamide 


line  hydrochlori 
jsule  q.  4-6. 
lottles  of  100  and  10C 


CAP  SULES 


4 mg. 

.0.19  Gm. 
.0.13  Gm. 
. . .30  mg. 
...  50  mg. 
. .1.25  mg. 


fG  CORPORATION  • BLOO] 
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dMERCK  SHARP  & DOHME 
Division  of  Merck  & Co.,  Inc.  • Philadelphia  1,  Pa. 


RATIONALE 

"It  appears  that  there  is  now  available  in 
chlorothiazide  a drug  which  is  a specific 
antagonist  to  the  abnormal  sodium 
metabolism  seen  in  the  vast  majority  of 
hypertensive  patients.  The  use  of  this  agent 
[DIURIL]  may  stand  the  test  of  time  as  the 
most  vital  and  specific  weapon  in  the 
treatment  of  a relatively  non-specific  disease 
in  which  the  only  specific  abnormality  known 

is  one  of  sodium  metabolism 

Chlorothiazide  now  appears  to  be  the  drug  of 
choice  when  initiating  therapy  in  the 
average  hypertensive  patient.” 

Reinhardt,  D.  J.: 

Delaware  State  Med.  J.  30:1,  January  1958. 

RESULTS 

"We  have  presented  a group  of  48  patients 
previously  treated  with  a variety  of 
antihypertensive  agents.”  “Upon  the  addition 
of  chlorothiazide  to  their  regimens,  there 
was  realized  an  additional  blood  pressure 
lowering  effect  of  23  mm.  systolic  and 
11  mm.  diastolic.” 

Bunn,  W.  H.,  Jr. : 

Ohio  State  Med.  J.  54:1168,  September  1958. 

MINIMAL  SIDE  EFFECTS 

“There  is  an  extremely  wide  range  between 
therapeutic  and  toxic  dosage,  and  no 
significant  side  effects  and  no  sensitivity  to 
the  drug  as  yet  have  been  observed.” 

Herrmann,  G.  R.,  Hejtmancik,  M.  R.,  Graham,  R.  N. 
and  Marburger,  R.  C.: 

Texas  State  J.  Med.  54:639,  September  1958. 

dosage:  one  250  mg.  tablet  DIURIL  b.i.d.  to  one 
500  mg.  tablet  DIURIL  t.i.d. 

supplied:  250  mg.  and  500  mg.  scored  tablets  DIURIL 
(Chlorothiazide)  bottles  of  100  and  1000. 

DIURIl  3 trademark  of  Merck  & Co.,  Inc. 

© 1959  Merck  & Co.,  INC 
Trademarks  outside  the  U.S.: 

CHLOTRIOE,  CIOTRIDE,  SAIURIC. 


The 

HOUSE-CALL 

ANTIBIOTIC 


Effectiveness  demonstrated  in  more 
than  6,000,000  patients  since 
original  product  introduction  (1956) 


Extremely  wide  range  of  action  is 
particularly  reassuring  when  culture  and 
sensitivity  testing  is  impractical 


COS  i 

More  than  90  clinical  references  attest  to  superior! 
effectiveness  of  Cosa-Signemycin  (Signemycin).  Biblio 
and  professional  information  booklet  available  on  r 


Science  for  the  world's  wel 
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SIONE  MYCIN 

GLUCOSAMINE-POTENTIATED  TETRACYCLINE  WITH  TRIACETYLOLEANDOMYCIN 

capsules  • oral  suspension  • pediatric  drops 

PIZER  LABORATORIES 

vision,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
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Whether  the  response  in 

acute  skeletal 
muscle  spasm 

is  manned 
ftvtotottocect  "* 
"exceMmt"3 

or 


it  all  adds  up  to 


94.4%  beneficial 
results  with 


In  the  comparatively  short  period  since  its  introductio 
Robaxin  has  become  the  leader  in  prescription 
preference  for  skeletal  muscle  relaxation,  because: 

• It  is  highly  potent— and  long  acting.1,2 

• It  is  relatively  free  of  adverse  side  effects.1, 2,4,5 

• In  ordinary  dosage,  it  does  not  reduce  normal  muscle 
strength  or  reflex  activity.1 

Robaxin’s  outstanding  effectiveness  is  authenticated  by  the  results 
of  five  recent  clinical  studies  in  which  it  was  administered  to 
198  patients.1’2,3,4,6  Good  results  were  reported  in  80.3%  of  the  patients 
and  moderate  results  in  14.1%— or  an  over-all  beneficial  effect 
in  94.4%.  Conditions  treated  included  spasm  secondary  to  trauma, 
ligamentous  strains,  herniated  disc,  torticollis,  whiplash  injury, 
contusions,  fractures,  fibromyositis,  acute  myalgic  disorders, 
and  skeletal  muscle  spasms  afflicting  industrial  workers. 

Supply:  Robaxin  Tablets,  0.5  Gm.  (white,  scored)  in  bottles  of  50. 

References: 

1.  Carpenter,  E.  B.:  Southern  M.  J.  51:627,  1958.  2.  Forsyth,  H.  E:  J.A.M.A. 

167:163,  1958.  3.  O’Doherty,  D.  S.,  and  Shields,  C.  D. : J.A.M.A.  167:160,  1958. 

4.  Park,  H.  W.:  J.A.M.A.  167:168,  1958.  5.  Plumb,  C.  S.:  Journal-Lancet  78:531,  1958. 


Methocarbamol  Robins,  U.S.  Pat.  No.  2770649 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 
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A controlled  clinical  investigation  of 
Prostall  capsules  showed  effective  results 
as  follows: 

• Enlargement  reduced  92% 

• Nocturia  relieved  95% 

• Urgent  urination  relieved  81% 

• Frequency  urination  reduced.  73% 

• Discomfort  relieved  71% 

• Delayed  micturition  relieved  70% 

Prostall  capsules  contain  6 gr.  of  a mix- 
ture of  aminoacetic  acid  (glycine) . glutamic 
acid  and  alanine. 


The  value  of  this  medication  was  discovered 
accidentally  in  an  allergy  clinic.  A man  who 
was  being  treated  for  allergy  reported  that 
all  of  his  symptoms  caused  by  prostatic 
hypertrophy  disappeared.  This  result  was 
confirmed  by  three  investigators  in  many 
other  cases. 

The  recommended  dosage  is  2 Prostall  cap- 
sules three  times  a day  for  two  weeks,  there- 
after 1 capsule  three  times  daily.  The 
regimen  should  be  continued  for  a minimum 
of  three  months,  for  marked  improvement. 
Some  cases  need  continuous  therapy,  while 
others  require  it  periodically. 

Prostall  capsules  are  ethically  promoted. 
Supplied  in  bottles  of  100  and  250  capsules. 


PROSTALL 


Sfffl&dtwsL  PJwJdxrtic,  Jfwuzfu^ 
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Metabolic  Products  Corp. 

Little  Bldg.,  Boston  16,  Mass. 

Kindly  send  me  without  obligation: 

□ Professional  literature. 

□ Reprint  of  The  Clinical  Report. 


SWM-2 


Name 

Address 

City Zone State. 
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for  fever  and  pain  / in  infants  and  children 


/ 

i 


i 

i 


syrup  • drops 

brings  relief  quickly . . . conveniently 


safe 

well  tolerated 

easy  to  give 

tastes  good 


Mead  Johnson 

Symbol  of  service  in  medicine 


TE603 


When  congestion  is  relieved  and  drainage  established,  sinus  head- 
aches often  disappear  like  magic. 

Clinical  reports  from  numerous  physicians  confirm  the  value  of 
Iodo-Niacin  for  palliative  treatment  of  sinusitis.  The  efficacy  of 
iodides  in  liquefying  tenacious  mucopurulent  accumulations  is  well 
established1. 


Iodo-Niacin*  is  the  iodide  preparation  which  can  be  given  in  full 
dosage  for  a year  or  longer  without  iodism  or  untoward  effects-. 
It  contains  potassium  iodide  214  gr.  (135  mg.)  and  niacinamide 

hydroiodide  % gr.  (25  mg.),  slosol  coated 
pink.  The  recommended  dose  is  2 tablets 
three  times  daily. 

For  emergency  intramuscular  or  intrave- 
nous use,  Iodo-Niacin  ampuls  have  been 
found  safe  and  effective3. 


CHEMICAL  COMPANY 

3721-27  Laclede  Ave.,  St.  Louis  6,  Mo. 


*U.S.  Patent  Pending 


1.  Remington's  Practice  of  Phar- 
macy, 11th  ed.,  1956,  p.  471. 

2.  Am.  ].  Digest.  Dis.  22:5,  1955. 

3.  Med.  Times  84:741,  1956. 


i Write  for  professional  samples  and  literature 

j Cole  Chemical  Company  SWM — 2 

3721-27  Laclede  Ave.,  St.  Louis  8,  Mo. 

| Gentlemen:  Please  send  me  professional  literature  and  samples  of  iodo-niacin. 
doctor 

j STREET 

I CITY ZONE STATE 
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You  wouldn’t  know  it , 
but  I’m  teething.” 


all  the  comfort  a mother  can  give 
to  tots  with  teething  discomfort, 
colds,  postinoculation  reactions, 

pruritic  conditions 


clro  ppe)  ■- adm  in  iste  red 


. u,/  -uurrtcuLdt  vt  eu 

Corilin 


. m 


ms m 


mmm 


INFANT  LIQUID 

takes  the  f uss  out  of  a fussy  situation 


Antihistaminic-analgesic-antipyretic  preparation,  with  pleasing 
raspberry  flavor.  Each  cc.  of  solution  contains  0.75  mg. 
Chlor-Trimeton  " Maleate  (chlorprophenpyridamine  maleate), 
80  mg.  sodium  salicylate  and  25  mg.  glycine. 

Available  in  30  cc.  bottle  with  calibrated  plastic  dropper. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


* T . M . 
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Prevention  of  Pulmonary  Hyaline  Membrane;  Results  of  a Study  Page  117 

By  Jack  Curry  Redman,  M.D.,  A.A.G.P.,  Albuquerque 

lodo-Niacin  in  Treatment  of  Sinusitis,  Bronchitis  and  Otitis  Page  120 

By  James  N.  Adams,  M.D.,  Longview,  Texas 

Aphorisms  and  Memorabilia  — Miscellaneous  Truths  and  Concepts  Page  122 

Edited  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  N.  M. 

Monthly  Clinical  Pathological  Conference  of  El  Paso  General  Hospital  Page  123 

Frederick  P.  Bornstein,  M.D.,  Editor 
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: 


orally 

administered 

for  plus 

decongestion  of  the 
respiratory  tract  mucosa... 

‘Sudafed’  combines  quick  relief  (15  to  30  minutes) 
with  gentle,  prolonged  action  (4  to  6 hours). 
Seldom  causes  central  stimulation. 


Jr  fi  f n|  **1  ® 1 

brand  Pseudoephedrine  Hydrochloride 


TABLETS 

30  mg.  sugar-coated 

60  mg.  scored 

| 

SYRUP 

30  mg.  per  5 cc. 
teaspoonful 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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it  may  be  perceived  in  various  forms — as  a work  of  art, 


a discovery,  an  idea,  or  an  achievement  of  scientific 
inquiry.  The  outward  form  is  incidental,  hut  the 
intrinsic  quality  is  readily  recognized.... 


To  partake  of  the  quality  of  greatness,  a therapeutic 
preparation  must  first  of  all  achieve  a degiee  of 
universality . . . the  cumulative  experience  of  thousands 
of  physicians  over  a period  of  many  years.  From 
this  experience,  then,  is  horn  that  unhesitating  confidence 
which  may  he  summed  up  in  the  term  “drug  of  choice. 


Gantrisin 

j^ROCHE  j-] 

ROCHE  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc  • Nutley  10  • N.J. 

ROCHE-Reg.  U.  S.  Pat.  Off.  GANTRISIN®- brand  of  sulfisox- 
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“Serpasil® 
has  two  special 
advantages 
in  hypertension,” 
say  physicians  in 
Syracuse 

In  Syracuse,  as  all  over  the  world,  phy- 
sicians turn  to  Serpasil  when  its  two 
special  effects  are  needed  for  better 
management  of  hypertension : 

1.  The  Central  Effect:  Serpasil  calms 
patients  who  are  frankly  anxious  or 
tense  as  well  as  hypertensive. 

2.  The  Bradycrotic  Effect:  The 
heart-slowing  effect  of  Serpasil  relieves 
the  tachycardia  that  so  often  accom- 
panies high  blood  pressure. 

These  facts  about  Serpasil  were  found 
in  reports  from  450  physicians  in  the 
U.  S.  (part  of  a world-wide  survey*) : 
74  per  cent  of  hyper-anxious  hyperten- 
sives treated  with  Serpasil  showed  ex- 
cellent or  good  over-all  response;  80 
per  cent  of  patients  with  tachycardia 
showed  excellent  or  good  response. 
When  marked  anxiety-tension  or  tachy- 
cardia are  part  of  the  hypertensive  pic- 
ture, Serpasil  can  help  your  patient  in 
more  ways  than  one. 

DOSAGE:  Average  initial  daily  dose,  0.5  mg.  with 
a range  of  0.1  to  1 mg.  Reduce  in  one  week  to 
0.25  mg.  or  less  daily  for  maintenance. 

SUPPLIED:  Tablets,  0.1  mg.,  0.25  mg.,  1 mg., 
2 mg.  and  4 mg.  Elixirs,  0.2  mg.  and  1 mg.  per 
4-ml.  teaspoon.  Samples  available  on  request. 

♦Complete  information  from  this  survey  will  be 
sent  on  request. 

SERPASIL®  (reserpine  ciba)  2/2532  ms 
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■ prompt,  aggressive 
antibiotic  action 
l a reliable  defense  against 
monilial  complications 


both  are  often  needed  when 
bacterial  infection  occurs 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world’s  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclin-V  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 


Capsules  (250  mg./ 250,000  u.),  bottles  of  16  and  100.  Half-strength  Capsules  (125  mg./ 125,000  u.),  bottles  of  16  and  100. 
Suspension  (125  mg./ 125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg./ 100,000  u.  per  cc.).  10  cc.  dropper  bottles. 


'mtsuclin'®.  ano  ’ntcostatih'®  AM  SQUIDS  TAAOCMAAKS 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 
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when  Those  Blues  in  the  Night  are  due  to  “Colic"  (5 


Barbicaine 

oral  antispasmodic-sedative 

offers  prompt  relief 

Barbicaine's  local  anesthetic  action  usually  brings 
prompt  symptomatic  relief  of  gastrointestinal  spasm 
. . . often  in  minutes. 


keeps  baby  comfortable  longer 

Barbicaine's  mild  sedative  action  prolongs  the  sys- 
temic relaxation  over  longer  periods  of  time. 

And  Barbicaine's  calibrated  plastic  drop-tip  bottle 
makes  it  easy  to  measure  accurately  when  mother 
adds  it  to  the  formula. 


For  Infants  under  20  lbs. 

20  to  30  lbs. 
30  to  40  lbs. 
For  Older  Children 


5 drops  q.i.d. 
10  drops  q.i.d. 
15  drops  q.i.d. 
20  drops  q.i.d. 


Each  cc.  of  Barbicaine  contains: 

Procaine  Hydrochloride,  U.  S.  P.  . 50  mg. 

Pentobarbital 4 mg. 

Phenobarbital,  U.S.  P 4 mg. 

Available  in  15  cc.  plastic  dropper-tip  vial. 


CUTTER  LABORATORIES  • Berkeley,  California 
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Hypotensive  Drugs 

By  Lester  C.  Feener,  M.D.,  F.A.C.P.,  El  Paso 


In  recent  years  new  drugs  which  really  reduce 
blood  pressure  have  become  universally  used. 
Prior  to  this  time  our  treatment  of  hypertension 
left  a great  deal  to  be  desired.  The  use  of  these 
drugs  is  not  particularly  intricate  when  individual- 
ized. However,  there  are  numerous  general  con- 
siderations which  must  be  investigated  prior  to  the 
treatment  of  any  hypertensive. 

Let  us  ask  ourselves  the  question  as  to  who 
should  be  treated  for  hypertension.  All  patients 
whose  diastolic  blood  pressure  remains  above 
ninety  millimeters  of  mercury  should  at  least  be 
investigated  and  considered  as  candidates  for 
treatment  until  the  necessity  for  treatment  has  not 
been  proven.  Here  it  well  may  be  said  that  the 
very  mild  cases  do  not  need  intensive  therapy. 

Perhaps  weight  reduction,  psychotherapy,  such 
drugs  as  sedatives,  especially  phenobarbital,  and 
tranquilizers  may,  at  least  at  the  beginning,  suf- 
fice insofar  as  therapeutic  procedure  is  concerned. 
The  old  conception  that  blood  pressure  was  “es- 
sential”, I believe,  has  been  disproven.  It  is  pos- 
sible that  hypertension  might  be  considered  to  be 
“essential”  in  advanced  renal  disease  where  the 
intraglomerular  pressure  is  exceedingly  high.  It 
might  be  better  if  the  term  “essential  hyperten- 
sion” were  discarded. 

Individualization 

While  cases  of  hypertension  have  factors  in  com- 
mon, its  treatment  must  be  individualized.  This 
individualization  requires  separate  evaluation  with 
each  patient.  This  evaluation  and  adequate  his- 

*Dr.  Feener  this  month  is  substituting  for  Dr.  Jack  A.  Bernard, 
regular  conductor  of  this  section. 
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tory  is  important.  The  physician  should  know  his 
patient.  He  should  know,  for  example,  the  type  of 
work  the  patient  does;  his  home  life;  and  factors 
contributing  to  any  emotional  instability  he  might 
have.  He  should  know  how  well  the  patient  is 
able  to  adjust  to  the  factors  themselves. 

The  physical  examination  must  be  complete  and 
have  adequate  laboratory  procedures  in  order  to 
evaluate  blood  vessel  structure.  The  blood  vessel 
structure  of  the  fundi,  kidneys,  coronary  vessels, 
and  cerebral  vessels  are  of  prime  importance. 
Stressing  again  individuality  in  the  treatment  for 
purposes  of  therapy,  it  becomes  evident  for  ex- 
ample, that  one  cannot  treat  an  arteriosclerotic 
patient,  say  70  years  old  or  more,  in  the  same 
manner  one  treats  the  younger  patient.  Indeed  in 
these  elderly  sclerotic  patients,  one  may  do  more 
harm  treating  the  patient,  especially  with  certain 
drugs,  than  good  by  blood  pressure  reduction. 
There  are  certain  elderly  patients  who  are  perhaps 
better  left  alone  with  a mild  or  moderate  degree 
of  hypertension. 

Special  consideration  must  be  given  to  the  pat- 
ient with  nitrogen  retention  due  to  renal  disease 
because  intensive  therapy  may  possibly  increase 
the  nitrogen  retention  and  even  cause  a renal  shut- 
down. Remember,  while  anti-hypertensive  therapy 
may  actually  reverse  to  some  degree  the  “strain  pat- 
tern” one  sees  on  the  electrocardiographic  tracing, 
the  therapy  may  actually  aggravate  the  anginoid 
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phenomena  one  sees  in  these  patients. 

For  example,  it  is  felt  by  many  that  ganglionic 
blocking  agents  are  contra-indicated  with  the 
anginoid  phenomena  present,  and  that  one  should 
treat  these  patients  with,  let  us  say,  rauwolfia, 
veratrum,  or  chlorothiaxide,  or  some  combination 
of  these  drugs. 

Blood  Pressure  Determination 

Let  us  consider  briefly  the  blood  pressure  de- 
termination itself.  It  must  be  realized  that  the 
patient  who  is  definitely  hypertensive  in  your  of- 
fice may  be  a normal  tensive  at  home.  As  one 
becomes  better  acquainted  with  the  patient,  it 
becomes  easier  to  determine  the  normal  for  that 
particular  patient.  Whether  some  member  of  the 
family  should  be  taught  to  take  blood  pressure 
determinations  in  all  cases  is  debatable. 

There  can  be  no  doubt  that  home  blood  pres- 
sure determinations  are  a necessity  in  cases  in 
which  ganglionic  blocking  agents  are  required. 


Since  the  advent  of  cholothiazide,  the  use  of  these 
agents  has  decreased;  hence  the  necessity  of  home 
blood  pressure  determinations  has  been  reduced 
proportionately. 

Usually  if  the  patient  is  not  hurried,  and  the 
patient  and  physician  approach  the  problem  at 
hand  in  a leisurely  and  friendly  manner,  blood 
pressure  determinations  can  be  made  adequately 
in  the  office.  It  must  be  admitted,  however,  that 
there  are  exceptions  to  this,  and  that  the  emotion- 
ally unstable  hypertensive  may  require  home  blood 
pressure  determinations  as  a therapeutic  guide. 

Lastly,  how  effective  are  anti-hypertensive 
drugs.  It  was  said  before  the  advent  of  chloro- 
thiazide, they  were  about  fifty  per  cent  effective. 
Since  the  introduction  of  chlorothiazide,  their  ef- 
fectiveness has  been  increased.  However,  there  are 
so  many  ancillary  factors  in  the  treatment  of  hy- 
pertension, that  the  percentage  evaluation  can 
never  attain  exactitude. 


Texas  Postgraduate  Meeting 
Scheduled  in  Fort  Stockton 


Obstetrics  and  Gynecology  will  be  the  subject 
of  a one-day  meeting  of  the  El  Paso  Division  of 
the  University  of  Texas  Postgraduate  School  of 
Medicine,  to  be  held  from  9 a.m.  to  4:30  p.m., 
Thursday,  February  12,  1959,  in  the  Community 
House  in  Fort  Stockton,  Texas. 


Physicians  from  West  Texas,  New  Mexico  and 
northern  Mexico  are  invited  to  attend.  Seven 
hours  of  credit  will  be  given.  Dr.  Ralph  H. 
Homan  of  El  Paso  is  Director  of  the  El  Paso 
Division. 

The  program  is  as  follows: 


8:30  - 9:00  a.m.  Registration 
9:00  - 9:50  a.m.  Functional  Uterine  Bleed- 

ing. Dr.  S.  Leight  Avner, 
El  Paso 


9:50  - 10:00  a.m.  Intermission 
10:00  - 10:50  a.m.  Practical  Points  in  Gyne- 
cological Pathology;  Dr. 
Charles  L.  Green,  El  Paso. 


10:50  - 11:40  a.m.  Endocrinology  in  Obste- 
trics and  Gynecology;  Dr. 
Harry  W.  Demarest,  El 
Paso 


1:00 


1:50 


2:40 

2:50 


3:40 


1:50  p.m.  Repeat  Cesarean  Section. 

Dr.  James  R.  Morgan, 
El  Paso 


2:40  p.m.  Minimal  Diagnostic  Sur- 
gery in  Infertility.  Dr.  Gray 
E.  Carpenter,  El  Paso. 

2:50  p.m.  Intermission 

3:40  p.m.  The  Management  of  Carci- 
noma of  the  Female  Geni- 
tal Tract;  Dr.  Felix  M. 
Rutledge,  Houston,  Texas. 


4:30  p.m. 


Reconstructive  Pelvic  Sur- 
gery. Dr.  Gilbert  Landis, 
El  Paso. 


(Each  lecture  is  to  be  forty  minutes  long,  followed 
by  a ten-minute  question  and  answer  period.) 
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VV.  Compere  Basom,  M.D.,  El  Paso,  Ortho paedic  Editor 


ORTHOPAEDIC  SURGERY  NOTES 


How  to  "Pin”  a Hip  and/or  Internally  "Fix"  an 
Intertrochanteric,  Subtrochanteric  or  Comminuted  Fracture 
of  the  Upper  Third  of  the  Femoral  Shaft 

Permission  was  granted  by  the  Journal  of  International  College  of  Surgeons  to  re-print 
the  following  illustrations  from  the  Journal  of  International  College  of  Surgeons,  Vol.XXV, 
No.  3,  Mar.  1956. 


Figure  2-A.  Reveals  the  skin  incision  to  ex- 
pose the  upper  femur.  This  incision  begins  at  the 
anterior  superior  spine.  It  curves  posteriorly  and 
inferiorly  over  the  posterior  aspect  of  the  greater 
trochanter  and  then  extends  distally. 

Figure  2-B.  Reveals  the  deep  fascia  incised. 
There  is  a translucent  membrane  which  con- 


nects this  fascia  to  the  trochanter.  If  this  is  di- 
vided at  the  area  where  the  retractor  is  shown, 
the  incision  can  be  extended  superiorly  and  some- 
what anteriorly  so  that  the  operator  can  easily 
identify  the  interval  between  the  gluteus  medius 
which  is  shown  in  the  upper  posterior  part  of  the 
incision  and  the  tensor  fasciae  latae  which  is  in 


Figure  2 — A,  B,  C,  D 
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the  anterior  part  of  the  incision;  and  the  femoral 
neck  covered  by  the  capsule  is  easily  exposed. 

Figure  2-C.  Reveals  the  incision  in  the  vastus 
lateralis  to  expose  the  trochanteric  region.  An 
opening  is  made  here  for  the  guide  pin  and  in- 
sertion of  the  nail.  This  incision  can  be  extended 
distally  as  far  as  desired  so  that  intertrochanteric 
fractures  can  be  fixed  in  this  manner  after  the 


Figure  3 — A,  B 

nail  has  been  inserted.  By  the  use  of  variable 
lengths  of  plates  the  fractures  of  the  subtrochan- 
teric and  upper  third  shaft  of  the  femur  can  be 
fixed. 

Figure  2-D.  Shows  the  capsule  incised  to  ex- 
pose the  femoral  neck  and  with  this  incision  a 


femoral  neck  fracture  can  be  easily  exposed.  This 
exposure  gives  the  operator  the  advantage  of  re- 
moving bits  of  infolded  periosteum  and  flakes  of 
cortical  bone  located  transversely  across  the  frac- 
ture site.  The  fracture  can  be  accurately  reduced. 
The  guide  pin  of  course  can  be  inserted  under 
direct  vision,  and  the  femoral  head  can  be  de- 
rotated  into  proper  position.  After  fixation  the 
fracture  site  can  be  tested.  It  is  amazing  how  many 
of  these  still  have  instability  following  excellent 
fixation.  With  these  cases  additional  fixation  such 
as  a piece  of  cortical  bone  through  a drill  hole 
across  the  fracture  site  can  be  utilized. 
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Figure  5- — A , B 


Figure  3-A.  Reveals  the  hole  made  in  the  bone 
and  a guide  pin  being  inserted  under  direct  vision 
by  the  use  of  a hand  chuck. 

Figure  3-B.  Reveals  the  various  lengths  ol 
stainless  steel  cannulated  Smith-Petersen  type 
nails.  These  nails  have  a serrated  head  to  fit  in  a 
serrated  well  to  the  trochanteric  plate. 

Figure  4-A.  Shows  the  fracture  reduced,  the 
plate  applied.  A bolt  used  for  connecting  the 
plate  to  the  nail  lies  just  distal  to  the  T-wrench 


used  for  tightening  the  bolt.  The  bolt  has  a guide 
pin  on  its  tip  which  easily  guides  it  into  proper 
position. 

Figure  4-B.  Shows  x-rays  of  an  anatomical 
study.  It  is  better  to  reduce  the  fracture,  then  ap- 
ply the  plate,  than  it  is  to  apply  the  plate  and 
then  have  the  plate  in  the  way  of  the  reduction. 
Also  the  plate  can  easily  be  put  into  the  distal 
part  of  the  wound  first  and  then  anchor  it  to  the 
nail.  In  that  way  the  soft  tissue  incision  and  ex- 
posure is  much  less  extensive. 


Figure  5 — A,  B,  C 
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Figure  6 


Figure  5-A,  B,  C.  Shows  extremely  com- 
minuted fracture  of  upper  third  of  left  femur. 
Lateral  before  surgery;  AP  and  lateral  after  sur- 
gery. 

Figure  5-A  & B.  Shows  flexed  lateral  view, 
before  and  after  surgery;  after  use  of  nail  plate 
apparatus.  (Courtesy  of  Dr.  Mario  Palafox) 

Figure  6.  Anteroposterior  film  of  fracture 
shown  in  Figure  5-A,  taken  three  months  after 
reduction  and  fixation. 

This  study  was  reported  in  Yearbook  of  Ortho- 
paedics and  Traumatic  Surgery  1956-57  Series, 
The  Yearbook  Publishers,  Inc.,  Dr.  Edward  L. 
Compere  the  Editor,  stated  that  many  failures  in 
the  treatment  of  comminuted  fractures  of  the 
upper  third  of  the  femoral  shaft  and  intertro- 
chanteric area  have  resulted  from  the  use  of  a 
plate  too  short  to  be  securely  attached  to  the  dis- 
tal intact  portion  of  the  femoral  shaft.  “The 
extra-long  plate  with  eight  or  more  screw  holes  or 
slots  does  give  excellent  fixation  for  maintaining 
reduction  and  alignment.” 


Communicable  Disease  Workshop 
Scheduled  in  Albuquerque 

A workshop  on  communicable  disease  control 
will  be  held  in  Albuquerque,  Apr.  7-9,  according 
to  announcement  by  Dr.  John  Mason  of  the  New 
Mexico  Health  Department.  The  workshop  will 
deal  primarily  with  operational  problems  of  com- 
municable disease  control  in  the  field,  and  all  in- 
terested public  health  workers  are  invited  to 
attend. 

The  U.  S.  Public  Health  Service  Communicable 
Disease  Center  in  conjunction  with  the  state  di- 
vision will  present  the  workshop  with  the  follow- 
ing topics  to  be  discussed:  enteric  infections,  food 
poisoning,  diphtheria,  encephalitis,  tuberculosis, 
venereal  diseases,  infectious  hepatitis,  staphylo- 
coccal infections  in  hospitals,  polio,  streptococcal 
infections  and  rheumatic  fever,  rabies  control  and 
the  handling  of  animal  bites,  and  immunization 
procedures. 

The  workshop  has  been  timed  to  follow  the 
annual  meeting  of  the  New  Mexico  Public  Health 
Association  which  will  be  held  in  Albuquerque, 
Apr.  6 & 7. 


Coming  Meetings 

University  of  Texas  Postgraduate  School  of 
Medicine,  Temple  Division,  Seventh  Postgraduate 
Conference  in  Medicine  and  Surgery,  sponsored 
by  Scott,  Sherwood  and  Brindley  Foundation, 
Temple,  Tex.,  Mar.  2-45  1 959. 

University  of  Colorado  Medical  Center,  Denver, 
Colo.,  Postgraduate  Course,  Medical  Technology, 
Mar.  16-21,  1959. 

Biennial  Western  Conference  on  Anesthesiology. 
Approved  for  24  hours  Category  II  Credit, 
A.A.G.P.  Westward  Ho  Hotel,  Phoenix,  Apr.  1-4, 
1959.  For  information  write  to  Boyden  L.  Crouch, 
M.D.,  301  W.  McDowell  Road,  Phoenix,  Ariz. 

The  Arizona  Medical  Association,  68th  Annual 
Meeting,  San  Marcos  Hotel,  Chandler,  Ariz., 
April  29-May  2.  Friday,  May  1,  has  been  desig- 
nated as  Medical  Education  Day. 

New  Mexico  Medical  Society,  annual  meeting, 
Las  Cruces,  N.  Mex.,  May  5-7,  1959. 

Southwest  Obstetrical  and  Gynecological  So- 
ciety, Annual  Meeting,  El  Mirador  Hotel,  Palm 
Springs,  Calif.,  Nov.  2 and  3,  1959. 

Southwestern  Medical  Association,  Annual 
Meeting,  Roswell,  N.  M.,  Nov.  5-7,  1959. 


104 


SOUTHWESTERN  MEDICINE 


The  Management  of  Respiratory  Allergy" 

By  George  S.  Richardson,  M.D.,  Roswell,  N.M. 


This  subject  is  undoubtedly  one  of  considerable 
controversy  and,  judging  from  my  experience  with 
some  of  the  end-results  of  respiratory  allergies,  of 
considerable  import.  It  is  a difficult  subject  to 
cover  adequately.  A patient  is  sometimes  equally 
difficult  to  manage  or  benefit. 

James1  states  that  Bostock  of  Guy’s  Hospital 
wrote  the  first  treatise  on  “Hay  Fever’’  under  the 
title  of  “Summer  Catarrh’  in  1828.  He  also 
quotes  the  interesting  work  of  Leavitt  on  5,000 
inmates  of  mental  institutions  and  epileptics  with 
no  trace  of  asthma  being  found  in  that  number. 
James  feels  that  intellectuals  are  affected  more 
frequently  than  working  people,  particularly  those 
who  do  hard  physical  work.  This  factor  is  un- 
doubtedly corroborated  in  our  own  daily  practice 
to  some  degree. 

James  further  quotes  Vaughn’s  figures  that  10 
per  cent  of  Americans  are  frankly  allergic  and  that 
50  per  cent  of  us  give  some  history  of  transient 
episodes  of  allergy.  An  interesting  old  Latin  pro- 
verb. “Quod  cibus  est  aliis,  aliis,  est  atre  vene- 
num”  (“What  is  food  to  some  is  black  poison  to 
others.”)  is  borrowed  for  this  paper.  Hilsinger- 
quotes  a table  by  Vaughn  and  Black  showing  that 
between  three  and  four  per  cent  of  an  entire  com- 
munity of  508  persons  suffered  from  asthma  in 
their  study. 

For  The  Record 

For  the  purpose  of  the  record  we  shall  con- 
sider nasal  congestion,  pharyngitis,  laryngitis, 
tracheo-bronchitis,  certain  atypical  pneumonias 
and  asthma  as  being  definite  forms  of  respiratory 
allergy.  I have  never  been  able  to  distinguish  an 
intrinsic  asthma  from  the  other  types.  Despite  the 
feeling  in  certain  quarters  that  emphysema  is  a 

^Delivered  at  Southern  New  Mexico  Clinical  Meeting,  Artesia, 
November  23,  1958. 

FEBRUARY,  1959 


definite  clinical  entity,  one  wonders  at  times  if 
this  and  certain  other  pathological  entities  are  not 
the  sequelae  of  the  asthma. 

It  is  my  feeling  that  the  management  of  res- 
piratory allergy  depends  upon  two  things.  They 
are  early  recognition  and  the  institution  of  meas- 
ures of  desensitization  to  or  removal  of  the  of- 
fending allergen. 

In  all  instances  the  cure  is  not  effected  this 
simply  and  the  removal  of  the  offending  allergen 
is  often  difficult.  The  pediatrician  and  the  oto- 
laryngologist, of  the  specialties,  are  first  to  see  the 
bulk  of  allergies.  The  general  practitioner  sees  all 
types  first. 

Everyone  Allergic 

One  wonders  where  all  of  this  allergy  was 
twenty  years  ago.  Allergy,  or  the  tendency  toward 
allergy  follows  Mendelian  laws.  The  growth  of 
our  population,  as  it  currently  progresses  (some- 
thing like  the  current  stock  market),  will  result 
in  a population  at  one  phase  in  which  all  mem- 
bers of  society  are  allergic. 

At  present  we  can  say  that  the  newborn  babe 
who  wheezes  after  nursing  has  been  sensitized  as 
a fetus  through  the  mother  and  is  probably  our 
first  asthmatic.  The  great  bulk  of  allergies  may- 
be in  relation  to  feeding  problems  as  new  foods 
are  added  to  the  diet.  Eighty  per  cent  of  allergies 
in  children  are  probably  the  same  as  their  par- 
ents, and  all  of  these  may  be  the  same  because 
of  the  eating  habits  in  the  family. 

In  the  first  nine  months  of  life  one  sees  eczemas, 
colic  and  diarrheas.  These  may  be  due  to  dust 
and  foods,  but  the  habit  of  using  a food  addition 
meal  after  meal  is  a prime  cause  for  trouble.  Be- 
tween the  ages  of  twelve  to  eighteen  months  we 
have  more  asthmas.  Patients  do  not  have  to  be  a 
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certain  age  before  they  can  be  sensitive  to  speci- 
fic inhalants.  The  marasmic  baby  may  be  sensi- 
tive to  dust.  The  age  of  six  to  ten  years  include 
the  patients  breaking  down  to  foods  while  the 
twelve  to  fifteen  year  olds  include  the  pollen 
sensitive.  These  last  are  the  ones  who  “grew  out 
of  their  trouble”.  Adults  break  down  in  their  late 
thirties  or  early  forties  and  develop  clinical  aller- 
gies for  the  first  time — for  as  yet  some  unknown 
reason. 

It  is  felt  in  certain  quarters  that  the  infants 
with  eczema  become  your  hay  fever  and  asth- 
matic patients.  Rinkel3  has  stated  that  his  oldest 
proven  allergy  patient  is  eighty-four  years  of  age. 
This  is  a reasonable  concept.  Imagine  eating  the 
same  old  breakfast  for  eighty-four  years  without 
trouble!  For  those  who  include  the  “nerves”  in 
the  etiology,  the  morning  newspaper  is  filled  with 
much  cause  for  “soul  searching”. 

We  are  primarily  concerned  here  with  pollen 
inhalants,  the  non-pollen  inhalants  (dust,  animal 
danders  and  mold  spores)  and  food  allergens. 
They  may  act  singly  or  concomitantly.  They  are 
affected  by  thermal  sensitizations.  Some  of  the 
non-pollen  inhalants  are  removed  as  simply  as 
taking  pet  skunks,  for  example,  out  of  the  house. 

The  pathology  of  all  allergy  consists  of  ( 1 ) 
smooth  muscle  spasm,  (2)  increased  capillary 
permeability  and  edema  and  (3)  eosinophilia.  The 
absence  of  eosinophilia,  whether  in  peripheral 
blood  or  nesal  smear,  is  certainly  no  real  diagnos- 
tic criterion  for  saying  that  no  allergy  exists.  And, 
knowing  this  basic  pathology,  one  may  under- 
stand the  physiology  or  pathologic  physiology  of 
the  symptoms  which  confront  the  examining  phy- 
sician who  sees  a severe  allergic  individual.  Your 
tight  watch  bands  this  morning  which  progres- 
sively get  tighter  as  the  day  progresses  may  indi- 
cate that  you  have  eaten  well — if  not  wisely. 

Primary  Request 

One  does  not  ask  that  you  go  “whole  hog”  for 
this  subject  of  allergy  but  primarily  asks  that  you 
consider  allergy  in  your  differential  diagnosis  and 
rule  out  everything  else  from  ulcer  crater  to  rec- 
tal polyp.  As  an  example,  it  would  be  devious  to 
test  the  urine  of  all  asthmatics  with  the  qualita- 
tive test  for  5 hydroxy-indoleacetic  acid  (5  HIAA) 
as  described  by  Udenfriend4  for  the  carcinoid  syn- 
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drome.  The  magnitude  of  the  task  confronting 
medicine  is  hard  to  comprehend  but  demands 
more  than  skepticism  or  actual  disbelief  by  the 
best  of  our  profession. 

Remember  the  specificity  of  the  shock  organ — 
the  organ  or  tissue  in  which  reaction  occurs.  It 
can  be  highly  localized — left  upper  lid  to  dorsum 
of  the  right  foot.  Aside  from  the  respiratory 
phase,  one  old  lady  from  Artesia  has  been  recent- 
ly seen  who  had  a trigeminal  neuralgia  handled 
by  alcohol  injection  with  good  and  lasting  relief. 
Her  recurrences  have  been  handled  with  fraction- 
al house  dust  treatment  and  this  appeals  to  me 
more  than  the  alcohol  treatment. 

One  must  continually  take  a good  history.  This 
is  the  basis  for  good  medicine  and  a “good”  phy- 
sician. One  must  not,  in  considering  the  allergy, 
believe  the  individual,  who  gets  up  in  the  morning 
and  spits,  sneezes  and  coughs,  particularly  sensi- 
tive to  her  kitchen  nor  his  shaving  cream.  This, 
as  Rinkel  states,  is  simply  the  sum  total  of  yester- 
day’s allergic  insults. 

Dust  and  Mold  Spore 

Patients  in  the  dust  and  minor  mold  spore 
category  are  fixed  there  by  certain  characteristic 
symptoms.  The  dust-sensitive  patient  is  worse  in- 
side the  house  and  better  outside.  He  flares  ten 
to  thirty  minutes  after  retiring  as  his  mattress  is 
the  best  generator  of  house  dust.  He  is  sensitive  to 
cold  air  and  is  worse  on  damp  days.  This  may 
also  be  a characteristic  of  food,  and  last  he  is 
worse  with  air  conditioning. 

One  must  rely  upon  the  history  in  the  food 
allergic  patient  to  reveal  the  presence  of  the  food 
sensitivity  and  to  incriminate  specific  foods.  The 
possible  indications  of  food  allergy  are  revealed 
in  the  post-prandial  flare  which  occur  immediate- 
ly after  eating  and  the  periodic  flares  every  after- 
noon at  four  thirty  or  the  nocturnal  attacks  which 
awaken  in  the  middle  of  the  night.  All  food  allergy 
is  characterized  by  an  absence  of  itching  of  the 
eyes,  as  a differential  point  in  pollen  and  food. 
We  must  also  remember  that  fatigue,  insomnia 
and  other  toxic  manifestations  of  allergy  occur  at 
lower  levels  of  sensitization  than  the  respiratory 
allergy. 

Criteria 

The  criteria  for  specific  food  allergy,  in  analy- 

SOUTHWESTERN  MEDICINE 


zing  the  symptoms  rest  on  several  factors.  For  in- 
stance, does  the  food  “lie  heavy  on  the  stomach”? 
(Can  he  eat  pancakes?)  Does  the  patient  re-taste 
the  food  or  is  it  returned  undigested  after  three 
to  seventy-two  hours?  The  reactions  of  those  spe- 
cific days  of  the  week  or  the  period  symptoms  of 
certain  times  of  the  month  must  be  elicited.  Run- 
ning all  through  these  histories  are  certain  im- 
portant characteristics.  One  must  realize  simple 
inclusion  of  allergy  in  the  differential  diagnosis  is 
easier  and  better  than  exclusion  of  all  other  diag- 
nostic possibilities  when  these  symptoms  are  dis- 
covered. 

One  of  the  most  effective  single  measures  in  the 
PREVENTION  of  respiratory  allergies  is  the  eli- 
mination of  unnecessary  irritants  to  the  respira- 
tory tree.  Smoking  must  be  promptly  stopped. 
One  has  not  found  asthma  caused  by  this  irritant 
but  there  are  many  who  have  no  more  trouble 
when  the  habit  is  discarded. 

Tolerance  to  Foods 

There  are  those  individuals  with  "high  inherant 
tolerance”  and  “low'-inherant  tolerance”  for  foods. 
The  latter  is  most  important.  These  individuals 
are  recognized  by  their  pecular  complexion  pallor 
resembling  actual  pastiness  and  “cafe  au  lait” 
coloring.  Rinkel5  feels  that  the  failure  to  deter- 
mine the  inherant  tolerance  prior  to  application 
of  restricted  diets  is  encountered  very  frequently. 
This,  more  than  any  other  single  factor,  accounts 
for  the  paradox  of  the  most  highly  food  allergic 
individual  being  regarded  as  non-food  allergic 
simply  because  he  did  not  show  improvement  from 
following  a highly  restricted  diet.  Briefly  he  breaks 
down  to  added  foods  and  then,  by  Rinkel’s  cycli- 
cal concept,  remains  “masked”  to  the  added  food. 
No  such  patient  should  be  kept  on  a highly  re- 
stricted diet  for  more  than  seven  to  ten  days.  The 
keystone  of  all  food  allergic  management  is  to 
have  the  patient  symptom-free  for  five  to  seven 
days  on  his  diet  and  then  add  foods. 

Offending  Allergen 

An  equaily  effective  factor  in  the  MANAGE- 
MENT of  the  allergy  is  removal  of  the  offending 
allergen.  In  a whole  family  full  of  asthmatics  it 
was  discovered  that  the  offending  allergen  was 


the  pampas  grass  heads  taken  into  the  house  and 
used  decoratively  throughout  — in  dining  and 
living  rooms  as  well  as  bed  room.  It  required 
treatment  difficulties  for  an  individual’s  sore 
throat  and  finally  a trip  to  the  home.  Most  are 
not  this  simple.  Another  persistent  bronchitis  at 
Christmas  cleared  with  removal  of  the  tree. 

One  feels  certain  that  the  foods  which  are  of 
greater  incidence  in  the  diet,  that  is,  occurring 
most  frequently  in  the  diet,  will  likewise  be  the 
most  plausible  source  for  food  allergy.  If  this  be 
true,  then  corn,  wheat,  milk,  egg,  potato,  orange, 
beans,  beef,  lettuce,  tomato,  coffee  and  pork  will 
be  the  allergens  most  frequently  incriminated  in 
the  total  food  list.  The  most  significant  thing  in 
comprehending  this  “order  of  incidence”  is  the 
necessity  for  removing  these  food  individually.  Re- 
lief of  symptomatology  by  removal  of  a food  is 
not  an  important  point  in  itself  until  one  puts  the 
food  back  in  the  diet  and  reproduces  the  same  set 
of  symptoms  as  before.  This  is  the  proof  that  the 
food  in  question  is  the  allergen. 

Earliest  Signs 

The  earliest  signs  of  respiratory  food  allergy — 
or  a respiratory  allergy  for  example  other  than 
typical  hay  fever  and  nasal  congestion  — are 
cough  and  clearing  of  the  throat.  The  earliest  in- 
dication of  asthma  is  the  wheezing  caused  by 
laughter  and  exercise. 

Rinkel  feels  that  the  character  of  the  sputum 
is  important.  It  changes  from  frothy  for  a com- 
paratively recent  insult  to  purulent  for  an  insult 
eighteen  to  twenty-four  hours  old.  A brownish 
sputum  is  found  with  insults  of  greater  age  than 
forty-eight  hours. 

There  are  those  individuals  who  feel  that  a pol- 
len count  is  more  significant  than  any  other  fac- 
tor in  the  control  of  pollens  and  the  other  con- 
tributing causes  to  asthma.  I feel  that  the  weed 
study  and  the  “weed  hunt”  is  of  prime  importance 
in  the  early  management  of  the  respiratory  aller 
gic.  patient. 

Rotation  and  Diversification 

Another  feature  of  significance  and  importance 
in  the  management  of  early  preasthmatic  or  other 
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type  of  respiratory  allergy  is  the  institution  of  Rin- 
kel’s  planned  ROTATION  and  DIVERSIFICA- 
TION of  diet.  This  simply  introduces  as  many 
foods  into  the  individual’s  diet  as  possible  rather 
than  limiting  him  to  lamb,  pears  and  rice  with 
the  addition  of  one  new  food  daily,  for  example. 
This  latter  program  ensures  the  breakdown  of  this 
Individual  for  these  foods  with  their  constant 
re-use  with  the  addition  of  new  foods. 

Rinkel  diversifies  as  widely  as  possible.  He  adds 
as  many  foods  to  the  diet  as  possible,  depending 
on  the  individual  means  and  foods  are  spaced 
as  far  apart  as  possible.  Any  number  of  foods  are 
introduced  at  one  feeding  daily,  one  feeding  every 
third  or  one  feeding  every  fifth  day.  For  instance, 
an  individual  taking  orange  juice  today  for  break- 
fast would  use  four  other  juices  before  returning 
to  orange  juice  if  on  a five  day  rotation.  Beef  can 
be  rotated  with  lamb,  poultry,  pork,  fish,  rabbit, 
and  even  venison  before  returning  to  this  possible 
allergen.  These  principles  are  carried  through  by 
careful  preparation  of  monthly  diet  schedule. 

Variance  of  Opinion 

The  multiplicity  of  preparations  used  for  the 
treatment  of  asthma  attest  the  variance  of  opinion 
as  to  cause.  One  of  the  earliest,  simplest  and  yet 
most  dangerous  remedies  was  that  used  by  Duke 
— ten  grains  of  aspirin  with  two  ounces  of  whis- 
key. Obviously  we  cannot  give  this  to  a child  but 
the  four  minim  dose  of  adrenalin  is  still  a very 
efficacious  emergency  measure.  Demerol  is  be- 
lieved to  be  a dangerous  drug  in  asthma.  Most 
medicinal  excipients  are  corn  starch  so  these  will 
make  the  corn-sensitive  patient  worse.  ACTH  is 
a substance  being  used  with  increasing  frequency 
in  all  ages  probably  because  of  its  prolonged  stim- 
ulatory effect. 

In  closing,  let  me  say  that  I as  an  otolarynolo- 
gist,  would  not  attempt  the  treatment  of  asthma 
without  the  close  cooperation  of  one  practitioner 
well  versed  in  its  medical  management. 

Pollen  Control 

Many  allergists  have  noted  that  pollen  control 
is  considerably  complicated  by  the  injudicious  use 


of  steroids  elsewhere.  The  skin-whealing  response 
is  altered  to  such  a degree  that  titration  becomes 
impossible  and  proper  dosage  equally  so.  Neither 
Rinkel  nor  Cowen  will  undertake  treatment  of  a 
patient  who  has  had  steroids  within  the  month 
and  do  not  use  them  for  treatment.  Some  of  these 
asthmatics  treated  by  this  means  may  die  rather 
unexpectedly.  I know  of  nobody  who  has  had  per- 
sonal experience  with  steroid  insufflation  as  in 
Britain. 

There  are  physicians  who  attempt  patient  man- 
agement based  on  skin  testing  for  pollen  and  foods,  | 
the  cytoxic  cell  study,  Gardner  testing  and,  of 
late,  the  Godlowski  regime  or  program.  This  last 
depends  upon  a sedated  basal  metabolic  rate  of 
minus  fifteen  regardless  of  PBI,  radioactive  I2  ! 
uptake,  serum  cholesterols  and  all  new  and  as  yet 
undevised  determinations  of  thyroid  function.  The 
study  progresses  on  a concept  of  hypo-metabolism 
from  there  on. 

Perhaps  the  patient  with  nocturnal  food  at-  ] 
tacks  should  not  eat  an  evening  meal.  His  metabol- 
ism is  slower  and  less  active  while  asleep.  There 
undoubtedly  is  less  natural  adrenalin  secreted  for 
relief  and  absorptive  areas  are  contacted  for  great- 
er periods  of  time. 

We  must  all  handle  these  problems  when  they 
are  seen  with  our  best  efforts.  None  can  ask  more 
than  this. 

307  North  Pennsylvania, 

Roswell,  N.  M. 
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Palliative  Treatment  Of  Benign  Prostatic  Hypertrophy 

Value  of  Glycine-Alanine-Glutamic  Acid  Combination 


By  Henry  M.  Feinblatt,  M.D.*  and  Julian  C.  Gant,  M.D.** 


In  a controlled  clinical  investigation  of  benign 
prostatic  hypertrophy,  a course  of  medication 
with  glycine-alanine-glutamic  acid  capsules*  was 
found  to  be  effective  in  reducing  the  size  of  the 
prostate  and  relieving  the  associated  symptoms  of 
discomfort,  nocturia,  delayed  micturition,  frequent 
urination  and  urgency.  As  compared  with  the  con- 
trols, the  results  are  statistically  significant. 

The  value  of  the  glycine-alanine-glutamic  acid 
compound  for  relief  of  symptoms  of  benign  pros- 
tatic hypertrophy  was  suggested  by  a chance  ob- 
servation made  by  one  of  us  (J.C.G.)1  and  an 
associate. **  A group  of  allergic  patients  were  being 
given  an  amino  acid  mixture  and  during  the 
course  of  treatment  one  of  the  patients  volunteer- 
ed the  information  that  all  of  his  urinary  symp- 
toms had  disappeared.  This  led  to  a trial  of  that 
particular  amino  acid  compound  in  non-allergic 
patients  with  urinary  symptoms.  Patients  with  en- 
larged prostates  and  associated  urinary  symptoms 
experienced  prompt  and  rather  spectacular  relief 
of  their  symptoms.  A number  of  these  patients 
have  been  observed  over  a prolonged  period  of 
time.  They  remain  symptom  free  while  taking  the 
medication,  but  soon  after  discontinuing  it  the 
symptoms  of  urgency,  nocturia,  etc.,  returned. 
This  has  been  the  experience  of  several  physicians 
who  have  tried  the  compound  at  our  suggestion. 

These  original  findings  have  been  confirmed  by 
, an  independent  controlled  clinical  test. 

Controlled  Clinical  Tests 

To  determine  the  value  of  the  medication,  a 
series  of  40  cases  of  benign  prostatic  hypertrophy 
were  treated  with  glycine-alanine-glutamic  acid 

♦F.A.C.P.,  Formerly  Director  of  Medicine,  Kings  County  Hospital, 
Brooklyn,  N.Y. 

**F.A.C.P.,  Medical  Director,  Madison  Sanitarium  and  Hospital, 
Madison  College,  Tenn. 


tSupplied  as  Prostall  capsules  by  Metabolic  Products  Corp.  of 
Boston,  Mass.  Each  capsule  contains  6 % gr.  of  a mixture  of 
glycine  (amino-acetic  acid),  alanine  and  glutamic  acid.  The 
original  formula  was  modified  by  addition  of  glycine  by  E.  Y. 
Domina,  B.A.,  a chemist,  for  definite  biochemical  reasons. 

ftRaymond  J.  Savignac,  M.D.,  810  Slater  Bldg.,  Worcester  8,  Mass. 

Reprinted  from  the  March  1958  issue  of  The  Journal  of  The 
Maine  Medical  Association. 
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capsules  for  a period  of  three  months.  As  controls, 
the  same  patients  were  given  a placebo  for  a com- 
parable period  of  two  months.  Our  conclusions 
were  drawn  from  this  comparison. 

The  series  included  40  men  with  diagnosed  be- 
nign prostatic  hypertrophy.  Enlargement  of  the 
prostate  was  determined  by  rectal  palpation. 
Patients  having  an  indurated  nodule  located  in 
one  prostatic  lobe  were  excluded  because  of  pos- 
sible malignancy  (Jewett2).  In  addition,  all  sub- 
jects were  given  roentgenographic  examination  as 
an  additional  diagnostic  precaution. 

Additional  Precaution 

All  patients  were  referred  or  checked  by  a 
urologist  before  assignment  to  this  research  pro- 
gram. Our  consultations  with  urologists  resulted 
in  a decision  in  favor  of  conservative  treatment. 
The  conditions  were  diagnosed  as  benign  and  had 
not  progressed  at  any  significant  rate  of  speed.  If 
relief  coidd  be  secured  by  non-surgical  treatment, 
no  advantage  could  be  obtained  by  more  radical 
procedures. 

The  age  range  was  from  37  to  75,  average  60. 
Weight  ranged  from  101  to  192  lb.,  average  163 
lb.  Height  ranged  from  65  to  73  in.,  average  68  in. 
The  duration  of  the  complaint  ranged  from  one 
to  six  years;  average  four  years. 

The  condition  of  the  prostate  on  palpation  was 
a swelling  in  nine  cases,  soft  swelling  in  23  cases, 
and  prominent  enlargement  (easily  felt)  in  eight 
cases. 

The  symptoms  were  discomfort  in  35  cases, 
nocturia  in  39,  delayed  micturition  in  23,  excessive 
frequency  of  urination  in  29,  and  urgency  of  uri- 
nation in  27  cases. 

All  patients  with  contributory  diseases,  as  dis- 
closed by  the  history  and  physical  examination, 
were  excluded  from  the  group. 

Placebo  Cases 

In  the  even  numbered  cases,  as  they  presented 
themselves,  the  placebo  capsules  were  substituted 
for  glycine-alanine-glutamic  acid  capsules.  They 
were  given  according  to  the  same  dosage  schedule 
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and  the  patients  were  not  aware  of  the  fact  that 
they  were  taking  a placebo.  This  regimen  was 
continued  for  a period  of  two  months. 

The  odd  numbered  cases,  as  they  presented 
themselves,  were  given  glycine-alanine-glutamic 
acid,  two  capsules  three  times  daily  after  meals 
for  two  weeks,  thereafter  one  capsule  three  times 
daily.  This  regimen  was  continued  for  a period 
of  three  months. 

Later  the  placebo  cases  were  switched  to 
glycine-alanine-glutamic  acid  medication  and  vice 
versa.  The  results  form  a basis  of  comparison 
which  gives  a reliable  indication  of  the  therapeutic 
value  of  the  medication. 

All  signs  and  symptoms  were  re-evaluated 
periodically  in  both  groups.  Routine  chemical  and 
microscopical  examination  of  the  urine  was  per- 
formed. Individuals  with  positive  urinary  findings 
were  excluded  from  the  group. 

Results  of  Therapy 

As  shown  in  the  table,  the  treatment  was  fol- 
lowed by  reduction  of  prostatic  enlargement  and 
relief  of  the  attending  symptoms  in  significant  per- 
centages of  cases.  The  size  of  the  prostate  was  re- 
duced in  92%,  to  normal  size  in  33%.  Nocturia 
was  relieved  in  95%  of  cases  (completely  in  72%), 
urgent  urination  in  81%,  frequency  in  73%,  dis- 
comfort in  71%,  and  delayed  micturition  in  70%. 
No  comparable  improvement  was  observed  in  the 
controls. 

TABLE 

COMPARISON  OF  THE  THERAPEUTIC 
RESULTS 

Glycine-Alanine-Glutamic  Acid  Capsules 
vs.  Placebo  Capsules 


Glycine- Alanine- 
Glutamic  Acid 

Placebo 

Enlargement  Reduced 

92% 

5% 

Restored  to  Normal  Size 

33% 

0% 

Nocturia  Relieved 

95% 

15% 

Nocturia  Relieved  Completely 

72% 

5% 

Urgent  Urination  Relieved 

81% 

11% 

Frequency  Urination  reduced 

73% 

15% 

Discomfort  Relieved 

71% 

9% 

Delayed  Micturition  Relieved 

70% 

4% 

There  were  no  adverse  reactions  in  any  case. 


Rationale 

During  the  course  of  medication  we  frequently 
observed  disappearance  of  pitting  edema  in  the 
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legs  and  various  parts  of  the  body.  Since  the  pros- 
tate and  surrounding  pelvic  tissues  are  often  con- 
gested and  edematous  in  cases  of  benign  prostatic 
hypertrophy,  leading  to  pressure  upon  the  base  of 
the  bladder  in  the  region  of  the  sensitive  trigonum 
vesicae,  the  swelling  leads  to  characteristic  symp- 
toms of  bladder  irritability  which  are  associated 
with  benign  prostatic  hypertrophy. 

There  is  reason  to  believe  that  the  anti-edemic 
action  of  glycine,  alanine  and  glutamic  acid  re- 
duces edematous  swelling  of  the  prostrate  and 
neighboring  pelvic  tissues  and  in  this  way  provides 
the  therapeutic  benefits  described  in  this  paper. 

Edema  is  one  of  the  most  important  symptoms 
of  protein  deficiency  (Youmans3)  and  in  such 
cases  dietary  protein  and  amino  acids  serve  a use- 
ful function  as  a diuretic  agent  (Stare  and 
Thorn4) . 

Glycine,  alanine  and  glutamic  acid  are  three 
of  the  dispensable  amino  acids  (Elman5).  As  such 
they  are  unit  components  of  food  and  tissue  pro- 
teins. We  must  therefore  consider  the  possibility 
of  a definite  metabolic  effect  in  explanation  of  the 
results. 

Therapeutic  properties  have  been  established 
definitely  for  certain  individual  amino  acids.  Thus 
methionine  has  proved  to  be  useful  in  cases  of 
cirrhosis  of  the  liver  (Beams  and  Endicott8), 
diaper  rash  (Goldstein7),  and  vitreous  opacities 
(Eggers8).  Administration  of  lysine  to  nutritionally 
substandard  infants  produces  marked  increases  in 
body  weight  and  appetite  (Albanese  et  al.9,1°). 
Many  other  examples  of  therapeutic  effects  pro- 
duced by  individual  amino  acids  could  be  cited. 

Glycine  has  been  used  with  reported  benefit  in 
the  treatment  of  various  myopathies  and  perip- 
heral vascular  insufficiency.  (United  States  Dis- 
pensatory'1). 

Favorable  iesults  with  glutamic  acid  have  been 
reported  in  the  treatment  of  petit  mal  and  psycho- 
motor epilepsy  (Price,  Waelsch  and  Putnam12) 
and  of  mental  deficiency  (Zimmerman  and  Ross13; 
Albert,  Hoch  and  Waelsch14).  Numerous  other 
therapeutic  uses  have  been  published  (United 
States  Dispensatory15 ) . 

We  believe  that  ours  is  the  first  published  re- 
port on  the  value  of  glycine,  alanine  and  glutamic 
acid  in  the  treatment  of  benign  prostatic  hyper- 
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trophy.  It  is  hoped  that  other  physicians  will  in- 
vestigate this  field  of  usefulness. 

Discussion 

Prostatic  hypertrophy  is  part  of  the  normal 
aging  process  and  is  undoubtedly  present  to  a cer- 
tain extent  in  all  elderly  men.  After  forty-five, 
more  than  50%  of  all  men  develop  benign  pros- 
tatic hypertrophy.  (Hinman16).  Pathologically,  the 
condition  is  a benign  hyperplasia  of  the  prostatic 
glandular  tissue  of  an  adenofibromatous  nature. 

Statistics  supplied  to  the  authors  by  the  Metro- 
politan Life  Insurance  Company17  report  a death 
rate  of  3.9  per  100,000  population  from  benign 
prostatic  hypertrophy  in  1953,  3.8  in  1954,  and  3.7 
in  1955. 

As  Chapman18  has  written,  prostatic  enlarge- 
ment should  be  regarded,  like  arcus  senilis  and 
canities,  as  normal  concomitants  of  old  age  which 
occur  often  enough  to  be  regarded  as  a variety  of 
the  normal.  Only  when  there  is  obstruction  to  the 
flow  of  urine  does  the  condition  become  a disease. 
Usually  the  growth  of  the  prostate  slows  down 
around  the  age  of  sixty.  Non-progressive  types  of 
the  disease  should  be  treated  expectantly.  Chap- 
man states,  and  we  agree,  that  it  is  unjustifiable  to 
remove  the  prostate  merely  because  it  is  enlarged 
and  has  been  associated  with  some  urinary  symp- 
toms. 

In  the  great  majority  of  cases  of  benign  pros- 
tatic hypertrophy,  there  is  a large  field  for  medical 
treatment  including  the  use  of  glycine-alanine- 
glutamic  acid  mixture.  Except  in  emergencies, 
conservative  measures  should  be  given  a fair  trial 
before  resorting  to  prostatectomy. 

Case  Reports 

Case  1.  J.B.,  age  57,  weight  181  lb.,  height  72 
in.,  complained  of  prostatic  symptoms  dating  back 
five  years.  He  suffered  from  a feeling  of  pressure 
in  the  perineal  region,  discomfort  on  urination, 
difficulty  in  starting  micturition,  nocturia  (twice 
per  night),  excessive  frequency  and  urgency. 

On  rectal  palpation  enlargement  of  the  pros- 
tate took  the  form  of  a soft  swelling.  Otherwise 
there  were  no  physical  findings.  Roentgenographic 
examination  was  negative. 

The  diagnosis  was  benign  prostatic  hyper- 
trophy. 

Placebo  capsules  were  administered  according 
to  a definite  schedule:  two  capsules  three  times 
daily  after  meals  for  two  weeks,  thereafter  one 
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capsule  three  times  daily.  This  regimen  was  con- 
tinued for  two  months.  The  patient  was  not  told 
that  he  was  taking  a placebo. 

At  periodic  examinations  and  also  at  the  end 
of  the  two  months,  there  was  no  change  in  the  size 
or  condition  of  the  prostate  gland.  None  of  the 
symptoms  were  relieved,  even  partially. 

The  patient  was  then  switched  to  glycine- 
alanine-glutamic  acid  capsules,  two  capsules  three 
times  daily  after  meals  for  two  weeks,  thereafter 
one  capsule  three  times  daily.  This  regimen  was 
continued  for  three  months. 

With  this  treatment  the  symptoms  of  discom- 
fort, nocturia,  difficulty  in  starting  micturition, 
excessive  frequency  and  urgency  were  relieved 
completely.  On  rectal  palpation  the  size  of  the 
prostate  gland  was  reduced  to  normal. 

There  were  no  untoward  reactions  and  the 
urine  was  negative  throughout  both  periods  of 
observation. 

Case  2 

P.W.,  age  66,  weight  152  lb.,  height  67  in., 
complained  of  prostatic  symptoms  dating  back  six 
years.  He  suffered  from  difficulty  in  starting  mic- 
turition, scanty  flow  after  beginning,  discomfort 
on  urination,  a feeling  of  pressure  in  the  perineal 
region,  and  nocturia  (twice  per  night). 

The  prostate  was  palpated  via  the  rectum  and 
outlined  as  a soft  swelling.  Physical  and  roentgen- 
ographic examinations  were  otherwise  negative. 

The  diagnosis  was  benign  prostatic  hyper- 
trophy. 

Placebo  capsules  were  administered  according 
to  a definite  schedule:  two  capsules  three  times 
daily  after  meals  for  two  weeks,  thereafter  one 
capsule  three  times  daily.  This  regimen  was  con- 
tinued for  two  months.  The  patient  was  not  in- 
formed that  he  was  taking  a placebo. 

At  each  regular  examination  and  also  at  the 
end  of  the  observation  period,  no  change  was 
found  in  the  size  or  condition  of  the  prostate 
gland.  None  of  the  symptoms  were  relieved,  even 
partially. 

The  patient  was  then  switched  to  glycine- 
alanine-glutamic  acid  capsules,  two  capsules  three 
times  daily  after  meals  for  two  weeks,  thereafter 
one  capsule  three  times  daily.  This  regimen  was 
continued  for  three  months. 

Under  the  glycine-alanine-glutamic  acid  treat- 
ment, the  size  of  the  prostate  gland  was  reduced 


to  normal.  All  of  the  symptoms  of  delayed  mictur- 
ition, scanty  flow  after  starting,  discomfort,  peri- 
neal pressure  and  nocturia  were  relieved  com- 
pletely. 

No  untoward  reactions  were  observed  at  any 
time  and  the  urine  remained  constantly  normal. 

Conclusions 

1.  In  a series  of  40  cases  of  diagnosed  benign 
prostatic  hypertrophy,  the  use  of  glycine-alanine- 
glutamic  acid  capsules  reduced  the  size  of  the  en- 
larged prostate  in  93%  cases,  including  33%  in 
which  the  gland  was  restored  to  normal  size.  With 
the  placebo  only  5%  showed  partial  reduction  of 
prostatic  enlargement,  in  no  case  to  normal  size. 

2.  The  treatment  relieved  nocturia  in  95% 
(complete  relief  in  72%),  urgency  in  81%,  fre- 
quency in  73%,  discomfort  in  71%,  and  delayed 
micturition  in  70%.  With  the  placebo  nocturia 
was  relieved  in  15%  (complete  relief  in  5%), 
urgency  in  11%,  frequency  in  15%,  discomfort  in 
9%,  and  delayed  micturition  in  4%. 

3.  No  untoward  effects  were  observed  in  any 
case. 

4.  The  modus  operandi  appears  to  be  an  anti- 
edemic  (diuretic)  action  whereby  edematous  swell- 
ing affecting  the  prostate  gland  and  surrounding 
perineal  tissues  is  reduced.  A special  metabolic 


activity  may  be  a factor. 

5.  The  great  majority  of  cases  of  benign  pros- 
tatic hypertrophy  should  be  treated  conservatively 
and  the  glycine-alanine-gluatamic  acid  mixture  is 
recommended  as  an  effective  palliative. 
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ANNOUNCING 


the  first  "wide  range"  antihypertensive 


MILD  MODE 


E SEVERE 


DIURILe  WITH  RESERPINE 


more  hypertensives  can  be  better  controlled 
with  DIU  PRES  than  with  any  other  agent 
. . . with  greater  simplicity  and  convenience 


a logical  alliance  of  two  antihypertensives 
you  know  and  trust  provides 

increased  effectiveness,  decreased  side  effects 


potentiated  effect 

diupres  produces  an  effect  greater  than  either  diuril  or  reserpine  alone.  It  is  effective 
in  many  patients  who  respond  inadequately  or  not  at  all  to  either  diuril  or  reserpine. 


Average  antihypertensive  effect 
of  rauwolfia  and  rauwolfia+DIURIL 
in  25  patients' 


Average  antihypertensive  effect 
of  reserpine  and  DIURIL+ reserpine 
7 patients2 


DIURIL  WITH  RESERPINE 

® 


effective  therapy  for  most  patients 

diupres  by  itself  usually  provides  effective  therapy  for  a 
majority  of  patients  with  mild  or  moderate  hypertension, 
and  even  for  many  patients  with  severe  hypertension. 
Many  patients  now  treated  with  other  agents  which  fre- 
quently cause  distressing  side  effects  can  be  adequately 
managed  with  well  tolerated  diupres. 

provides  basic  therapy 

Should  other  drugs  need  to  be  added  to  diupres,  they  can 
be  given  in  much  lower  than  usual  dosage  so  that  their 
side  effects  are  often  strikingly  reduced. 

rapid  onset  of  effect 

The  antihypertensive  action  of  diupres  is  rapidly  evident. 
(Considerable  time  may  elapse  before  the  antihyperten- 
sive effect  of  reserpine  alone  is  observed.) 

fewer  and  less  severe  side  effects 

diupres  may  be  expected  to  cause  fewer  and  less  severe 
side  effects  than  are  encountered  with  other  antihyper- 
tensive therapy.  (Since  diuril  and  reserpine  potentiate 
each  other,  the  required  dosage  of  each  is  usually  less 
when  given  together  as  diupres  than  when  given  alone. 
Such  reduction  in  dosage  makes  side  effects  less  likely 
to  occur.) 

often  obviates  weight  gain 

diupres  minimizes  the  problem  of  weight  gain  seen  with 
reserpine  (reserpine  alone  has  been  reported  to  produce 
weight  gain  in  50  per  cent  of  patients).1-4 

virtually  eliminates  fluid  retention 

diupres  is  not  likely  to  cause  either  clinical  or  subclinical 
retention  of  sodium  and  water.  (Hypotensive  drugs,  par- 


ticularly rauwolfia5  and  hydralazine,6  may  cause  fluid 
retention.  Even  when  such  retention  is  subclinical,  their 
antihypertensive  effectiveness  is  diminished.6) 

diet  more  palatable 

With  diupres,  there  is  less  need  for  rigid  restriction  of 
dietary  salt,  which  patients  find  so  burdensome. 

“It  may  well  be  that  the  drug  [diuril]  produces 
the  benefits  of  a markedly  restricted  low  sodium 
diet  but  without  its  hardships.’’3 

subjective  and  objective  improvement 

diupres  allays  anxiety  and  tension,  thus  reducing  the 
emotional  component  of  hypertension.  Organic  changes 
of  hypertension  may  be  arrested  and  reversed.  Headache, 
dizziness,  palpitations  and  tachycardia  are  usually 
promptly  relieved  by  diupres.  When  the  anginal  syn- 
drome accompanies  hypertension,  the  administration  of 
diupres  may  also  cause  diminution  or  even  disappear- 
ance of  this  syndrome  concurrent  with  control  of  the 
hypertension. 

convenient,  controlled  dosage 

Instead  of  two  separate  prescriptions,  you  write  one  pre- 
scription . . . the  patient  takes  one  tablet,  rather  than  two 
different  tablets  . . . and  the  dosage  schedule  is  easier  for 
the  patient  to  remember  and  follow. 

“patients  have  fewer  lapses  and  make  fewer  mis- 
takes in  dosage,  the  simpler  the  regimen  can  be 
made.  Therefore  1 do  not  hesitate  to  use  more 
than  one  medicament  combined  in  one  tablet, 
provided  this  gives  approximately  the  correct 
dosage  of  each.’’6 

economical 

diupres  will  cost  the  patient  less  than  if  he  were  given 
two  separate  prescriptions  for  its  components. 


Indications: 

diupres  is  indicated  in  hypertension  of  all  degrees  of 
severity.  It  can  be  used  in  the  following  ways: 

• as  total  therapy 

• as  primary  therapy,  adding  other  drugs  if  necessary 

• as  replacement  or  adjunctive  therapy  in  patients 
now  treated  with  other  agents 

Precautions: 

The  precautions  normally  observed  with  diuril  or  reserpine 
apply  to  diupres.  Additional  information  on  diupres  is 
available  to  physicians  on  request. 

Recommended  dosage  range: 

diupres-500  — one  tablet  one  to  three  times  a day. 
diupres-250  — one  tablet  one  to  four  times  a day. 

If  necessary,  other  agents  may  be  added. 

If  the  patient  is  receiving  ganglion  blocking  agents 
or  hydralazine,  their  dosage  should  be  cut 
by  50  per  cent  when  diupres  is  added.- 

DIUPRES-500 

500  mg.  diuril  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 

DIUPRES-250 

250  mg.  diuril  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 
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Prevention  of  Pulmonary  Hyaline  Membrane 
Results  of  a Study 

By  Jack  Curry  Redman,  M.D.,  A.A.G.P.,  Albuquerque 


In  December,  1957,  the  author  (1)  suggested  an 
iatrogenic  factor  in  the  development  of  hyaline 
membrane  disease,  namely  the  improper  position- 
ing of  the  susceptible  newborn  infant.  It  was  sug- 
gested that  placing  these  infants  in  horizontal  or 
head-down  position  imposes  an  additional  burden 

Ion  their  marginally-adjusted  cardio-vascular  and  re- 
spiratory systems.  It  was  recommended  that  all  sus- 
ceptible newborns  (prematures  and  those  delivered 
by  Cesarean  section)  be  placed  immediately  after 
birth  in  the  head-and-body  elevated  position,  with 
humidification  of  some  type,  and  oxygen  only  for 
severe  cyanosis. 

Since  publication  of  the  preliminary  report  the 
author  has  completed  a six-month  study,  the  results 
of  which  add  support  to  the  suggested  plan  for  the 
prevention  of  hyaline  membrane  disease.  Between 
October  1,  1957,  and  April  1,  1958,  information 
.cards  were  filled  out  by  the  nurses  of  two  hospitals’ 
newborn  nurseries  in  this  city  on  every  baby  whose 
birth  weight  was  less  than  five  pounds  eight  ounces 
and  on  every  baby  delivered  by  Cesarean  section. 
These  cards,  when  completed,  provided  each  baby’s 
name,  sex,  weight,  route  of  delivery;  its  position  in 
the  incubator  (flat,  elevated,  or  head-down)  ; the 
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Position 

Number 

Hyaline  Membrane 

Deaths  (Total) 

Flat 

62 

7*(  11%) 

16  (24%) 

Elevated 

30 

2 ( 7%) 

4 (13%) 

Down 

1 

0 ( 0%) 

0 ( 0%) 

Total 

93 

9 (10%) 

20  (22%) 

*One  Baby  Recovered 
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Position 

Number 

Hyaline  Membrane 

Deaths  (Total) 

Flat 

16 

3 (19%) 

3 (19%) 

Elevated 

18 

0 ( 0%) 

2 (11%) 

Down 

2 

0 ( 0%) 

0 ( 0%) 

Total 

36 

3 ( 8%) 

5 (14%) 

Figure  1 


presence  or  absence  of  cyanosis,  grunting,  or  retrac- 
tion; the  type  of  humidification;  the  use  of  oxygen; 
the  presence  or  absence  of  hyaline  membrane  dis- 
ease. 

The  series  presented  contained  93  vaginal  de- 
liveries and  36  Cesarean  section  deliveries  (Figure 
1.) . Of  the  vaginal  deliveries  62  babies  were  placed 
flat  in  their  incubators  and  30  were  elevated  ten  to 
twenty  degrees;  one  was  placed  head-down.  Of  the 
section  group  16  babies  were  placed  flat  and  18 
were  elevated;  two  were  placed  head-down.  There 
were  20  deaths  from  all  causes  in  the  group  deliver- 

VAGINAL  DELIVERIES 

FLAT  GROUP 

Y\  eight  Cause  of  Death 

(1)  3#  2 oz.  Hyaline  Membrane  (Autopsy) 

(2)  2#  1 oz.  Hyaline  Membrane  (Clinical  Diagnosis) 

(3)  4#  2 oz.  Congenital  Heart  Disease  (Clinical 

Diagnosis) 

(4)  3#  12  oz.  Resorptive  Atelectasis  (Autopsy) 

(5)  4#  4 oz.  Hyaline  Membrane  & Resorptive  Ate- 

lectasis (Autopsy) 

(6)  2#  7%  oz.  Prematurity  (Clinical  Diagnosis) 

(7)  2#  15  oz.  Prematurity  (Clinical  Diagnosis) 

(8)  4#  4 oz.  Hyaline  Membrane  (Autopsy) 

(9)  5#  4 oz.  Hyaline  Membrane  (Autopsy) 

(10)  2#  1 oz.  Resorptive  Atelectasis  (Autopsy) 

(11)  5#  Internal  Hydrocephalus  (Autopsy) 

(12)  5#  1 oz.  Aspirated  Amniotic  Fluid  (Autopsy) 

(13)  3#  9 oz.  Pulmonary  Congestion  & Hemorrhage 

(Autopsy) 

(14)  3#  «/2  oz.  Cerebral  Hemorrhage  & Prematurity 

(Autopsy) 

(15)  5#  3 oz.  Hyaline  Membrane  (Autopsy) 

(16)  4#  1 oz.  Unexpanded  Lungs  (Clinical  Diag- 

nosis) 

ELEVATED  GROUP 
W eight  Cause  of  Death 

(1)  2#  15  oz.  Duodenal  Atresia  (Post-Operative) 

(2)  2#  2 oz.  Unexpanded  Lungs  (Clinical  Diag- 

nosis) 

(3)  2#  11  oz.  Hyaline  Membrane  (Autopsy)* 

(4)  2#  8 oz.  Hyaline  Membrane  (Autopsy)* 

*Twins 

Figure  2 

cd  vaginally  (Figure  2.).  There  were  five  deaths 
from  all  causes  in  those  delivered  by  Cesarean  sec- 
tion (Figure  3.). 

There  were  nine  cases  of  hyaline  membrane  dis- 
ease in  the  vaginal  group,  for  an  over-all  incidence 
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SECTION  DELIVERIES 

FLAT  GROUP 

Weight  Cause  of  Death 

(1)  5#  1354  oz.  Hyaline  Membrane  (Clinical  Diag- 

nosis) 

(2)  6#  8 oz.  Hyaline  Membrane  (Autopsy) 

(3)  5#  Hyaline  Membrane  (Autopsy) 

ELEVATED  GROUPS 

Weight  Cause  of  Death 

(1)  4#  135/i  oz.  Atelectasis  (Autopsy) 

(2)  3#  7 oz.  Atelectasis  (Autopsy) 

Figure  3 

of  ten  per  cent.  Seven  of  these  cases  were  in  the 
“flat  group”  six  died  and  one  recovered.  There 
were  two  cases  (a  set  of  twins),  both  of  whom 
died,  in  the  “elevated  group”.  There  were  three 
cases  of  hyaline  membrane  disease  in  the  section 
group,  for  an  over-all  incidence  of  eight  per  cent. 
All  of  these  babies  were  in  the  “flat  group”,  and 
all  of  them  died. 

Half  of  all  the  babies  in  the  two  groups  received 
additional  humidification  by  means  of  a compress- 
ed air-distilled  water  nebulizer  apparatus.  It  is  in- 
teresting that  all  of  the  babies  who  developed 
hyaline  membrane  disease  received  the  “mist  treat- 
ment”. Conversely  it  is  interesting  that  among  the 
babies  who  did  not  receive  the  “mist  treatment” 
there  was  not  a case  of  hyaline  membrane  disease 
or  of  resorptive  atelectasis.  The  use  of  wetting 
agents  apparently  had  little  effect  on  the  incidence 
of  hyaline  membrane.  Oxygen,  usually  at  two  liters 
per  minute,  was  given  to  a number  of  babies  with- 
out appreciable  harm.  All  of  the  babies  who  died 
received  oxygen  for  cyanosis  as  it  developed. 

DISCUSSION 

The  incidence  of  hyaline  membrane  disease  has 
increased  gradually  during  the  past  few  years.  Par- 
adoxically, it  has  increased  in  spite  of  our  “better 
care  for  prematures”.  The  same  paradox  existed 
not  too  long  ago  in  the  case  of  retrolental  fibro- 
plasia. At  long  last  we  realized  that  one  of  our  con- 
cepts of  proper  premature-infant  care  had  to  be 
changed.  Once  changed,  retrolental  fibroplasia 
stopped  adding  its  terrible  number  of  blind  babies 
to  the  world.  It  seems  to  this  observer  that  another 
change  in  concept  is  due,  and  that,  once  the  change 
is  made,  the  disease  we  know  as  hyaline  membrane 
will  cease  to  exact  its  toll. 

As  stated  before  by  many  authors,  the  best  pre- 
ventative measure  against  hyaline  membrane  dis- 
ease is  the  cessation  of  premature  and  Cesarean 
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section  deliveries.  Inasmuch  as  we  are  currently 
unable  to  achieve  such  a cessation,  we  must,  of 
necessity,  concern  ourselves  with  better  techniques 
of  newborn  care. 

Significant  Finding 

One  of  the  more  significant  physical  findings  in 
babies  delivered  prematurely  or  by  Cesarean  sec- 
tion is  the  decrease  in  or  even  absence  of  normal 
vesicular  breath  sounds,  especially  over  the  bases, 
immediately  after  birth.  Within  the  first  few  hours 
of  life  the  breath  sounds  may  be  heard  to  appear 
gradually.  During  these  first  few  hours  these  babies’ 
cardio-vascular  and  respiratory  systems  are  attempt- 
ing to  adapt  to  an  outside  environment  into  which 
the  babies  have  been  suddenly  or  prematurely  ad- 
mitted. It  is  during  these  first  few  hours  that  we 
have  seen  hyaline  membrane  develop  all  too  fre- 
quently. 

Our  clinging  to  custom  is  never-changing.  Cus- 
tom has  dictated  that  all  newborns  should  be  placed 
flat  or  head-down,  ostensibly  for  “postural  drain- 
age”. These  positions  actually  increase  the  chance 
of  vomiting  by  virtue  of  the  pressure  of  the  abdomi- 
nal viscera  against  the  stomach.  Further,  these  posi- 
tions increase  the  pressure  against  the  diaphragms, 
and  thereby  limit  their  movement  by  the  same  gra- 
vitational mechanism.  It  would  seem  that  such  posi- 
tions place  our  babies,  especially  prematures,  in 
double  jeopardy.  This  observer  suggests  that  we 
abandon  the  customary  non-physiologic  position- 
ing of  our  newborns,  and  utilize,  rather  than  fight, 
the  force  of  gravity.  I am  sure  that  Sir  Issac  New- 
ton, himself  a small  premature  at  birth,  would  con- 
cur. 

Significant  Analogy- 

One  has  only  to  picture  an  asthmatic  patient,  or 
one  with  pneumonia  or  congestive  heart  failure  ly- 
ing flat  or  head-down  in  bed  to  see  a very  thought- 
provoking  analogy.  Certainly  our  knowledge  of  nor- 
mal and  abnormal  respiratory  physiology  should 
suggest  that  the  position  of  choice  for  a newborn 
baby,  especially  one  delivered  prematurely  or  by 
Cesarean  section,  is  in  the  head-and-body-elevated 
position.  These  babies  should  be  placed  in  this  posi- 
tion even  as  the  cord  is  being  tied,  and  they  should 
remain  in  this  position  until  they  have  adapted  to 
the  outside  environment.  The  lowering  to  horizon- 
tal should  be  a gradual  procedure. 
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Figure  4 

The  Suggested  Newborn  Position  is  Shown 


Supersaturated  environments  (“mist  treatment”) 
probably  contribute  to  further  respiratory  distress 
in  some  cases.  A humidity  of  85-90%  seems  to  be 
quite  adequate  in  most  cases.  The  advantage  of  the 
use  of  wetting  agents  has  not  been  striking.  Ob- 
viously a great  many  variables  exist  in  each  case. 
Much  closer  harmony  between  the  obstetrician  and 
the  pediatrician  must  be  developed  before  a uni- 
formity of  treatment  may  be  realized. 

CONCLUSIONS. 

Hyaline  membrane  disease  of  the  newborn  is  felt 
to  represent  the  end-result  of  respiratory  and  car- 


dio-vascular  insufficiency.  Except  for  prematurity 
and  delivery  by  Cesarean  section,  probably  the 
greatest  factor  in  development  of  this  disease  has 
been  iatrogenic.  The  flat  or  head-down  newborn 
position  is  not  physiologic  and  should  be  abandoned 
in  favor  of  the  head-elevated  position. 

Susceptible  babies  should  be  placed  in  the  elevat- 
ed position  immediately  after  birth,  even  as  the 
cord  is  being  tied.  They  should  be  placed  in  incu- 
bators in  an  humidified  atmosphere  of  85-90%. 
Super-saturated  atmosphere  (“mist  treatment”) 
should  be  avoided  when  possible.  The  degree  of 
elevation  should  be,  ideally,  10  to  20  degrees 
(Figure  4.).  The  use  of  oxygen  should  be  reserved 
for  the  treatment  of  severe  cyanosis.  The  use  of 
wetting  agents,  antibiotics,  and  indicated  medica- 
tion must  be  individualized. 

925  Copper  Ave.,  N.  E. 
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Abstract 


“Therapeutic  Notes”,  published  by  Parke,  Davis 
& Company  contains  an  illuminating  article  en- 
titled “Problems  of  the  Newborn”.  Of  paramount 
interest  is  the  problem  of  the  premature  infant. 
The  multiple  factors  playing  a role  in  premature 
labor  and  delivery  (fetal  anomalies,  maternal  ac- 
cidents, blood  diseases,  multiple  pregnancy,  hem- 
orrhage, infection,  environment)  are  discussed.  Pre- 
ventive measures  suggested  are:  better  living  con- 
ditions in  underprivileged  groups;  earlier,  more  ef- 
ficient, and  continuous  prenatal  care;  improved 
obstetric  management;  and  greater  availability  of 
skilled  nursing  and  medical  care. 

Special  problems  of  the  premature  (cyanosis, 
anemia,  infection,  surgical  conditions)  infant  are 
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discussed,  along  with  preventive  and  therapeutic 
measures.  Pulmonary  hyaline  membrane  is  discus- 
sed. Its  frequent  occurence  among  prematures,  ba- 
bies delivered  by  Cesarean  Section,  and  babies  de- 
livered of  diabetic  mothers  is  stressed.  The  article 
states  that  there  are  “no  specific  preventive  meas- 
ures”. An  article  by  Dr.  Redman  in  this  issue  of 
Southwestern  Medicine  is  concerned  with  this  sub- 
ject. 

“Whatever  the  problem  of  the  Newborn”,  the 
Parke,  Davis  article  concludes,  “it  is  recognized  in- 
creasingly that  present  knowledge,  widely  and  in- 
tensively applied,  can  bring  about  significant  re- 
duction in  loss  of  infant  life”. 

JACK  C.  REDMAN,  M.D.,  Albuquerque 
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Iodo-Niacin  In  Treatment  of  Sinusitis, 
Bronchitis  and  Otitis 


By  James  N.  Adams,  M.D.,  Longview,  Texas 


In  a group  of  30  case  studies  of  sinusitis,  bron- 
chitis and  otitis  media  or  interna,  Iodo-Niacin* 
medication  was  employed  orally  and  parenterally 
with  highly  satisfactory  results.  No  iodism  or  ad- 
verse reactions  were  observed  in  any  case. 

Iodo-Niacin  tablets  contain  potassium  iodide 
135  mg.  and  niacinamide  hydroiodide  25  mg.  The 
usual  dose  is  two  tablets  three  times  a day. 

Iodo-Niacin  ampuls  5 cc.  contain  niacinamide 
hydroiodide  50  mg.,  sodium  iodide  20  mg.,  nia- 
cinamide 20  mg.,  dextrose  five  per  cent,  chloro- 
butanol  (preservative)  0.45  per  cent,  and  water 
for  parenterals  q.s.  ad  five  cc.  The  usual  dose  is 
five  cc.  twice  weekly  by  intramuscular  injection. 

For  over  a hundred  years  the  iodides  have  been 
used  extensively  in  the  treatment  of  a wide  variety 
of  diseases,  especially  arteriosclerosis,  syphilis  and 
goiter.  However,  physicians  have  been  discourag- 
ed by  one  serious  disadvantage:  namely,  iodism 
occurring  in  a large  percentage  of  cases  when  the 
treatment  is  continued  in  full  dosage  sufficiently 
long  to  obtain  satisfactory  therapeutic  results. 

Prevention  of  Iodism 

In  1955  Feinblatt,  Feinblatt  and  Ferguson1  re- 
ported on  the  effectiveness  of  combining  niacina- 
mide with  potassium  or  sodium  iodide  as  a means 
of  preventing  iodism  even  on  long  continued 
medication  in  full  dosage.  They  administered  full 
doses  of  Iodo-Niacin  to  59  patients  with  arterio- 
sclerosis, for  a year  or  longer,  with  marked  thera- 
peutic benefit  and  not  a single  case  of  iodism.  Nia- 
cinamide was  found  to  prevent  iodism  as  effec- 
tively as  pellagra,  a condition  with  which  iodism 
is  closely  related  etiologically. 

In  a later  study  the  same  authors2  treated  50 
cases  of  arteriosclerosis  with  intramuscular  injec- 
tions of  Iodo-Niacin.  There  was  improvement  in 
every  case  and  not  a single  instance  of  iodism. 
Significant  relief  of  the  following  symptoms  was 

*Iodo-Niacin  tablets  and  ampuls  were  supplied  for  this  investiga- 
tion by  Cole  Chemical  Co.,  of  St.  Louis,  Mo. 


observed : vertigo,  depression,  disorientation,  ex- 
cessive fatigue,  vague  abdominal  distress,  head- 
ache, emotional  instability  and  anorexia. 

Abrahamson  and  Abrahamson3  in  1956  report- 
ed a group  of  22  cases  of  retinal  and  vitreous 
hemorrhages  and  89  of  vitreous  floaters  which 
were  treated  with  Iodo-Niacin  tablets.  Compared 
with  a control  group  on  placebo  medication,  the 
treated  patients  showed  much  more  rapid  and 
complete  absorption  of  retinal  and  vitreous  hem- 
orrhages and  also  improvement  in  vitreous  float- 
ers. No  case  of  severe  iodism  occurred  with  the  use 
of  Iodo-Niacin. 

Therapeutic  Uses  of  Iodides 

An  iodide  medication  which  can  be  adminis- 
tered indefinitely  in  full  dosage  without  fear  of 
oidism  has  obvious  advantages.  It  is  indicated  for 
a wide  field  of  therapeutic  purposes  in  addition  to 
the  treatment  of  sinusitis,  bronchitis,  otitis  media 
and  interna,  and  Meniere’s  syndrome. 

In  a discussion  of  the  expectorant  action  of  the 
iodides,  Sollmann4  in  1957  wrote:  “Potassium  iod- 
ide increases  the  secretion  of  bronchial  mucus  and 
renders  it  less  viscid;  it  is  therefore  used  in  cough 
and  especially  in  chronic  asthma.” 

Carryer  et  al.5  in  1946  discussed  the  use  of 
iodides  as  an  expectorant  for  asthmatic  patients: 
“The  mucus  in  the  bronchioles  of  an  asthmatic 
patient  is  usually  viscous  and  tenacious.  Much 
exhausting  coughing  on  the  part  of  the  patient  is 
necessary  to  dislodge  and  raise  this  mucus.  There- 
fore an  expectorant  is  of  utmost  value  to  the  pat- 
ient, particularly  when  bronchitis  is  a prominent 
etiologic  factor.  Iodides  in  liberal  quantities  are 
the  most  useful  of  the  expectorants.” 

Iodine,  internally  administered,  is  very  rapidly 
absorbed  by  all  mucous  membranes  (Foote6).  In 
a series  of  cases  of  common  cold  in  which  iodine 
was  used  orally,  the  majority  of  patients  showed 
diminished  turgescence  of  the  nasal  mucosa  and 
relief  of  dryness  of  the  nose  and  throat  within 
half  an  hour. 
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Kovnat7  recommended  iodine  orally  as  an  abor- 
tive for  the  common  cold.  He  said  that,  if  iodine 
is  given  at  the  beginning  of  a cold,  the  early 
symptoms  are  relieved  and  the  second  stage  of 
congestion  and  mucoid  discharge  may  be  prevent- 
ed. 

Discussing  the  action  of  iodides  on  the  respira- 
tory organs,  Bastedo8  stated  that  “there  is  increas- 
ed fluidity  and  increased  flow  of  mucus  in  nose, 
throat,  and  bronchi,  associated  with  an  affinity  of 
iodine  for  the  respiratory  epithelium.” 

Clinical  observations  by  Jarvis9  demonstrated 
“that  iodine  taken  into  the  body  reduces  the  size 
of  the  lymphoid  tissue  in  the  upper  respiratory 
tract.”  He  noted  that  oral  iodine  relieved  nasal 
obstruction  and  decreased  the  size  of  the  turbinates 
and  the  lymphoid  nodules  on  the  posterior 
pharyngeal  wall. 

Clinical  Data 

The  group  included  30  case  studies  on  20  pa- 
tients, seventeen  females  and  three  males.  The  age 
range  was  from  20  to  65,  average  44.  The  diagnosis 
was  sinusitis  in  16  cases,  otitis  media  or  interna  in 
seven  cases,  bronchitis  in  four  cases,  and  Men- 
iere’s syndrome  in  three  cases.  In  four  cases  sinu- 
sitis was  complicated  by  bronchitis  and  in  three 
cases  by  otitis.  Meniere’s  syndrome  was  a compli- 
cation in  three  cases. 

The  principal  complaints  included  pain,  head- 
aches, nasal  congestion,  postnasal  drip,  tinnitus, 
vertigo,  symptoms  of  eustachian  tube  blockage, 
sore  throat,  cough  and  expectoration. 

The  basic  treatment  consisted  of  Iodo-Niacin, 
two  tablets  three  times  a day,  supplemented  by 
intramuscular  injections  of  Iodo-Niacin  once  or 
twice  a week.  In  some  cases  penicillin  and  other 
antibiotics  were  also  used  as  indicated. 

There  was  improvement  in  all  16  cases  of  sinu- 
sitis treated  with  Iodo-Niacin  and  in  three  cases 
the  condition  was  cleared  up.  All  seven  cases  of 
otitis  showed  improvement,  including  clearing  of 
the  symptoms  in  a case  of  Meniere’s  syndrome. 
Cough  and  expectoration  were  relieved  in  the  four 
cases  of  bronchitis. 

No  iodism  or  adverse  reactions  were  observed 
in  any  case  under  treatment  with  Iodo-Niacin. 

Discussion 

My  experience  confirms  the  value  of  iodide 
therapy  for  sinusitis  and  bronchitis  and  also  sug- 


gests its  use  in  suitable  cases  of  otitis  media  and 
interna  including  Meniere’s  syndrome. 

Iodo-Niacin  injections  worked  most  satisfac- 
torily in  severe  infected  cases  of  sinusitis  and  bron- 
chitis rather  than  in  the  allergic  types.  Both  the 
tablets  and  ampuls  were  very  helpful  in  loosening 
the  bronchial  secretions  and  as  an  expectorant. 
Iodo-Niacin  also  had  a non-specific  effect  on  acute 
pansinusitis  of  the  infectious  type. 

In  the  allergic  type  of  sinusitis  results  with  Iodo- 
Niacin  were  encouraging  but  questionable.  In 
some  cases  the  use  of  Iodo-Niacin  was  combined 
with  antibiotics,  such  as  penicillin  and  tetracy- 
cline. In  such  cases  it  may  be  difficult  to  evaluate 
properly  which  drug  helped  the  patient. 

After  evaluation  of  all  of  the  clinical  data,  it  is 
my  opinion  that  Iodo-Niacin  is  very  helpful  in  the 
chronic  infected  types  of  both  sinusitis  and  bron- 
chitis. 

The  complete  absence  of  iodism  and  adverse  re- 
actions in  patients  treated  with  Iodo-Niacin  con- 
firms the  previous  reports  of  Feinblatt,  Feinblatt 
and  Ferguson1'2  and  of  Abrahamson  and  Abra- 
hamson3. 

Conclusions 

1.  A clinical  investigation  showed  Iodo-Niacin 
tablets  and  ampuls  to  be  very  helpful  in  the  treat- 
ment of  severe  infected  cases  of  sinusitis  and  bron- 
chitis. 

2.  The  cough  and  expectoration  of  bronchitis 
were  effectively  relieved  by  Iodo-Niacin. 

3.  Favorable  results  in  a small  group  suggest 
the  value  of  Iodo-Niacin  in  the  therapy  of  otitis 
media,  otitis  interna  and  Meniere’s  disease. 

4.  No  iodism  or  untoward  reaction  to  Iodo- 
Niacin  was  observed  in  any  case. 
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APHORISMS  and  MEMORABILIA 


Miscellaneous  Truths  and  Concepts 

( Continued  ) 


1 1 . ‘‘The  following  liver  function  tests,  in  the 
order  of  their  importance,  are  the  ones  which  are 
used  routinely  in  our  clinic  to  determine  the  oper- 
ability of  these  patients:  (Portal  Cirrhosis)  1.  the 
serum  albumin,  2.  the  presence  of  ascites  and 
whether  or  not  it  fails  to  respond  to  medical  ther- 
apy, 3.  the  cephalin  flocculation  test,  4.  the  pro- 
thrombin time,  5.  the  serum  bilirubin  level,  and  6. 
the  bromsulphalein  retention  test.  The  serum  albu- 
min level  is  considered  the  most  significant  test  in 
determining  the  operability  of  the  patient.” — 
Linton,  Amer.  Journal  of  Med.,  June  1958,  p. 
944. 

12.  “.  . . it  is  our  rule  now  that  the  serum 
albumin  level  must  be  above  three  gm.  per  cent  in 
all  patients  who  undergo  shunt  surgery.  If  it  is 
not,  appropriate  measures  are  instituted  to  elevate 
it,  including  the  intravenous  administration  of 
human  serum  albumin  concentrate.”  Linton, 
Amer.  Journal  of  Med.,  June  1958,  page  944. 

13.  “.  . . in  the  majority  of  patients  who  are 
grossly  icteric  surgery  is  usually  deferred  until  the 
jaundice  clears.”  — Linton,  Amer.  Journal  of 
Med.,  June  1958,  page  944. 

Ageing 

14.  “The  speed  which  people  grow  old  depends 
as  much  on  social  factors  as  it  does  on  purely 
physical  processes.  Ageing  is  quickened  by  such 
things  as  the  loss  of  interests  due  to  compulsory 
retirement  or  frailty;  loss  of  relatives  and  friends 
due  to  the  inevitable  result  of  living  longer;  loss 
of  financial  security  due  to  a decline  in  income  or 
in  the  value  of  money;  loss  of  emotional  security 
due  to  changing  environment;  loss  of  status 
through  ceasing  to  be  primarily  a contributor  to 
society;  and  loneliness.  Singly  or  collectively,  these 
are  responsible  for  much  of  the  frustration,  disap- 
pointment, anxiety,  depression  and  unusual  be- 
haviour amongst  elderly  citizens.” — British  Medical 
Journal,  June  21,  1958,  page  1457. 

1 5.  “The  ultimate  value  of  culture  is  to  suggest 
standards  of  good  and  evil  which  science  alone 
cannot  supply,  and  this  should  be  remembered  in 


all  our  study  of  culture  in  the  past  and  in  the  pres- 
ent.”— Understanding  History,  Bertrand  Rus- 
sell, p.  41,  1957.  Wisdom  Library. 

1 6.  “There  are  three  things  to  be  considered 
about  an  organization:  what  it  offers  to  the  public, 
what  it  offers  to  its  own  rank  and  file,  and  what  it 
offers  to  its  leaders.  The  last  of  these  too  often,  in 
practice,  outweighs  the  other  two.” — Russel,  loc. 
cit.,  page  50. 

Pollen  Count 

1 7.  “The  highest  pollen  count  in  almost  every 
area  occurs  between  seven  and  nine-thirty  in  the 
morning.  There  is  no  reason  at  all  to  let  the  patient 
go  around  from  the  time  he  arises  until  after 
breakfast  snuffing  and  snorting  like  a fire  engine. 
Give  him  a capsule  (for  hay  fever)  immediately 
upon  arising.” — Dr.  Paul  Williamson,  American 
Practitioner,  July  1958,  page  1073. 

18.  “There  are  four  categories  of  causes  of  secon- 
dary polycythemia  in  cardiopulmonary  disease  and 
with  the  use  of  a simple  vital  capacity,  timed  vital 
capacity,  maximal  breathing  capacity  and  arterial 
blood  studies  under  various  conditions  one  can  dif- 
ferentiate these  four  causes  fairly  easily  so  long  as 
they  are  pure  uncomplicated  examples  at  the  time 
of  study.” — Dr.  John  H.  Knowles,  Amer.  Prac- 
titioner, June,  1958,  page  978. 

1 9.  “A  single  inspiratory  chest  x ray  is  notoriously 
inadequate  in  the  diagnosis  of  early  obstructive 
emphysema.” — Loc.  cit.,  page  979. 

20.  “When  an  electrocardiogram,  particularly  one 
taken  as  a part  of  a general  examination,  shows 
complete  right  branch  block,  or  either  complete  or 
incomplete  left  branch  block,  the  patient  should 
have  a more  searching  cardiac  examination,  in- 
cluding a careful  history  and  physical  examination 
of  the  heart,  than  would  otherwise  be  done.  If 
these  studies  fail  to  reveal  any  findings  pointing 
to  heart  disease,  the  patient  should  not  be  told  that 
he  (or  she)  has  cardiac  abnormality,  nor  should 
his  life  or  activ  ities  be  altered  in  any  way.”— Dr.  F. 
D.  Johnston,  Modern  Concepts  of  Cardiovascular 
Disease,  July,  1958,  page  471. 
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MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL 


Frederick  P.  Bornstein,  M.  D.,  Editor — Case  No.  1106 
Presentation  of  case  by  J.  Edward  Stern,  M.D. 


History  - Nathan  Kleban,  M.D. 

An  1 1 month  old  Latin-American  boy  from 
Dona  Ana  County,  New  Mexico,  was  admitted  to 
the  hospital  on  Aug.  13  and  died  Aug.  15,  1958. 

The  infant’s  general  health  had  been  fair.  He 
had  diarrhea  and  fever  for  one  week  during  the 
middle  of  July.  A polio  immunization  injection 
was  administered  on  Aug.  1.  Irritability,  fever, 
vomiting  and  diarrhea  began  on  Aug.  9.  Respira- 
tory distress  and  weakness  of  the  left  leg  were 
observed  on  the  day  of  admission.  The  patient’s 
doctor  referred  him  to  the  hospital,  reporting  that 
the  spinal  fluid  contained  13  cells,  3 of  which  were 
lymphocytes,  and  95  mg.  % protein. 

An  only  sibling  was  said  to  have  a cold. 

Physical  Examination: 

On  admission  the  patient  was  in  coma,  re- 
sponded to  painful  stimulus.  Respirations  were 
shallow,  irregular,  38  per  minute.  Temperature 
was  104,  pulse  120.  He  appeared  flushed,  normal 
in  development  and  state  of  nutrition.  Anterior 
fontanel  was  two  cm.,  soft.  Neck  and  back  were 
supple.  Brudzinski  and  Kernig  signs  were  absent. 
Abdominal  and  cremasteric  reflexes  were  not  elici- 
ted. 

Deep  tendon  reflexes  of  the  right  lower  extrem- 
ity were  more  active  than  the  left.  Gag  reflex  was 
present.  Extremities  w>ere  somewhat  resistant  to 
flexion.  Plantar  reflexes  were  extensor  bilaterally. 
Tissue  turgor  was  decreased  slightly.  Heart  rhythm 
was  equivocally  gallop.  There  were  no  other  re- 
markable physical  findings. 

Laboratory  Results: 

There  were  14,000  WBC;  64  segs.,  36  lymphs. 
Hematocrit  was  32,  hemoglobin  10.8.  Urine  was 
pale  yellow,  turbid,  alkaline,  l-(-  albumin,  no  sug- 
ar, 0-3  WBC  and  0-1  fine  granular  casts/HPF. 
Blood  sugar  was  133,  blood  urea  nitrogen  9.2  mg. 
%.  Tuberculin  skin  test  was  negative  at  48  hours. 
Spinal  fluid  pressure  was  ‘normal’,  color  a “little 
yellowish’,  contained  many  RBC;  2 lympho- 


cytes/cu. mm.;  sugar  130  and  protein  124  mg.%; 
chloride  125  mEq/L.  Blood  w'as  drawm  to  be  sent 
to  New  Mexico  State  Health  Department  for  viral 
studies. 

Hospital  Course: 

There  were  five  loose  stools.  Parenteral  fluids, 
choranphenicol  and  acetelsalicylic  acid  were  pre- 
scribed. Cyanosis  appeared  and  improved  only 
slightly  with  oxygen.  Temperature  dropped  to  101. 

On  the  following  day  there  were  a weak  corneal 
reflex,  hyperactive  deep  tendon  reflexes  and  stiff- 
ness of  back  and  legs  without  paralysis.  Respira- 
tions improved  after  pharyngeal  aspiration.  Temp- 
erature rose  to  106  followed  by  twitching  move- 
ments of  the  left  side  of  the  face  and  left  hand. 

Temperature  was  brought  dowm  to  101.6.  A 
gastric  tube  was  inserted.  Twitching  movements  of 
the  left  side  of  the  face  recurred.  Myoclonic  move- 
ments of  the  right  ankle  and  foot  lasting  30-40 
seconds  with  an  interval  of  several  minutes  per- 
sisted until  death.  Opisthotonus  was  noted.  Temp- 
erature rose  to  104.  Cheyne-Stokes  respirations  de- 
creased to  two  per  minute.  Heart  rate  slowed  from 
200  per  minute  then  stopped  while  artificial  respi- 
ration was  being  given.  Death  occurred  54  hours 
after  admission. 

Dr.  Stern: 

When  I first  looked  over  the  clinical  summary 
of  this  case  it  did  not  impress  me  as  being  particu- 
larly involved.  One  is  dealing  with  a small  child 
with  fever,  prostration  and  symptoms  which  are 
very  suggestive  of  a cerebral  rigidity.  The  child 
comes  from  a county  of  New  Mexico  which  we 
know  has  had  a good  deal  of  encephalitis  during 
the  latter  part  of  the  summer,  either  of  the  St. 
Louis  or  equine  type. 

However,  on  going  over  the  case  more  carefully, 
it  struck  me  as  being  much  more  interesting  than 
I had  first  thought  and  I began  to  analyze  it  a 
good  deal  more  closely.  We  are  dealing  with,  as 
you  already  know,  an  1 1 month  old  Latin- 
American  boy  from  Dona  Ana  County  who  was 
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admitted  on  August  13  and  died  August  15,  1958. 
The  infant’s  general  health  had  been  fair.  He 
had  diarrhea  and  fever  for  one  week  during  the 
middle  of  July.  What  relevance  this  has  to  the 
later  developments,  I don’t  know. 

A polio  immunization  was  administered  on  Aug. 
1,  12  or  13  days  before  the  child  was  admitted  to 
the  hospital.  The  relationship  of  the  polio  immuni- 
zation to  the  later  clinical  picture  I think  cannot 
be  stated  with  certainty,  although  it  may  be  a 
very  important  point  in  the  history. 

Irritability,  fever,  vomiting  and  diarrhea  began 
on  Aug.  9,  nine  days  after  the  injection.  Respira- 
tory distress  and  weakness  of  the  left  leg  were  ob- 
served on  the  day  of  admission.  The  patient’s  doc- 
tor referred  him  to  the  hospital,  reporting  that 
the  spinal  fluid  contained  13  cells,  three  of  which 
were  lymphocytes  and  an  elevated  protein. 

Fever,  pleocytosis  by  which  one  generally  means 
a cell  count  of  over  10  cells,  and  an  increase  in 
cerebro-spinal  fluid  protein,  make  one  think  mostly 
of  the  inflammatory  diseases  of  the  central  nervous 
system.  On  admission  the  patient  was  in  coma, 
responded  to  painful  stimuli,  respirations  were  em- 
barrassed, shallow  and  38  per  minute. 

Temperature  was  104,  pulse  120.  He  appeared 
flushed.  Development  and  nutrition  were  normal. 
This  observation  is  important  in  the  light  of  what 
I am  going  to  say  later.  The  anterior  fontanel  was 
two  cm.  and  soft,  the  neck  and  back  were  supple, 
Brudzinski  and  Kernig  signs  were  absent. 

The  abdominal  and  cremasteric  reflexes  were 
not  elicited,  suggesting  the  possibility,  at  least  in 
the  case  of  the  abdominal  reflexes,  that  pyramidal 
tracts  were  involved,  either  by  direct  infection 
or  by  compression. 

The  deep  tendon  reflexes  in  the  right  lower  ex- 
tremity were  more  active  than  the  left,  gag  reflex 
was  present,  the  extremities  were  somewhat  presist- 
ant  to  flexion.  I take  this  to  mean  probably  there 
was  already  some  degree  of  rigidity  due  to  decere- 
bration. 

The  plantar  reflexes  were  extensor  bilaterally. 
Now  I know  that  there  is  an  old  and  well  estab- 
lished teaching  in  medicine,  pediatrics  and  neuro- 
logy, that  extensior  plantar  responses  in  small  child- 
ren are  not  significant.  I am  not  sure  that  this  state- 
ment is  always  correct. 

I think  that  the  extensor  plantar  response  in  a 
small  child,  specially  if  unilateral,  may  be  very  sig- 
nificant. Significant  of  what?  — Of  pyramidal  in- 
volvement. In  this  case  the  extensor  responses  oc- 
cur bilaterally,  they  could  represent — I would  state 


this  with  certainty — part  of  the  whole  syndrome  of 
decerebration. 

Leukocytosis 

There  was  a leukocytosis,  with  65%  segs,  hema- 
tocrit was  32,  Hb.  10,  which  may  be  a little  low 
although  the  pediatricians  may  feel  that  this  is 
within  normal  range.  The  urine  contained  1-)-  al- 
bumin, probably  associated  with  the  fever,  no  sugar, 
a few  leukocytes,  an  occasional  granular  cast.  The 
blood  sugar  was  not  elevated,  it  was  133,  the  urea 
nitrogen  was  9.5,  mg.  per  100  cc.,  not  elevated,  the 
tuberculin  skin  test  was  negative  at  48  hours. 

I am  glad  to  know  that  this  was  done,  even 
though  with  an  overwhelming  general  tuberculous 
infection  of  course  the  skin  test  could  be  negative. 
Spinal  fluid  pressure  was  thought  to  be  normal,  the 
color  a little  yellowish,  there  were  many  RBC,2 
lymphocytes/cu.  mm.,  sugar  130  and  protein  124 
mg.%,  chloride  125  mEq/L.  The  spinal  fluid  sug- 
ar, (I  hadn’t  really  noted  this  before)  which  ordi- 
narily has  a value  half  that  of  the  blood  sugar  is 
high,  but  perhaps  the  child  was  receiving  glucose 
at  the  time  this  determination  was  made.  Blood 
was  drawn  to  be  sent  to  New  Mexico  State  Health 
Department  for  viral  studies. 

In  a situation  of  this  type  even  though  it  may 
seem  at  the  outset  a very  simple  one,  there  are  a 
number  of  examinations  which  can  usually  be  made 
rapidly  and  without  any  special  risk  to  the  child. 

Careful  examination  of  the  skin  for  infection, 
eruption  or  tick  bite;  examination  of  the  eyes  for 
strabismus  or  inequality  of  the  pupils;  examination 
of  the  ears  for  otitic  infection,  mastoiditis,  which 
might  lead  one  to  suspect  either  a primary  jugular 
thrombosis  or  brain  abscess,  either  of  the  temporal 
lobe  or  the  cerebellar  hemisphere;  examination  of 
the  nose  for  purulent  secretion,  lung  X-ray  to  look 
for  abscess  or  miliary  lesions  although  unlikely  in  a 
child  well  nourished;  X-ray  examination  of  the 
skull  to  look  for  evidences  of  pressure,  mastoid- 
itis, sinusitis,  in  other  words  infection  in  one  of  the 
air-spaces  of  the  skull,  and  for  scattered  calcifica- 
tions. 

What  about  electroencephalograms  in  a situation 
like  this?  According  to  some  statistics  which  are 
available,  30  per  cent  of  patients  with  acute  ence- 
phalitis have  normal  electroencephalograms,  and 
of  course  abnormality  of  the  electroencephalogram 
would  depend  on  the  severity  of  the  reaction.  If 
there  were  not  enough  compression,  edema,  inter- 
ference with  circulation  to  embarrass  dendrites, 
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which  are  thought  to  be  the  source  of  the  potentials 
of  the  electroencephalogram  you  could  easily  infer 
that  the  electroencephalogram  would  be  normal. 

In  some,  one  is  very  likely  to  see  large,  slow 
stupor  waves  derived  from  all  leads.  These  would 
not  be  of  any  particular  diagnostic  value,  they 
would  tell  you,  what  you  already  know  from  in- 
spection, that  the  patient  is  comatose. 

In  encephalitis,  if  the  record  is  positive,  the  elec- 
troencephalogram may  show  either  focal  or  diffuse 
slow  activity  going  down  to  seven  cycles  per  second, 
three  cycles  per  second  or  even  slower,  depending 
on  the  portion  of  the  brain  which  bears  the  brunt 
of  the  infection,  and  encephalitis  is  not  always 
a uniformly  distributed  process. 

Brain  Abscess 

In  brain  abscess  you  may  find,  barring  the  effects 
of  overwhelming  stupor  a very  distinctive  electro- 
encephalogram, with  focally  very  large,  very  slow 
waves. 

Without  any  more  ado  about  this,  in  the  absence 
of  any  supporting  data  for  another  diagnosis,  and 
in  the  absence  of  contradictory  data,  I would  simp- 
ly go  along  for  the  moment  with  the  diagnosis 
suggested  at  the  onset,  of  a St.  Louis  or  a Western 
type  of  encephalitis. 

The  prognosis  of  encephalitis,  no  matter  how 
mild  it  may  appear  to  be  at  the  onset,  is  always 
very  doubtful,  for  the  reason  that  the  treatment  is 
always  very'  unsatisfactory.  I will  come  back  to 
treatment  a little  later. 

In  the  cerebro-spinal  fluid  in  encephalitis  or 
polioencephalitis,  one  may  or  may  not  find  xantho- 
chromia, red  blood  cells,  normal  or  elevated  white 
cell  count,  and  normal  or  elevated  protein,  al- 
though I think  that  the  protein  would  usually  be 
elevated  even  if  there  were  no  other  abnormalities. 
In  poliomyelitis  the  spinal  fluid  may  be  absolutely 
non-contributory.  The  case  clinically  may  be  ob- 
viously one  of  polio  but  the  spinal  fluid  may  be 
normal. 

In  obscure  cases  I think  it  is  important  to  get  a 
Kahn  test  to  try'  quickly  to  exclude  syphilis.  In  the 
old  days  we  used  to  say  that  in  tuberculosis  menin- 
gitis the  chloride  in  the  cerebro-spinal  fluid  was 
depressed  and  at  one  time  the  Levinson  test  was 
popular. 

Meningeal  Irritation 

What  about  the  lack  of  signs  of  meningeal  irri- 
tation? I think  what  one  is  observing  here  rather 
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than  signs  of  meningeal  irritation  are  rather  those 
of  decerebration.  In  a prostrated  individual,  I think 
it  may  be  entirely  possible  to  observe  clinically  that 
there  are  no  signs  of  meningeal  irritation.  Now  in 
addition  to  viral  blood  studies,  I think  it  may  be 
advisable  to  this  area  routinely  to  obtain  agglu- 
tination test  for  0X19. 

In  looking  over  my  old  notes  of  encephalitis  I 
found  that  I had  prepared  a list  a long  time  ago, 
and  in  the  light  of  the  experiences,  many  of  them 
unfortunate  in  recent  years,  I have  had  many  oc- 
casions to  amplify  the  list.  Without  mentioning 
everything,  I will  touch  on  some  of  the  causes  rap- 
idly: Heavy  metal  poisoning  such  as  arsenic,  which 
we  used  to  see  in  the  old  days  with  syphilitic  treat- 
ment and  lead  are  important;  also  methyl  and 
ethyl  alcohol  poisoning,  the  latter  probably  more 
on  the  basis  of  an  avitaminosis  than  anything  else. 

The  best  known  effect  of  alcohol  is  Wernicke’s 
acute  superior  hemorrhagic  polioencephalitis  in 
which  the  mid-brain,  the  part  where  the  occular 
motor  nuclei  and  red  nucleus  are  located,  bears  the 
brunt  of  the  disease. 

Of  course  alcohol  produces  many  other  effects 
on  the  central  and  also  on  the  peripheral  nerve  sys- 
tem. Toxic  and  allergic  causes  of  encephalitis  in- 
clude measles,  mumps,  varicella  and  rabies  inno- 
culation.  This  is  the  so-called  perivenous  encepha- 
lomyelitis and  I think  is  usually  accompanied  by 
demyelinization  around  cuffed  veins. 

Viral  infections,  rabies  of  course  is  a very  well 
known  one  and  we  have  had  some  examples  of  that 
here  in  the  last  couple  of  years.  Rabies  of  course  is 
characterized  by  intracytoplasmic  inclusions.  There 
is  another  type  of  inclusion  encephalitis  in  which 
the  inclusion  bodies  are  intra-nuclear. 

Under  viral  infections  I think  one  can  mention 
the  Guillain-Barre  syndrome,  poliomyelitis,  (which 
should  always  be  thought  of  really  as  a polioence- 
phalitis), encephalitis  lethargica  which  is  the  type 
A encephalitis,  and  then  all  the  other  encephali- 
tides  of  related  group,  the  type  B,  including  the 
Japanese,  St.  Louis,  Western  and  so  on.  Herpes  en- 
cephalitis is  still  another  one  of  the  viral  type. 

There  are  many  rickettsial  infections  which  in- 
vade the  central  nervous  system,  including  typhus, 
Brill’s  disease  or  endemic  typhus,  Rocky  Mountain 
spotted  fever  and  scrub  typhus.  There  are  all  sorts 
of  bacterial  infections,  acute  and  chronic. 

Meningococcus  meningitis  is  strictly  speaking  a 
meningoencephalitis,  as  are  the  meningo-encephal- 
itides  of  the  embolic  varities  derived  from  organ- 
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isms  on  the  heart  valves  and  mural  endocardium 
and  lung. 

Leptospirosis,  Weil’s  disease  and  a couple  of 
other  very  rare  ones  like  pretibial  fever,  then  the 
spirochetal  infections  are  really  quite  important, 
or  at  least  used  to  be.  What  I am  referring  to  here 
of  course  is  meningo-vascular  and  meningo-ence- 
phalitic  syphilis  and  these  infections,  specially  the 
meningovascular  type  of  syphilis  can  sometimes  be 
very  acute,  with  a high  fever  and  extremely  severe. 
There  are  mycotic  organisms  like  torula  which  can 
be  picked  up  if  one  is  very  experienced  in  looking 
at  the  spinal  fluid  and  not  confusing  them  with 
lymphocytes. 

In  addition  there  are  coccidioidomycosis,  and 
then  small  parasites.  Cysts,  I don’t  think  we  need 
mention.  As  far  as  virology  is  concerned  I don’t 
know  anything  about  it  except  I think  I would 
rather  leave  that  for  one  of  the  laboratory  people 
to  discuss.  The  mode  of  spread  is  perhaps  of  some 
interest. 

I think  the  viruses  probably  go  by  way  of  air- 
borne infection  or  water-borne  infection.  Rickettsial 
infections  are  spread  by  insects,  either  ticks  or  lice 
or  something  of  that  sort.  There  has  been  a ques- 
tion in  the  literature  of  neuropathology  as  to  where 
the  organism  strikes  first. 

I think  the  present  consensus  is  that  it  is  carried 
by  way  of  the  small  arteries  into  the  brain  sub- 
stance and  then  leave  by  way  of  the  perivenous 
spaces,  the  Virchow-Robin  spaces  in  the  meninges, 
but  that  the  primary  brunt  of  the  infection  is  born 
in  the  brain  substance  itself. 

As  I mentioned  before,  the  current  treatment  of 
viral  encephalitis  is  unsatisfactory.  We  have  been 
using  chloromycetin  and  steroids  on  the  notion  that 
they  might  have  something  to  do  with  inhibiting 
edema,  correction  of  respiratory  difficulties  by 
means  of  tracheotomy,  combating  gastric  dilata- 
tion with  gastric  tube  and  suction  and  general 
supportive  measures  such  as  transfusion.  I stated 
my  idea  about  the  diagnosis  before  and  now  we 
will  find  out  about  the  real  facts. 

Dr.  McNeil: 

It  would  be  difficult  to  enlarge  or  increase  on 
that  excellent  and  complete  discussion  of  all  the 
various  possibilities  in  differential  diagnosis.  If 
this  is  the  case  I am  thinking  it  is,  I saw  the  patient 
and  at  the  time  I must  admit  it  seemed  much  more 
simple.  The  child  had  an  acute,  rapidly  progres- 
sive disease. 

There  was  predominantly  coma,  no  true  paraly- 


sis, apparently  diffuse  cerebral  disease  without  any 
real  localization.  As  it  was  admitted  at  a time  when 
Dona  Ana  County  was  receiving  national  recogni- 
tion for  encephalitis,  it  seemed  to  us  the  diagnosis 
was  pretty  obvious.  I will  be  interested  to  see  what 
Dr.  Bornstein  says. 

Dr.  Licon: 

I would  like  to  ask  a question  of  the  eminent 
persons  here  present  whether  this  disease  is  carried 
by  mosquitoes. 

Dr.  Bornstein: 

I think  it  has  been  proven  that  encephalitis,  as 
well  as  polio,  has  an  insect  vector.  I remember  a 
polio  epidemic  in  Centralia,  111.  The  disease  fre- 
quency in  certain  areas  had  definitely  something  to 
do  with  drainage  and  the  appearance  of  mosqui- 
toes. Not  that  this  is  the  exclusive  mode  of  trans- 
mission, I am  not  sure  about  that,  but  I am  quite 
sure  that  there  is  a mosquito  factor. 

Dr.  Verosky: 

The  house  officers  always  think  I am  an  old 
maid  about  details  on  history,  but  I would  think 
that  the  most  common  cause  of  central  nervous 
symptoms  in  a child  with  gastroenteritis  is  dehydra- 
tion. The  protocol  doesn’t,  and  I will  just  bet  the 
chart  doesn’t  say  just  how  much  vomiting,  how 
much  diarrhea  there  was. 

Diarrhea  is  so  often  a constitutional  symptom  of 
any  sort  of  infection  in  infants  and  children.  Un- 
less you  dig  around  in  the  details  of  it,  it  is  either 
a red  herring  or  you  are  omitting  something  that 
could  be  very  important. 

Loose  Stools 

When  a mother  reports  that  the  child  has  loose 
stools,  it  doesn’t  mean  a thing  until  you  find  out 
how  many  stools,  for  how  many  days,  what  color, 
how  did  they  smell  and  was  there  any  blood. 

These  details  can  be  extremely  helpful  in  decid- 
ing whether  or  not  the  diarrhea  is  a constitutional 
symptom  like  fever,  which  children  so  often  pre- 
sent, or  if  it  is  the  primary  disease.  To  recognize 
diarrhea,  as  a result  of  disease,  gastroenteritis,  the 
biggest  help  in  it  is  the  smell. 

They  smell  terrible.  The  diarrhea  that  occurs 
with  acute  appendicitis,  that  occurs  with  otitis 
media,  with  respiratory  infections  and  so  forth 
does  not.  You  don't  have  to  look  very  hard,  you 
can  tell  by  the  look  on  the  mother’s  face  when  you 
ask  her,  “How  does  it  smell?” 
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If  this  were  real  gastroenteritis,  then  I think  the 
most  likely  possibility  here  is  a stroke.  Children  with 
dehydration  from  vomiting  and  diarrhea  of  any 
severity  frequently  get  a cerebral  thrombosis.  A 
stroke  can  certainly  give  you  xanthochromic  fluid, 
it  can  give  you  an  elevated  protein,  and  it  can 
give  you  some  cells. 

It  will  of  course  produce  a normal  sugar.  Many 
of  those  thromboses  are  accompanied  by  secondary 
hemorrhage  but  not  all.  These  strokes  can  kill, 
these  strokes  can  cripple.  Permanent  paralysis  can 
result  therefrom. 

If  I were  told  from  the  protocol  that  the  patient 
had  a lot  of  vomiting,  a lot  of  diarrhea,  I w’ould 
certainly  place  that  consideration  first. 

It  takes  a fairly  severe  gastroenteritis  to  dehy- 
drate an  1 1 month  old  baby  to  the  point  of  danger 
from  central  nervous  system  symptoms  or  death 
from  shock,  but  it  can  happen. 

Dr.  Stern  was  talking  about  the  hematocrit.  This 
is  normal  depending  on  your  standard  of  reference. 
In  this  hospital  in  a Latin-American  child  of  clinic 
clientele,  that  is  a pretty  good  hemoglobin.  It  is  not 
normal,  but  when  we  see  that  on  the  ward  we  do 
not  think  of  a bleeding  disease  or  something  pro- 
ducing anemia,  because  most  of  the  kids  in  the 
clinic  walk  around  with  9.5  to  1 1 grams  hemo- 
globin 

In  the  long  list  of  viral  possibilities  we  should 
think  of  coccackie  viruses.  They  can  produce  ence- 
phalitides  and  also  give  myocarditis.  If  the  patient 
had  myocarditis,  coccackie  virus  would  certainly 
be  a possibility.  One  other  thing  before  I leave  the 
point  of  gastroenteritis,  the  most  common  cause  of 
diarrhea  which  produces  convulsions  and  high 
fever  of  course  is  samonella. 

Clinical  Diagnosis:  Poliomyelitis 

Dr.  Stern’s  Diagnosis:  Acute  encephalitis. 

Pathological  Diagnosis:  Acute  hemorrhagic  en- 
cephalitis. 

Pathological  Diagnosis  by  Dr.  Bornstein: 

On  autopsy  the  organs  of  the  chest  and  abdomen 
were  essentially  negative.  There  was  no  enteritis. 
There  were  no  mural  thrombi  or  other  lesions  out- 
side the  brain  which  could  help  in  the  interpreta- 
tion of  this  case.  The  brain  as  a whole  was  large 
and  swollen. 

There  were  numerous  hemorrhagic  areas  which 
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Figure  1.  Gross  picture  showing  extensive  hemor- 
rhagic change  of  brain. 


Figure  2.  Microscopic  picture  shawing  hemorrhagic 
change  of  brain  associated  with  diffuse  inflamma- 
tion. 


Figure  3.  Microscopic  picture  of  brain  showing  ar- 
terial damage. 
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measured  up  to  several  cm.  in  greatest  diameter, 
the  largest  one  in  the  posterior  region  of  the  cortex 
on  the  right  side.  Some  of  these  areas  were  firm, 
sharply  circumscribed  and  nodular,  and  suggested 
the  presence  of  a space-occupying  lesion.  (Fig.  1). 
In  addition,  on  sectioning  one  saw  innumerable 
punctate  and  confluent  hemorrhages  throughout 
the  brain  substance. 

On  microscopic  examination  there  were  areas 
of  hemorrhage.  In  addition,  there  were  areas  where 
the  hemorrhage  was  organized  around  blood  ves- 
sels and  a halo  of  inflammatory  cells  was  noted 
around  these  blood  vessels.  (Fig.  2). 

This  was  a diffuse  lesion,  not  a polioencephalitis 
which  implies  gray  matter  only,  but  a lesion  which 
was  present  in  the  gray  as  well  as  the  white  sub- 
stance of  the  brain. 

In  some  areas  where  the  destruction  wasn’t  too 
extensive,  one  could  see  a typical  endarteritis  of  the 
smaller  branches  which  were  surrounded  by  a halo 
of  mononuclear  leukocytes  and  plasma  cells  (Fig. 
3). 

It  is  difficult  to  interpret  these  findings.  The 
older  literature  was  very  free  with  the  term  of  so- 


called  hemorrhagic  encephalitis,  using  it  for  lesions 
which  we  now  consider  vascular  degenerative  in 
etiology.  In  the  newer  articles  one  does  not  find 
too  much  about  hemorrhagic  encephalitis  except 
with  reference  to  those  lesions  which  are  secondary 
to  infections  such  as  the  rickettsial  group. 

However,  with  a picture  as  here,  where  there  is 
an  endarteritis  with  occlusion  of  the  lumen  and 
inflammatory  exudation  around  the  arteries  with 
toxic  damage  all  over,  I think  one  is  justified  in 
talking  about  encephalitis  and  can  accept  the  large 
hematomas  as  secondary  to  the  inflammatory  pro- 
cess. 

In  the  absence  of  any  purulent  changes  and  in 
the  absence  of  any  local  changes  outside  the  brain, 
this  then  can  be  accepted  as  a primary,  genuine, 
hemorrhagic  encephalitis,  probably  due  to  a virus. 

Dr.  Stern  made  quite  a point  out  of  the  fact 
that  this  child  acted  decerebrated.  I think  the  dif- 
fuseness of  the  lesions  with  damage  to  the  entire 
brain  substance  correlates  well  with  this  clinical 
observation.  In  summary,  then,  we  have  here  a 
case  of  an  acute  hemorrhagic  encephalitis,  prob- 
ably due  to  a primary  virus  infection  of  the  brain. 
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W.  H.  FORD,  M.  D. 

GENERAL  PRACTICE 
113  W.  Second  St.  Phones  4495-4496  Casa  Grande,  Ariz. 

ANTONIO  DOW,  M.  D.,  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 

GENERAL  SURGERY 

1022  Mills  Bldg.  KE  2-7305  El  Paso,  Texas 

ROBERT  N.  CAYLOR,  M.  D. 

HAROLD  D.  DOW,  M.  D. 
FREDERICK  J.  KOBERG,  M.  D. 

Practice  Limited  to  Ophthalmology 

STEVE  E.  HOOD,  JR.,  M.  D. 

207  Medical  Arts  Bldg  . 

415  East  Yandell  Blvd.  KE  3-5897  El  Paso,  Texas 

General  Practice  — Surgery 

Box  546 

702  Hobbs  Road  Phone  3641  Seminole,  Texas 

MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to: 

THORACIC  SURGERY 
CARDIOVASCULAR  SURGERY 
BRONCHOSCOPY  - ESOPHAGOSCOPY 
415  East  Yandell  Boulevard  KE  3-3353  El  Paso,  Texas 

3500  Physicians  Read 
Southwestern  Medicine 

WILLIAM  1.  COLDWELL,  M.  D. 

L.  O.  DUTTON,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

RITA  L.  DON,  M.  D. 

— INTERNAL  MEDICINE  — 

ALLERGY 

800  Montana  Ave.  KE  3-8373  El  Paso,  Texas 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 

BRANCH  CRAIGE,  M.  D„  F.  A.  C.  P. 

ORVILLE  EGBERT,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

(Certified  by  American  Board  of  Internal  Medicine) 

ALLERGY 

DISEASES  OF  THE  CHEST 

INTERNAL  MEDICINE 

EDWARD  EGBERT,  M.  D. 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7121  El  Paso,  Texas 

INTERNAL  MEDICINE 

Building  3 1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1645  El  Paso,  Texas 

E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Thoracic  Surgery 

JOHN  A.  EISEN BEISS,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Neurological  Surgery 

THORACIC  SURGERY 

WILLIAM  B.  HELME,  M.D. 

Cardiovascular  Surgery  Broncho-Esophagology 

415  E.  Yandell  Blvd.  KE  3-8511  or  KE  2-2474  £1  Paso,  Texas 

NEUROSURGERY 

926  E.  McDowell  Road  AL  4-3151  Phoenix,  Arizona 

WICKLIFFE  R.  CURTIS,  M.  D„  F.  A.  C.  S. 
JAMES  D.  BOZZELL,  M.  D„  F.  A.  C.  S. 

Diplomates  American  Board  of  Urology 

PRACTICE  LIMITED  TO  UROLOGY 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1426  El  Paso,  Texas 

E.  J.  ETTL,  M.D.,  F.C.A.P. 

Certified  by  American  Board  of  Pathology 
Pathology 

3317  Fort  Blvd.  LO  6-4351  El  Paso,  Texas 

J.  C.  DOTSON,  M.  D. 

WARD  EVANS,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 

General  Surgery 

SURGERY 

800  Montana  Ave.  KE  2-81  II  El  Paso,  Texas 

414  Banner  Bldg.  KE  3-7587  El  Paso,  Texas 

132 


SOUTHWESTERN  MEDICINE 


□ARICOIM*  tablets 

OXYPHENCYCLIMINE  HYDROCHLORIDE 

POTENT  ANTICHOLINERGIC  ACTION 

curbs  secretion  when  excessive 
normalizes  motility  when  overactive 

Activity  appears  to  be  restricted  to  the  desired  site  of  action. 
Predictable  therapeutic  response  in  refractory  cases. 


Potency  and  Prolonged  Duration  of  Action 
10  mg.  b.i.d.  Average  Dose  • Supplied  as: 
10  mg.  white,  scored  tablets 


References:  1.  Finkelstein,  Murray:  Journal  of 
Pharmacology  and  Experimental  Therapeutics,  in 
press.  2. Winkelstein,  Asher:  Paper  in  preparation. 
*Trademark 


Science  for  the  world's  well-being 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 
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LESTER  C.  FEENER,  M.  D„  F.  A.  C.  P. 

Oiplomate  American  Board  of  Internal  Medicine 

RALPH  G.  GREENLEE,  M.  D.,  F.  A.  C.  P. 

INTERNAL  MEDICINE 

Diplomate  American  Board  of  Internal  Medicine 

CARDIOVASCULAR  DISEASES 

INItKNAL  MtDlUlNb 

404  Banner  Bldg.  KE  2-5771  El  Paso,  Texas 

401  N.  Garfield  2-0S6I  Midland,  Tex. 

JOE  R.  FLOYD,  M.  D„  F.  A.  C.  S. 
JOHN  A.  PONSFORD,  M.  D. 

HERBERT  E.  HIPPS,  M.  D. 

GENERAL  SURGERY 

ORTHOPEDIC  SURGERY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-S88I  El  Paso,  Texas 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 

1130  N.  Central  Ave.  2021  N.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 

JOHN  W.  KENNEDY,  M.  D. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

JAMES  R.  MATHESON,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Diplomates  of  American  Board  of  Radiology 
X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY 

AL  8-8436  AL  3-4131  AL  8-7531 

Phoenix,  Arizona 

MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  3-3443  El  Paso,  Texas 

CHARLES  E.  GALT,  JR„  M.  D. 

RALPH  H.  HOMAN,  M.  D„  F.  A.  C.  P. 

CARDIOLOGY 

Practice  Limited  to  Obstetrics  and  Gynecology 

ROBERT  B.  HOMAN,  JR.,  M.  D„  F.  A.  C.  S. 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

513  West  Fox  St.  Phone  TUxedo  5-6666  Carlsbad,  N.  M. 

Suite  7D  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1409  El  Paso,  Texas 

H.  M.  GIBSON,  M.  D„  F.  A.  C.  S. 

GEORGE  W.  HORTON,  M.  D. 

(Certified  by  American  Board  of  Urology) 

PRACTICE  LIMITED  TO  ORTHOPEDICS 

PRACTICE  LIMITED  TO  UROLOGY 
20?  Medical  Arts  Bldg.  KE  2-8130  El  Paso,  Texas 

413  N.  Lincoln  FEderal  2-1271  Odessa,  Texas 

3500  Physicians  Read 

LOUIS  G.  JEKEL,  M.D. 
ROBERT  H.  SNAPP,  M.D. 

Diplomates  American  board  of  Dermatology 

Southwestern  Medicine 

DERMATOLOGY 

550  W.  Thomas  Rd.  CR  4-4901  Phoenix,  Ariz. 

JAMES  J.  GORMAN,  M.  D„  F.  A.  C.  P. 

EMMIT  M.  JENNINGS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Internal  Medicine 

Diplomate  American  Board  of  Surgery 

DIAGNOSIS  — GASTROENTEROLOGY 

701  First  National  Building  KE  2-6221  El  Paso,  Texas 

SURGERY—  ENDOSCOPY 

207  N.  Union  St.  Main  2-4360  Roswell,  N.  Mex. 

J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S. 

W.  A.  JONES,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Diplomate  American  Board  of  Neurological  Surgery 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Avenue 

NbUKULUtrlCAL  SURGERY 

Phone  KE  2-9032  El  Paso,  Texas 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7579  El  Paso,  Texas 
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A workhorse 
“mycin” 
for 

common 

infections 


'fiiiiiik 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-tolerated  Cyclamycin,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


CYCLAMYCIN 


Conforms  to  Code  for  Advertisin 


Triacetyloleandomycin,  Wyeth 


® 

Philadelphia  1,  Pa. 
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Exactly  how 


does  new  Halodrin*  restore  the 


<!<? 


premenopausal  prime 


11 


in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these  are  the 
childbearing  years  between  puberty  and  menopause  — the  years  when  her  hormone  production  is  highest. 

The  inevitable  reduction  in  this  hormone  production  as  she  enters  the  menopause  often  results  in  physical 
discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity  of  other  symptoms  with  which 
you  are  familiar.  Superimposed  on  this  physical  picture  is  the  psychic  trauma  brought  on  by  this  unavoidable 
evidence  of  aging.  The  thing  that  brings  her  to  a physician  is  simply  that  she  “feels  bad.” 

Tou  can't  make  her  35  again— but  the  odds  are  good  that  you  can  make  her  feel  like  it!  The  secret  is  a 
combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the  former  defy  objective  analysis, 
but  the  latter  can  now  be  provided  with  scientific  precision.  Reduced  to  essentials,  here  is  the  explanation  of 
exactly  how  hormones  — in  the  form  of  Upjohn’s  new  Halodrin  — restore  the  “premenopausal  prime.” 

The  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol,  estrone,  and 
estriol.  in  an  approximate  28-day  average  ratio  of  39:15:46.  Starting  with  this  urinary  excretion  of  estrogens, 
it  is  possible  to  calculate  backwards  and  estimate  the  amount  of  estradiol  that  must  have  been  secreted  endo- 
genously in  order  to  produce  these  urinary  levels.  This  is  possible  because  the  proportion  of  estrogens  which 
appears  in  the  urine  following  parenteral  administration  has  been  established  in  castrated  women. 

On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day  during  a 
menstrual  cycle,  and  80  micrograms  per  day  in  postmenopausal  women  (see  chart  opposite).  Therefore,  the 
restoration  of  the  “premenopausal  prime”  in  the  postmenopausal  woman  requires  the  replacement  of  approxi- 
mately the  equivalent  of  the  80  micrograms  of  estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  2%  times  as  potent  as  parenteral  estradiol.  Therefore,  the  replacement 
of  80  micrograms  of  endogenous  estradiol  production  per  day  is  accomplished  by  the  oral  administration 
of  32  to  40  micrograms  of  ethinyl  estradiol  per  day. 

Each  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the  recommended 
dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethinyl  estradiol.  This  offsets  the  loss  of  80  micrograms 
of  endogenous  estradiol  production  in  the  menopausal  woman;  i.e.,  restores  the  “premenopausal  prime.” 

Each  Halodrin  tablet  also  contains  1 mg.  of  Upjohn-developed  Halotestin*  (fluoxymesterone)  — the  most 
potent  oral  androgen  known.  The  primary  purpose  is  to  “buffer”  the  ethinyl  estradiol  just  enough  to  prevent 
breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause.  It  also  exerts  other  beneficial  hor- 
monal effects,  one  of  which,  in  common  with  ethinyl  estradiol,  is  a powerful  anabolic  action  so  desirable  in 

patients  of  advanced  years.  __  ■ — — 

' Upjohn 


^TRADEMARK,  REO.  U.S.  PAT.  OFF. 


COPYRIGHT  1958,  THE  UPJOHN  COMPANY 


Estradiol  meg./ 24  brs. 


Endogenous  estrogen  secretion  (meg./ 24  hours) 
(calculated  from  average  24-hour  urinary  excretion 
of  estradiol,  estrone,  and  estriol) 


Days  from  ovulation 


Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 
717  Encino  Place,  NE  Phone  3-1150  Albuquerque,  N.  M. 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  First  National  Bldg.  KE  3-8687  El  Paso,  Texas 


A.  WILLIAM  MULTHAUF,  M.  D.,  F.  A.  C.  S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 
1315  First  National  Bldg.  KE  3-8986  El  Paso,  Texas 


E.  K.  NEIDICH,  M.  D„  D.  A.  B.  R. 

RADIOLOGY 

Memorial  General  Hospital  JAckson  6-241 1 Las  Cruces,  N.  M, 


WALLACE  E.  NISSEN,  M.  D.t  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D„  F.  A.  C S. 

GENERAL  SURGERY 

Medical  Arts  Square 

BOI  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 


F.  KEITH  OEHLSCHLAGER,  M.  D. 

Practice  Limited  to 
OBSTETRICS  and  GYNECOLOGY 
1208  W.  10th  St.  Phone  FE  7-4639  Odessa,  Texas 


3500  Physicians  Read 
Southwestern  Medicine 


THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D„  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D„  F.  A.  C.  S. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D..  F.  A.  C.  S. 

THOMAS  H.  TABER,  JR.,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  North  Third  Street — Phone  CRestwood  7-621 1— Phoenix,  Ariz. 


Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  8-8074  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.D.S. 

GENERAL  DENTISTRY 

Bldg.  I,  Suite  E 1501  Arizona  Ave. 

Phone  KE  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1385  El  Paso,  Texas 


JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  and  ENDOCRINOLOGY 

619  Professional  Building 

15  E.  Monroe  Phoenix,  Arizona 

Phone  ALpine  2-3577 

VINCENT  M.  RAVEL,  M.D. 
CHARLES  C.  McVAUGH,  M.D. 
WILLIAM  H.  MELTON,  M.D. 

Diplomates  American  Board  of  Radiology 

RADIOLOGY  — RADIO-ISOTOPES 
COBALT60  — TELETHERAPY 

616  Mills  Building  KE  2-3459 

800  Montana  Avenue  KE  2-1  126 

El  Paso,  Texas 

RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D„  F.  A.  C.  C. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE  — CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.  D.,  F.  A.  C.  S. 

{Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  KE  3-1601  El  Paso.  Texas 
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HYDROXYZINE  PAMOATE 


+ as  designated  by  the  A.M.A.  Council  On  Drugs,  1958 


Specific  Antihistaminic  Effect 

reduces— erythema,  excoriation 
and  extent  of  lesions1'4 


Psychotherapeutic  Potency 

relieves— tension,  anxiety 
and  itching.1'4 


Recommended  Oral  Dosage: 

50  mg.  q.i.d.  initially;  adjust  according  to 
individual  response. 

References : 1.  Feinberg,  A.  R.,  et  al. : J.  Allergy 
29: 358  (July)  1958.  2.  Eisenberg,  B.  C.,  Clinical 
Medicine  5:897-904  (July)  1958.  3.  Robinson, 
H.  M.,  et  al.:  J.A.M.A.  161:604-606  (June  16) 
1958.  4.  Robinson,  H.  H.,  et  al. : So.  Med.  J. 
50:1282  (Oct.)  1957. 

•Trademark 


Supplied  as: 

Vistaril  Capsules— 25  mg.,  50  mg.,  100  mg. 
Vistaril  Parenteral  Solution  — 10  cc.  vials 
and  2 cc.  Steraject®  Cartridges,  each  cc. 
containing  25  mg.  hydroxyzine  (as  the  HC1) 


Science  for  the  world’s  well-being 


Pfizer  laboratories  Division,  Chas.  Pfizer  & Co.  Inc.,  Brooklyn  6.  N.  Y. 
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ROBERT  H.  THAYER,  M.  D. 

Internal  Medicine 

Suite  15  B El  Paso  Medical  Center  KE  3-4342 
1501  Arizona  Ave.  El  Paso,  Texas 

M.  D.  THOMAS,  M.  D. 

Diplomate  American  Board  of  Anesthesiology 
Suite  1 2-D  KE  3-3745 

1501  Arizona  Ave.  El  Paso,  Texas 

El  Paso  Medical  Center 

ROBERT  F.  THOMPSON,  M.  D„  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  Mills  Bldg.  KE  2-4321  El  Paso,  Texas 


TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 


GEORGE  TURNER,  M.  D. 

DELPHIN  von  BRIESEN,  M.  D. 

HELEN  W.  ANDERSON,  M.  D. 

MEDICAL  CENTER 

1501  Arizona  Ave.  Phone:  KE  2-4689 

Building  No.  6 El  Paso,  Texas 


HARRY  H.  VARNER,  M.  D. 

LEIGH  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 

HERMAN  RICE,  M,  D. 

GENERAL  SURGERY 

Suite  5E  1501  Arizona  Ave. 

El  Paso  Medical  Center 

Phone  KE  2-6529  El  Paso,  Texas 


3500  Physicians  Read. 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 


Southwestern  Medicine 


GENERAL  SURGERY 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 


CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


5055  NORTH  THIRTY  FOURTH  STREET  • PHOENIX.  ARIZONA 

CRestwood  7-7431 


OTTO  L.  BENDHEIM,  M.  D.,  F.  A.  P.  A.,  Med.  Dir. 
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ROY  R.  ROBERTSON,  M.  D. 


EUGENE  P.  SIMMS,  M.  D. 


INTERNAL  MEDICINE  & CARDIOVASCULAR  DISEASES 
Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 


--  GENERAL  PRACTICE  — 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 


CECIL  A.  ROBINSON,  M.  D. 

Diplomats  American  Board  of  Orthopaedic  Surgery 
Practice  Limited  to  Orthopaedics 
III  Pine  Street  2541  Kermit,  Texas 


S.  PERRY  ROGERS,  M.  D. 

W.  HUNTER  VAUGHAN,  M.  D. 

(Diplomates  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-4433  El  Paso,  Texas 


WILLARD  W.  SCHUESSLER,  M.D. 
DONALD  H.  EWALT,  M.D. 

Diplomates  of  the  American  Board  of  Plastic  Surgery 
Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  Ave.  Medical  Center,  Suite  4-C 

El  Paso,  Texas 


F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 

NEWTON  F.  WALKER,  M.  D. 
BRADFORD  HARDIE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

First  National  Bldg.  KE  2-1495  El  Paso,  Texas 


3500  Physicians  Read 
Southwestern  Medicine 


LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 

DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-6172  El  Paso,  Texas 


3500  Physicians  Read 
Southwestern  Medicine 


C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE  AND  THROAT 
Bronchoscopy  — Esophagoscopy 
307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  2-9449  El  Paso,  Texas 


ROBERT  HEALY  STEVENS.  B.  S„  M.  D., 

F.  C.  C.  P. 

ALLERGY  — INTERNAL  MEDICINE 
1313  N.  Second  St.  AL  4-8841  Phoenix,  Arizona 

C.  S.  STONE,  M.D.,  F.A.C.S. 

A.  J.  JENSON,  B.A.,  M.D. 

Phones:  3-5323  - 3-3033  - 3-4427 
301  East  Cain  Street  Hobbs,  N.  M. 


O.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-6742  El  Paso,  Texas 


D.  J.  SIBLEY,  JR.,  M.  D. 


JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

BEN  Z.  TABER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Avenue  KE  2-4631  El  Paso,  Texas 


WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 


Box  367 


GENERAL  PRACTICE 


NEUROLOGICAL  SURGERY 


Phone  584 


Ft.  Stockton,  Texas 


Suite  1 1 A 

El  Paso  Medical  Center 


Office  KE  2-9167  1501  Arizona  Ave. 

Home  JU  4-0553  El  Paso,  Texas 
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Front  View  — Enclosed  Patio 


Sandia  Ranch  Sanatorium 

Rt.  4,  Box  4104  Phone  4-3273  Albuquerque,  N ew  Mexico 

Licensed  by  State  Health  Department  as  a Psychiatric  Hospital  of  50  Beds 
For  the  Care  and  Treatment  of  Nervous  or  Mental  Disorders 

VARIOUS  ACCEPTED  FORMS  OF  THERAPY  AVAILABLE 

OCCUPATIONAL  THERAPY  AND  OUTDOOR  ACTIVITIES 

CLINICAL  LABORATORY  AND  ELECTROENCEPHALOGRAM 
LIMITED  FACILITIES  FOR  DOMICILIARY  CARE 

Favorable  Year  Round  Climate  — 20  Acres  Landscaped  Grounds 

JOHN  W.  MYERS,  M.  D.,  Medical  Director 

ALAN  JACOBSON.  M.D.,  Psychiatrist  FRED  W.  LANGNER,  M.  D..  Psychiatrist 


The  Clinic-Hospital  of  San 


D.  D.  WALL,  M.  D. 

Obstetrics  & Gynecology 

R.  M.  FINKS,  M.  D. 

Pediatrics 

M.  D.  KNIGHT,  M.  D. 

Surgery 


W.  H.  BRAUNS,  M.  D. 

Internal  Medicine 

ROY  E.  MOON,  M.  D. 

Obstetrics  & Gynecology 

CHAS.  F.  ENGELKING,  M.D. 

Ear,  Nose  and  Throat 

DALE  W.  HAYTER,  M.  D. 

Ophthalmology 


Angelo 


R.  A.  MORSE,  M.  D. 

Internal  Medicine 


RALPH  R.  CHASE,  M.  D. 

Pediatrics 

TOM  R.  HUNTER,  M.  D. 

Surgery 


Consultants  in  Radiology 

JOHN  E.  BALLARD,  M.  D. 
JOHN  G.  BOLEN,  M.  D. 
224-234  W.  Beauregard  Ave. 


Consultant  in  Pathology 

LLOYD  R.  HERSHBERGER,  M.  D. 

J.  B.  ADCOCK,  Administrator  San  Angelo,  Texas 
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the  Clock. 

EL  PASO,  TEXAS 

Fully  Approved  by  the 
Joint  Commission  on  Accreditation 
of  Hospitals. 

Fully  approved  by  the 
National  Nursing  Accrediting 
Service. 

Applicants  May  Apply 
To 

Sister  Mildred  Mary,  Director 

Fully  Approved  by  the  American 
Medical  Association,  American 
Society  of  Clinical  Pathologist*, 
and  Registry  of  Medical  Tech- 
nologists. 

Latest  Facilities  For  All  Services. 
Emergency  Service  Around 

EL  PASO,  TEXAS 
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OVERTON  CLINIC 

300  Hughes  Building  PAMPA,  TEXAS 


WATTS  CLINIC 
AND  HOSPITAL 


M.  C.  Overton,  Jr.,  M.  D. 

Surgery  and  Gynecology 

E.  S.  Williams,  M.  D. 

Pediatrics  and  Obstetrics 

J.  R.  Donaldson,  M.  D. 

Surgery 

G.  R.  Hrdlicka,  M.  D. 

Radiology 

C.  M.  Lang,  M.  D. 

Surgery 

R.  W.  Moore,  M.  D. 

Internal  Medicine 

G.  W.  Scott,  M.  D. 

General  Medicine 


MEDICINE 

Warren  Hall,  M.  D. 

Certified  by  American  Board  of  Internal 
Medicine 

J.  N.  Byrd,  Jr.,  M.D.,  A.A.G.P. 

9 

SURGERY 

Randolph  E.  Watts,  M.  D.,  F.  I.  C S. 
John  B.  Spriggs,  M.  D.,  F.  A.  C.  S. 

Diplomate,  American  Board  of  Surgery 
Member  of  the  American  Hospital  Association 

PHONE  1550 

500  E.  1 8th  Silver  City,  N.  M. 


DUTTON 

LABORATORY 

L.  O.  Dutton,  M.  D. 

Frederick  Bornstein,  M.  D. 

Rita  L.  Don,  M.  D. 

J.  A.  Hancock,  Ph.  D. 

Now  Available  for  Physicians,  Hospitals 
and  Laboratories 

A COMPLETE  MEDICAL 
LABORATORY  SERVICE 

In  addition  to  the  usual  procedures,  the  more 
complete  chemical  determinations  of  Protein 
Bound  Iodine,  Steroids,  etc.,  are  offered. 

Autopsy  procedures  with  special  attention  to 
medico-legal  aspects  are  available. 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


PROFESSIONAL  X-RAY 

AND 

CLINICAL  LABORATORY 

507  Professional  Bldg.  • Phoenix,  Arizona 

PHONE  ALpine  3-4105 
AND 

MEDICAL  CENTER  X-RAY 

AND 

CLINICAL  LABORATORY 

1313  North  2nd  Street  • Phoenix,  Arizona 

PHONE  ALpine  8-3484 

DIAGNOSTIC  X-RAY  — X-RAY  THERAPY 
RADIUM  THERAPY  — CLINICAL  PATHOLOGY 
TISSUE  PATHOLOGY  —ELECTROCARDIOGRAPHY 
BASAL  METABOLISM 

R.  Lee  Foster,  M.  D.,  Director 
Martin  L.  List,  M.  D.,  Radiologist 
George  A.  Gentner,  M.  D.,  Radiologist 
Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.  D.,  Consultant  Pathologist 


FEBRUARY,  1959 


143 


I 


Southwestern  Physicians’  Directory 


fission 

Pharmacal  Co. 


SAN  ANTONIO,  TEXAS 


More  Powerful 

Less  Pressor 
Activity 

Avoids  Nervous 
Side  Effects 

Complete  Dietarq 
Supplement 


Southwestern  General  Hospital 

Fully  Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

Member  Hospital: 

American  Hospital  Association 
Texas  Hospital  Association 

Blue  Cross  of  Texas 

• 

Open  Staff 

COTTON  AVENUE  AND  ERIE  STREE  T • E L P A SO.  TEXAS 


Give  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from  level 
of  shoulders  to  tip  of  sacrum;  circumference  of 
pelvis  above  trochanters;  circumference  of  waist; 
height  and  weight. 

CHRISTOPHER'S 

BRACE  AND  LIMB  CO. 

2231  Montana  St. 

KE  2-9690 
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The  prompt  and  effective  clearing 
of  organism*  and  pyuria  that  was 
obtained  in  this  series  and  in  a previous 


one  with  Gant  risen 

j)t  US  the  dramatic 
relief  of  bladder  and  urethral  symptoms 
which  can  be  attributed  to  the  [phenytazo- 
dia mino-pyridine  HCl]  indicated  to  us  that 


Azo 


is  an  ideal 


compound  for  use  in  common  urinary  tract 
infections  that  we  see  from  day 
to  day  in  the  practice  of  urology. 

The  synchronized  therapy  provided  by  Azo  Gantrisin  is  highly  effective  against  infections  carried 
by  the  blood  stream  and  the  urine.  Valuable  also  in  prophylaxis  before  and  after  cystoscopy, 
catheterization  and  urologic  surgery.  *F.  K.  Garvey  and  J.  M.  Lancaster,  North  Carolina  M. ./.,  18: 78,  1957. 

GANTRISIN®  Brand  of  sulfisoxazole 
ROCHE— Reg.  U.S.  Pat.  Off. 

ROCHE  LABORATORIES  • Division  of  Hoffmann-La  Roche  Inc  • Nutley  10  • N.  J. 
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WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

• 

Direct  Physician's  Phone  to 
Prescription  Department  — KE  3-2352 

FREE  DELIVERY 


UNIFORMS 

Doctors  • Nurses  • Interns  • Technicians 

Poplin,  Nylon,  Dacron 
White  and  Colors 

SURE-FIT  UNIFORM  CO. 

412  N.  Oregon  St.  KE  2-1374  El  Paso,  Texas 

RICHARD  E.  MARTIN 
MARTIN  MORTUARY 

Dial  KE  2-3691 

710  N.  Stanton  St.  El  Paso,  Texas 


Only  at  the  Popular  in  El  Paso  . . . 

Stacy  Adams  Footwear 

POPULAR  DRY  GOODS  CO. 


For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 


the  while  house 


It’s 

Sweeney's 

★ 

FOR  PRESCRIPTIONS 

MILLS  BLDG.— PHONE  KE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 

TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  St.  KE  3-0952  El  Paso,  Texas 

Nights  — Call  LO  5-0359,  or  LO  5-3060 

3500  Physicians  Read 
Southwestern  Medicine 


C.  G.  McDow  and  Son,  Props. 

Rio  Grande  Pharmacy 

419-421  South  Stanton  St.  KE  2-4473  El  Paso,  Texas 


Raster  & Maxon 

Funeral  Home 


El  Paso,  Texas 


KE  2-3431 


We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

McKEE’S  PRESCRIPTION  PHARMACY 

107  East  San  Antonio  St.,  El  Paso 
Dial  KE  2-2693 


HARDING  and  ORR 

Funeral  Home 

EL  PASO,  TEXAS 

320  Montana  KE  3-1646 


MEDICAL  CENTER 
PHARMACY 


t? 

YOUR  PROFESSIONAL  PHARMACY 
I IN  THE  NEW  MEDICAL  CENTER 

phone  2-6968-69 

1501  ARIZONA  ST.  EL  PASO.  TEXAS 

L J 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  12  Conveniently  Located  Stores 
EL  PASO,  TEXAS  YSLETA,  TEXAS 
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Until  the  discovery  of  DECADRON*  by  MERCK  SHARP  & DOHME,  when  your  diabetic  patients 
were  also  in  need  of  corticosteroids,  you  were  often  faced  with  a difficult  therapeutic  dilemma. 
Diabetes  mellitus  was  a recognized  contraindication  to  the  use  of  corticosteroids,  since  they 
not  only  aggravated  the  existing  diabetic  symptoms,  but  often  precipitated  latent  diabetes. 


NOW  EVEN 

many  diabetic  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 


Decadron— the  new  and  most  potent  of  all  anti-inflammatory  corticosteroids  — 
is  remarkable  for  its  virtual  absence  of  diabetogenic  effect  in  therapeutic  doses. 


dexam  ethasone 


to  treat  more  patients 
more  effectively 


In  clinical  trials  with  some  1,500  patients,  glycosuria 
was  noted  in  only  two,  transitory  glycosuria  in  another 
two,  and  flattening  of  the  glucose  tolerance  curve  in 
one.  There  were  no  instances  of  aggravation  of  exist- 
ing diabetes,  no  increase  in  insulin  requirements. 
Patients  whose  diabetes  was  severely  aggravated  on 
prednisolone  showed  good  tolerance  when  transferred 
to  DECADRON. 

MORE  patients  can  be  treated  with  DECADRON  than 
with  other  corticosteroids,  because  in  addition  to 
being  practically  free  of  diabetogenic  activity,  therapy 
with  DECADRON  is  also  practically  free  of  sodium 
retention,  potassium  depletion,  hypertension,  edema 
and  psychic  disturbances.  Cushingoid  effects  are 
fewer  and  milder.  DECADRON  has  not  caused  any 
new  or  "peculiar”  reactions,  and  has  produced  neither 
euphoria  nor  depression,  but  helps  restore  a 
"natural”  sense  of  well-being. 

♦ DECADRON  is  a trademark  of  Merck  & Co.,  Inc., 
©1958  Merck  & Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  I,  PA. 
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YESTERDAY,  A COUGH  SPOILED  HIS  DRAWING 
TODAY  HIS  COUGH  IS  UNDER  CONTROL 
WITH 


m ^ ^ m m ■©  benylin  EXPECTORANT  contains  in  each 


Benadryl®  hydrochloride 
(diphenhydramine  hydrochloride, 

Parke-Davis)  80  mg. 

Ammonium  chloride  12  gr. 

Sodium  citrate  5 gr. 

Chloroform  2 gr. 

Menthol 1/10  gr. 

Alcohol  5% 

supplied:  BENYLIN  EXPECTORANT  is  avail- 
able in  16-ounce  and  1-gallon  bottles. 

PARKE,  DAVIS  & COMPANY 
DETROIT  32,  MICHIGAN 


EXPECTORANT 
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APPREHENSIVE 


surgical  and  obstetrical  patients 
respond  well  to 

VISTARIL 

hydroxyzine  pamoate 

Outstanding  safety 

establishes  peaceful  indifference  to  pre- 
operative preparation  without  serious 
hypotensive  effects. 

Psychotherapeutic  potency 

makes  possible  the  maintenance  of  an 
adequate  degree  of  narcosis  with  reduced 
doses  of  narcotics. 

relieves  tension  and  controls  emesis  in 
both  postoperative  and  postpartum 
patients. 


Recommended  Oral  Dose:  up  to  400  mg.  dailj  in  divided  doses 
Recommended  Parenteral  Dose:  25-50  mg.  (1-2  cc.)  I.M.  q.4  h.,  p.r.n. 


Supplied  as:  Vistaril  Capsules  — 25  mg.,  50  rrjg.,  100  mg. 

Vistaril  Parenteral  Solution  — 1 0 cc.  vials  and  2 cc. 
Steraject®  Cartridges,  each  cc.  :ontaining  25  mg. 
hydroxyzine  (as  the  HC1) 

) Science  for  the 

PFIZER  LABORATORIES 


, New  York 


Division, 
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Established 


i ' L 


Standard  Therapy 


m 


two  tablets 
at  bedtime 


After  full  effect 
one  tablet 
suffices 


1 


m 

r 

M 


* Because 


Rauwiloid  provides  effective  Rauwolfia 
action  virtually  free  from  side  effects . . . the 
smooth  therapeutic  efficacy  of  Rauwiloid 
is  associated  with  significantly  less  toxicity 
than  reserpine . . . and  with  a lower  incidence 
of  depression.  Tolerance  does  not  develop. 

Rauwiloid  is  initial  therapy  for  every 
hypertensive  patient.  ...Dosage  adjust- 
ment is  never  a problem... 


When  more  potent  drugs  are  needed,  prescribe  one 
of  the  convenient  single-tablet  combinations 


alseroxylon  1 mg.  and  alkavervir  3 mg. 


alseroxylon  1 mg.  and  hexamethonium 
chloride  dihydrate  250  mg. 


Many  patients  with  severe  hypertension  can  be  maintained 
on  Rauwiloid  alone  after  desired  blood  pressure  levels  are 
reached  with  combination  medication. 


Norihridge,  California 


Janet  Dee,  Librarian 
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New  York  20,  .\-sw  York 


IN  THIS  ISSUE 

The  President's  Column 

The  Southwestern  Medical  Association 

Orthopaedic  Surgery  Notes  Nomina  Anatomica 

Current  Therapy  Hypotensive  Drugs 

New  Mexico  Medical  Society  to  Hold  Space  Medicine  Program 

Twelve  Speakers  Named  for  Texas  Orthopaedic  Meeting 

Dr.  Paul  O.  Feil  of  Deming  Elected  President  of 
Southwestern  N.  M.  Medical  Society 

Oh,  My  Aching  Back 

Myocardial  Infarction;  Five  Years  Series 

Aphorisms  and  Memorabilia 

Truths  and  Concepts  in  Otolaryngology 

Monthly  Clinical  Pathological  Conference  of  El  Paso 
General  Hospital 


Page 

173 

Page 

174 

Page 

176 

Page 

178 

Page 

179 

Page 

181 

Page 

182 

Page 

187 

Page 

193 

Page 

197 

COMPLETE  CONTENTS  ON  PAGE  162 


founded  19 19 


MARCH.  1959 


times  serum  can  be  diluted  before  inhibition  is  lost 


>£  1 2 4 6 8 


hours  after  administration 


ILOSONE  assures  a decisive  response 

in  common  bacterial  infections 


Parenteral  potency — The  graph  above  shows 
that  Ilosone  provides  antibacterial  serum  levels 
comparable  to  those  obtained  with  intramuscular 
therapy. 

Parenteral  certainty — In  more  than  a thousand 
determinations,  in  hundreds  of  patients  studied, 
Ilosone  has  never  failed  to  provide  significant  anti- 
bacterial levels  in  the  serum. 

The  usual  dosage  for  adults  and  children  over 

Ilosone™  (propionyl  erythromycin  ester.  Lilly) 


fifty  pounds  is  250  mg.  every  six  hours,  but  doses 
of  500  mg.  or  more  may  be  administered  safely 
every  six  hours  in  more  severe  infections.  For 
optimum  effect,  administer  on  an  empty  stomach. 
Supplied  in  Pulvules  of  250  mg.  (For  children 
under  fifty  pounds,  a 125-mg.  Pulvule  is  also  avail- 
able.) 

1.  Antibiotic  Med.  & Clin.  Therapy,  5:609,  1958. 

2.  Data  from  Antibiotics  Annual,  p.  269,  1954-1955. 


ELI  LILLY  AND  COMPANY 


INDIAN  APOLIS  6,  INDIANA.  U.S.A. 


CONTROL 

vertigo,  dizziness... 

AND 

ELEVATE  THE 


with  Dramamine-0® 

brand  of  dimenhydrinate  with  dextro-amphetamine  sulfate 
“Disturbances  of  balance  resulting  from  vestibular  disorders  have  long  been  known  to  lead 
to  severe  anxiety.”* 

Vertigo— whether  of  organic  or  functional  origin— tends  to  leave  depression  in  its  wake. 
Dramamine-Z)  is  a therapeutic  combination  designed  for  treatment  of  the  entire  vertigo- 
reaction  syndrome.  Each  tablet  contains  dimenhydrinate  (50  mg.)  to  control  dizziness, 
and  dextro-amphetamine  sulfate  (5  mg.)  to  elevate  the  mood. 

*Pratt,  R.  T.  C.,  and  McKenzie,  W.:  Anxiety  States  Following  Vestibular  Disorders,  Lancet  2:347  (Aug.  16)  1958. 


Dramamine® 


available  as  tablets,  ampuls,  liquid,  suppositories 


Research  in  the  Service  of  Medicine 
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When  smooth  muscle  spasm 
gets  rough  on  your  patients. 


Like 

oil 

on 

troubk 


water 


TABLETS  • CAPSULES  - ELIXIR  • EX 

In  each  Tablet, 

Capsule  or  tsp. 

(5  cc.)  of  Elixir 
Hyoscyamine  sulfate 

0.1037  mg.  0.; 

Atropine  sulfate 

0.0194  mg.  O.C' 

Hyoscine  hydrobromide 

0.0065  mg.  O.C 

Phenobarbital 

(Va  gr.)  16.2  mg.  (3^  gr.) 


Prescribed  by  more  phys 
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Pleasant  tasting 


ANTEPAR 


eliminate  PINWORMS 
IN  ONE  WEEK 
ROUNDWORMS  IN 
ONE  OR  TWO  DAYS 


‘ANTEPAR’  SYRUP 

Piperazine  Citrate,  100  mg.  per  cc. 

‘ANTEPAR’  TABLETS 

Piperazine  Citrate,  250  or  500  mg.,  scored 

‘ANTEPAR’  WAFERS 

Piperazine  Phosphate,  500  mg. 


Literature  available  on  request 

brand 


PIPERAZINE 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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enables  your  patient  to  escape 
peptic  ulcer  symptoms 


A 


PRANTAL 


Relief  from  gastric  hypermotility  and  hypersecretion  by 
Prantal  aids  physiological  healing  of  the  ulcer.  With  his 
freedom  from  pain  and  other  distressing  ulcer  symptoms, 
your  patient  feels  secure  in  his  personal  relationships,  rela- 
tively certain  of  freedom  from  exacerbations. 

Rx  the  form  that’s  best  for  him 

for  adjusting  dosage— Prantal  Tablets,  100  mg. 
for  prolonged  relief—  Prantal  Repetabs,  100  mg. 
with  sedation  — Prantal  with  Phenobarbital  Tablets, 
100  mg.  with  16  mg.  phenobarbital. 

Prantal®  Methylsulfate,  brand  of  diphemanil  methylsulfate. 

Repetabs,®  Repeat  Action  Tablets. 


FI 


SCHERING  CORPORATION  • BLOOM 


ELD,  NEW  JERSEY 


Southwestern  Medicine 

The  U.  S.  - Mexico  Regional  Medical  Journal  Serving  West 
Texas,  New  Mexico,  Arizona,  Nevada  and  Northern  Mexico 


Official  Journal  of 

The  Southwestern  Medical  Association,  The  Western  Association  of 
Railway  Surgeons,  The  Texas  Orthopaedic  Association,  The 
Southwest  Obstetrical  and  Gynecological  Society,  The 
Southwestern  Dermatological  Society,  Texas  District 
One  Medical  Association,  The  Southwestern  New 
Mexico  Medical  Society,  and  El  Paso  County 
Medical  Society 


VOL.  XL 


MARCH.  1959 


BOARD  OF  MANAGERS 


No.  3 


A.  D.  Clauser,  M.D. 
Russell  L.  Deter,  M.D. 

H.  D.  Cogswell,  M.D. 

M.  D.  Thomas,  M.D. 

E.  W.  Lander,  M.D. 
David  Rusek,  M.D. 

John  H.  Dettweiler,  M.D. 


James  Fritz,  M.D. 
Louis  G.  Jekel,  M.D. 
Donovan  Johnson,  M.D. 
Louis  W.  Breck,  M.D. 

H.  D.  Garrett,  M.D. 
Jack  A.  Bernard,  M.D. 
Morton  H.  Leonard,  M.D. 


EDITOR Lester  C.  Feener,  M.  D. 

404  Banner  Building,  El  Paso,  Texas 

MANAGING  EDITOR Louis  W.  Breck,  M.  D. 

520  Montana  Street,  El  Paso,  Texas 

ASSOCIATE  EDITORS 

8ranch  Craige,  M.  D.  Maurice  P.  Spearman,  M.  D. 


ADVERTISING  AND  SUBSCRIPTION  OFFICES 
Mott,  Reid  & McFall 
310  N.  Stanton  St.,  El  Paso,  Texas 
Publication  Office 
265  Texas  St.,  Fort  Worth,  Texas 

Gordon  M.  Marshall  — National  Advertising  Representative 
30  West  Washington  Street,  Chicago,  III.,  Dearborn  2-5148; 
Eastern  Office — John  H.  Hinse,  Room  325,  15  West  44th  Street 
New  York  36,  Oxford  7-5262. 

Second-class  mail  privileges  authorized  at  Fort  Worth,  Texas. 
Postmaster:  All  undeliverable  copies  returnable  under  Form 
3579  should  be  to  Southwestern  Medicine,  310  North  Stanton  Street, 
El  Paso.  Texas. 


Providence  Memorial  Hospital 
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COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
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B.  I.  D. 

ULCER  CONTROL 


all  day  Q) 


NEW 


□ AR  ICON 


patient  comfort 


Natural  Prolonged  Action -The  action  of  daricon,  a more  potent  and  better  tolerated  anticholinergic,  is 
consistently  prolonged  because  it  has  a unique  chemical  structure  and  is  not  dependent  on  “mechanical” 
means  (e.g.,  special  coating,  adsorption  on  ion-exchange  resin). 


In  addition  to  peptic  ulcer,  daricon  is  also  indicated  for  other  gastrointestinal  disorders  characterized  by 
hypersecretion,  hypermotility  and  spasm  (e.g.,  functional  bowel  syndrome,  chronic  nonspecific  ulcerative 
colitis  and  biliary  tract  disease). 


Dosage:  10  mg.  b.i.d.  (morning  and  evening).  Supply:  Tablets,  10  mg.,  white,  scored.  Bottles  of  60  and  500. 


EVEN  REFRACTORY  CASES  RESPOND 


•Trademark 

Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  N.  Y. 
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wine  m 


and  convalescence? 


Convalescents,  regardless  of  their  years,  share  many  of  the  tonic  and  recuperative 
needs  of  the  aged,  and  wine  is  probably  more  widely  recommended  in  the  care 

of  these  patient  groups  than  in  any  other. 

r 

Many  generations  of  physicians  have  warmly  advocated  not  only  dry  table  wines 
but  also  sweet  dessert  wines  of  many  varieties  for  their  nutritional  value 
in  elderly  and  convalescent  patients. 

Now  modern  research  supplies  the  raison  d'etre  by  clearly  showing  that  wine  not  only 
supplies  quick  fuel  but  also  serves  to  stimulate  the  desire  for  food  where  appetite  is  poor. 


WINE  AIDS  DIGESTION  —Wi  ne  has  been  found  to  increase  salivary  flow,1  stimulate 
gastric  secretion2  and  facilitate  the  gastrocolic  reflex.3 

WINE  FOR  GENTLE,  SAFE  SEDATION — Described  as  the  safest  of  all  sedatives,  wine  can 

often  dispel  the  anxieties,  fears  and  emotional  pressures  of  old  age  and  prolonged 
illness.  The  relaxation  of  gastric  tension  produced  by  moderate  amounts  of  wine 
may  be  a significant  factor  in  the  prevention  of  dyspepsia.  The  systemic  sedative4 

and  vasodilative'1  actions  of  wine  can  be  of  great  aid  in  cardiovascular  disease. 
For  a few  cents  a day  your  patients  can  have  wines  produced  from  the  world’s 
finest  grape  varieties  grown  in  an  ideal  climate  and  handled  with  consummate  skill. 

Research  information  on  wine  is  available  on  request.  Just  write  for  your  copy 
of  “Uses  of  Wine  in  Medical  Practice.”  Wine  Advisory  Board,  717  Market  Street, 

San  Francisco  3,  California. 


1.  Winsor,  A.  1.,  ond  Strongin,  E.  I.:  J.  Exper.  Psychol.  16 589  (1933). 

2.  Ogden,  E.,  and  Southard,  Jr.,  F.  D.:  Fed.  Proceedings  5 77  (1946). 

3.  Adler,  H.  F.;  Beazell,  J.  M.;  Atkinson,  A.  J.,  and  Ivy,  A.  C.:  Quart.  J.  Studies  on  Ale.  T.638  (1941). 

4.  Solter,  W.  T.:  Geriatrics  7.317  (1952). 

5.  Wright,  I.  S.,  Arteriosclerosis,  in  Steiglitz,  E.  J.:  Geriatric  Medicine,  Philadelphia,  W.  B.  Saunders  Co.  (1949). 
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in 

this  capsule 
lives  the 

most  widely 
used 


the  most 
widely  useful 
antibiotic 

in  the 

world 

Achromycin®  V 

Tetracycline  with  Citric  Acid  Lederle  m 

SUPPLIED  IN  CAPSULES  OF  250  MG. 

WITH  250  MG.  CITRIC  ACID. 

AND  lOO  MG.  WITH  100  MG.  CITRIC  ACID. 

i 

^ederUt)  lederle  laboratories,  a division  of  American  cyanamid  company,  pearl  river,  new  york 
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A controlled  clinical  investigation  of 
Prostall  capsules  showed  effective  results 
as  follows: 


• Enlargement  reduced  92% 

• Nocturia  relieved  95% 

• Urgent  urination  relieved  81% 

• Frequency  urination  reduced.  73% 

• Discomfort  relieved  71% 

• Delayed  micturition  relieved  . 70% 

T 


Prostall  capsules  contain  6 gr.  of  a mix- 
ture of  aminoacetic  acid  (glycine) . glutamic 
acid  and  alanine. 


The  value  of  this  medication  was  discovered 
accidentally  in  an  allergy  clinic.  A man  who 
was  being  treated  for  allergy  reported  that 
all  of  his  symptoms  caused  by  prostatic 
hypertrophy  disappeared.  This  result  was 
confirmed  by  three  investigators  in  many 
other  cases. 

The  recommended  dosage  is  2 Prostall  cap- 
sules three  times  a day  for  two  weeks,  there- 
after 1 capsule  three  times  daily.  The 
regimen  should  be  continued  for  a minimum 
of  three  months,  for  marked  improvement. 
Some  cases  need  continuous  therapy,  while 
others  require  it  periodically. 

Prostall  capsules  are  ethically  promoted. 
Supplied  in  bottles  of  100  and  250  capsules. 


PROSTALL 


£$#&dtivsL  (phoAialk,  JkoAnfUf. 


k. 


Professional 

Literature 


on  request. 


Metabolic  Products  Corp. 

Little  Bldg.,  Boston  16,  Mass. 

Kindly  send  me  without  obligation: 

□ Professional  literature. 

□ Reprint  of  The  Clinical  Report. 

Name 

Address 

City Zone... 


State 
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■ prompt,  aggressive 
antibiotic  action 
i a reliable  defense  against 
monilial  complications 


both  are  often  needed  when 
bacterial  infection  occurs 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world's  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclin  -V  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 

MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 

Capsules  (250  mg./ 250,000  u.),  bottles  of  16  and  100.  Half  strength  Capsules  (125  mg./ 125,000  u.),  bottles  of  16  and  100. 
Suspension  (125  mg./ 125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg./ 100,000  u.  per  cc.).  10  cc.  dropper  bottles. 

SQUIBB  Squibb  Quality  — the  Priceless  Ingredient 

'•TiTtCUw’®.  'iUMTCIN*®'  AMO  'mTCOBTATIN*®  ARC  SBUIDB  TAADCNAAK* 
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In  potentially 
seriou! 

infections . . 

- 


New  revitalizing  tonic 
brightens 

the  second  half  of  life! 


Ritonic 


a 


A sense  of  frustration  and  inadequacy,  faulty  nutrition,  waning 
gonadal  function  — RITONIC  meets  all  these  problems  of  middle  age  and 
senile  let-down.  The  unique  combination  of  RITALIN,  the  , 

safe  central  stimulant,  with  a balanced  complement  of  vitamins,  calcium,  / 
and  hormones  acts  to  renew  vitality,  re-establish  hormonal 
and  anabolic  benefits,  and  improve  nutritional  status. 


“We  found  Ritonic  to  be  a safe,  effective  geriatric 
supplement . . .”1  “Patients  reported  an  increase  in 
alertness,  vitality  and  sense  of  well  being.”2 


PRESCRIBE  RITONIC 
for  your  geriatric  patients,  your  middle-aged  patients  and  your  postmenopausal  patients. 


Each  Ritonic  Capsule  contains: 


Ritalin®  liydrochlcrride 

5 mg. 

methyltestostcrone 

1.25  mg. 

ethinyl  estradiol 

5 micrograms 

thiamin  ( vitamin  B i ) 

5 mg. 

riboflavin  ( vitamin  B°) 

1 mg. 

pyridoxin  (vitamin  B„) 

2 mg. 

vitamin  Bn  activity 

2 micrograms 

nicotinamide 

25  mg. 

dicalcium  phosphate 

250  mg. 

Dosage : 
Supplied : 
References : 

RITALIN® 


One  Ritonic  Capsule  in  mid-morning  and  one  in  mid-afternoon. 
Ritonic  CAPSULES;  bottles  of  100. 

1.  Natenshon,  A.  L. : J.  Am.  Geriatrics  Soc.  6 : 534  (July)  1958. 

2.  Bachrach,  S.:  To  be  published. 

hydrochloride  (methylphenidate  hydrochloride  CIBA) 
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FROM  BASIC  RESEARCH -BASIC  PROGRESS 


HYDROCHLOROTHIAZIDE 

a new  measure  of  activity 


in  edema 

whenever  there  is  need  for  diuresis 

in  hypertension 

effective  by  itself  in  some  patients — always  as  background 
medication  in  any  antihypertensive  regimen. 


summary  of  clinical  information  — HYDRODIURIL  (HYDROCHLOROTHIAZIDE) 

IN  EDEMA: 

■ greater  oral  effectiveness  than  with  any  other  class  of  diuretic  agent 

* diuretic  effectiveness  maintained  even  on  prolonged  daily  administration 

■ 25  mg.  hydroDIURIL  orally  is  equivalent  to  1.6  cc.  meralluride  I.M. 

■ has  been  reported  to  be  effective  even  in  patients  who  did  not  respond 
satisfactorily  to  other  diuretics 

■ low  toxicity— extremely  well  tolerated 

■ often  achieves  the  benefits  of  a low  salt  diet  without  the 
unpleasant  restrictions 
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HYDRODIURIL  (HYDROCHLOROTHIAZIDE) 

■ highly-active  derivative  of  chlorothiazide 

■ similar  qualitatively  to  chlorothiazide  but  10  to  12  times  more  potent 

■ loss  of  potassium  is  clinically  insignificant  in  the  great  majority 
of  patients  on  normal  diets 


IN  HYPERTENSION: 

■ provides  background  therapy  in  any  antihypertensive  regimen  (by  itself, 
hydroDIURIL  adequately  controls  hypertension  in  some  patients) 

■ has  been  reported  by  some  investigators  to  have  a greater  antihypertensive 
effect  in  some  patients  than  does  chlorothiazide  at  equivalent  dose  levels 

■ does  not  lower  blood  pressure  in  normotensives 

■ markedly  potentiates  other  antihypertensive  agents 

■ reduces  dosage  requirements  for  other  agents,  often  with  concomitant 
reduction  in  their  distressing  side  effects 

■ smooths  out  blood  pressure  fluctuations 
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1 Hypertension 

2 Congestive  heart  failure  of  all  degrees  of  severity 

3 Premenstrual  tension  (edema) 

4 Edema  of  pregnancy 

5 Renal  edema— nephrosis;  nephritis 

6 Cirrhosis  with  ascites 

7 Drug-induced  edema 

8 as  adjunctive  therapy  in  the  management  of  obesity 
complicated  by  edema 


RECOMMENDED  DOSAGE  RANGE 

In  EDEMA:  one  to  two  50  mg.  tablets  HYDRODIURI L once  or  twice  a day 

in  HYPERTENSION:  one  or  two  25  mg.  tablets  or  one  50  mg.  tablet  hydroDIURIL  once  or  twice  a day.  (When  hydroDIURIL  is  used  with 
a ganglion  blocking  agent,  it  is  mandatory  to  reduce  the  dose  of  the  latter  by  at  least  50  per  cent,  immediately  upon  adding  hydroDIURIL  to 
the  regimen.) 

SUPPLIED  as  25  mg.  and  50  mg.  scored  tablets,  in  bottles  of  100  and  1000. 

PRECAUTIONS:  BIBLIOGRAPHY: 


It  is  important  that  dosage  be  adjusted  as  frequently  as  the  needs  of  the  indi- 
vidual patient  demand. 

HYDRODIURIL  has  shown  no  adverse  effects  on  renal  function  and  is  essentially 
not  nephrotoxic;  for  this  reason  it  may  be  used  with  excellent  results  even  in 
patients  for  whom  organomercurialsare  contraindicated  because  of  renal  da  mage. 
The  excretion  of  potassium  is  much  lower  than  that  of  sodium  and  chloride  and, 
as  is  the  case  with  DIURIL®,  the  loss  of  potassium  is  clinically  insignificant  in 
the  great  majority  of  patients  on  normal  diets.  If  indicated,  this  potassium  loss 
may  be  easily  replaced  by  including  potassium-rich  foods  in  the  diet  (orange 
juice,  bananas,  etc  ). 

Additional  information  on  hydroDIURIL  is  available  on  request. 


1.  Esch,  A.F.,  Wilson,  I.M.,  Freis,  E.D.:  3.4-Dihydrochlorothiazide ; Clinical 
Evaluation  of  a New  Saluretic  Agent.  Preliminary  Report;  M.  Ann.  District  of 
Columbia  28:9,  (Jan.)  1959. 

2.  Ford,  R.V. : The  Clinical  Pharmacology  of  Hydrochlorothiazide;  Southern  Med. 
J.  52:40,  (Jan.)  1959. 

3.  Fuchs,  M.,  Bodi,  T.,  Irie,  S.,  and  Moyer,  J.H. : Preliminary  Evaluation  of  Hydro- 
chlorothiazide ('hydroDIURIL’);  M.  Rec.  & Ann.  51:872,  (Dec.)  1958. 

4.  Moyer,  J.H.,  Fuchs,  M.,  Irie,  S.,  and  Bodi,  T.:  Some  Observations  on  the 
Pharmacology  of  Hydrochlorothiazide;  Am.  J.  Cardiol.  3:113,  (Jan.)  1959. 

•HYDRODIURIL  and  DIURIL  are  trademarks  of  Merck  & Co.,  INC. 

Trademarks  outside  the  U.S.:  DICHLOTRIOE,  DICLOTRIDE,  HYDROSALURIC. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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APPREHENSIVE  surgical  and  obstetrical  patients 


respond  well  to 

VISTARIL 

hydroxyzine  pamoate 

Outstanding  safety 

establishes  peaceful  indifference  to  pre- 
operative preparation  without  serious 
hypotensive  effects. 

Psychotherapeutic  potency 

makes  possible  the  maintenance  of  an 
adequate  degree  of  narcosis  with  reduced 
doses  of  narcotics. 

relieves  tension  and  controls  emesis  in 
both  postoperative  and  postpartum 
patients. 


6,  New  York 


Recommended  Oral  Dose:  up  to  400  mg.  dailj  in  divided  doses 
Recommended  Parenteral  Dose:  25-50  mg. 


Supplied  as:  Vistaril  Capsules  — 25  mg.,  50 
Vistaril  Parenteral  Solution- 
Steraject®  Cartridges,  each  cc. 
hydroxyzine  (as  the  HC1) 

Science  for  the  wo 


PFIZER  LABORATORIES  Division 
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when  Blues  in  the  Night  are  due  to  infant  “Colic” 


Barbicaine* 

oral  antispasmodic-sedative 

offers  prompt  relief 

Barbicaine's  local  anesthetic  action  usually  brings 
prompt  symptomatic  relief  of  gastrointestinal  spasm 
. . . often  in  minutes. 

keeps  baby  comfortable  longer 

Barbicaine’s  mild  sedative  action  prolongs  the  sys- 
temic relaxation  over  longer  periods  of  time. 

And  Barbicaine's  calibrated  plastic  drop-tip  bottle 
makes  it  easy  to  measure  accurately  when  mother 
adds  it  to  the  formula. 


For  Infants  under  20  lbs. 

5 drops  q.i.d. 

20  to  30  lbs. 

10  drops  q.i.d. 

30  to  40  lbs. 

15  drops  q.i.d. 

For  Older  Children 

20  drops  q.i.d. 

Each  cc.  of  Barbicaine  contains: 

Procaine  Hydrochloride,  U.S.  P.  . 50  mg. 

if 

3.  Pentobarbital  . . . 

Phenobarbital,  U.S. P. 

Available  in  15  cc.  plastic  dropper-tip  vial. 

CUTTER  LABORATORIES  • Berkeley,  California 
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The  Southwestern  Medical  Association 

By  Alvin  R.  Clauser.  M.  D..  Albuquerque 


I have  been  asked  many  times,  as  I am  sure 
you  have,  “What  is  the  Southwestern  Medical 
Association?”  Of  course  we  all  know’  that  it  is, 
as  the  name  implies,  an  association  of  physicians 

from  the  southwrestern 
area  of  the  United 
States,  namelv  Arizona. 
New  Mexico,  West 
Texas,  and  Northern 
Mexico.  I am  confi- 
dent that,  forty  years 
ago  when  it  was  first 
considered,  the  founders 
felt  there  was  a need 
for  such  an  organiza- 
Dr.  Clauser  Tv  ti°n- 

I can  well  imagine  that  a few  physicians  from 
over  the  area  decided  they  had  many  things 
in  common  and  that  being  acquainted  with  each 
other  might  help  solve  their  problems  and  foster 
better  medicine  in  this  particular  area. 

Many  Changes 

During  the  past  forty  years  many  things  have 
changed.  Phoenix  and  Albuquerque  were  widely 
separated  cities,  the  area  between  them  quite 
desolate.  Not  only  that,  the  large  medical  centers 
were  too  far  away  for  all  but  a few  to  visit.  I am 


sure  that  it  was  because  of  such  conditions  that 
the  Southwestern  Medical  Association  was  found- 
ed. 

Medical  Centers 

If  the  practicing  physicians  in  this  area  were 
too  far  from  the  medical  centers,  why  not  bring 
a part  of  these  medical  centers  to  this  area — have 
an  annual  meeting  where  the  “Professors”  could 
come  here;  where  all  the  physicians  in  this  area 
could  congregate  once  a year  for  professional  en- 
lightenment and  renew  old  acquaintances?  This 
is  the  reason  for  the  Southwestern  Medical  As- 
sociation. 

Of  course  today  no  city  in  this  area  is  far  from 
any  other  city.  Whether  one  travels  by  private 
car,  bus,  train  or  plane,  the  large  medical  centers 
are  only  a few  hours  away.  However,  the  only 
way  for  the  physicians  in  this  area  to  know  each 
other  better  is  still  to  renew  acquaintances  at  our 
annual  meeting. 

Our  various  state  societies  have  their  functions 
as  do  all  the  specialty  boards.  The  Southwestern 
Medical  Association  does  not  in  any  way  pretend 
to  take  the  place  of  these  organizations  and  like- 
wise these  organizations  cannot  take  the  place 
of  the  Southwestern  Medical  Association.  They 
are  all  a very  important  part  of  our  medical  life 
today.  None  should  be  neglected  for  the  other. 
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ORTHOPAEDIC  SURGERY  NOTES 


Nomina  Anatomica* 


International  terminology  is  highly  beneficial 
in  the  advancement  and  spread  of  knowledge 
through  the  world. 

Therefore,  this  orthopaedic  editor  feels  that  a 
discussion  of  the  latest  anatomical  terminology  is 
highly  important.  In  this  age  of  awakening  of  in- 
ternational interest  on  the  part  of  not  only  those 
of  us  of  the  United  States  but  of  peoples  of  the 
world,  it  is  probably  a very  appropriate  subject 
which  deals  with  the  creation  of  a fundamental 
terminology  which  all  can  utilize. 

The  latest  anatomical  terminology  is  based  on 
Latin;  and,  as  the  International  Anatomical 
Nomenclature  Committee  (I.A.N.C.)  explained, 
Latin  is  still  the  most  useful  international  lan- 
guage for  scientific  purposes.  In  general,  however, 
the  Committee  chose  the  terms  which  are  most 
generally  translatable  into  modern  languages. 

This  nomenclature  is  based  more  or  less  on  the 
B.N.A.  (Basle  Nomina  Anatomica  of  1895). 

Scientists  Cooperate 

It  is  interesting  to  note  that  leading  scientists  in 
anatomy  cooperated  in  this  endeavor.  This  in- 
cluded scientists  not  only  from  our  country  but 
representatives  of  North,  Central  and  South 
America,  and  the  European  countries.  There  were 
also  discussions  with  representatives  of  India  and 
Japan. 

As  to  the  field  of  embryology  and  histology  this 
is  not  covered,  but  in  the  field  of  anatomy  the 
terminology  is  well  established  and  very  well  cov- 
ered. Also  there  has  been  no  real  increase  in  the 
total  of  new  terms.  Actually  it  seems  that  the 
terms  have  been  simplified  and  standardized. 

While  the  terms  can  be  freely  translated  into 

•Presented  at  the  Orthopaedic  Conference.  Hotel  Dieu 
Sisters’  Hospital,  January  19,  1959. 
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the  vernacular  for  each  country  for  teaching  pur- 
poses, it  is  strongly  urged  by  the  committee  that, 
in  scientific  publications,  in  anatomical  and  other 
medical  journals,  in  abstracts  and  in  excerpta,  the 
official  Latin  terms  should  always  be  employed, 
more  especially  in  the  titles  of  such  publications. 

Better  LTnderstanding 

In  this  way  perhaps  we  can  understand  one  an- 
other over  the  world  much  better. 

The  editor  received  a complimentary  copy  of 
“Nomina  Anatomica”  and  is  indebted  to  the  Wil- 
liams and  Wilkins  Company  of  Baltimore,  Mary- 
land, who  published  and  distributed  the  revised 
“Nomina  Anatomica”  by  the  International  Anato- 
mical Nomenclature  Committee  1956. 

The  erect  attitude  has  been  retained  and  all 
references  to  the  human  body  are  made  in  refer- 
ence to  the  human  body  in  this  erect  attitude. 
However,  such  terms  as  “ventralis”,  “dorsalis”, 
“cranialis”  and  “caudalis”  are  authorized  but  only 
in  exceptional  cases  and  only  where  the  B.N.A. 
terms  of  reference  might  give  rise  to  doubt  or 
ambiguity.  In  other  words,  these  terms  should  be 
restricted  more  or  less  to  the  trunk. 

Not  Classical  Latin 

Although  the  term  “articulatio”  has  never  been 
used  in  classical  Latin,  it  nevertheless  has  been 
adopted  in  preference  to  the  Latin  term  “articu- 
lus”.  In  other  words,  the  terms  “medialis,”  “inter- 
medius,”  “lateralis,”  are  accepted  terms.  “Verti- 
calis,”  “horizontalis,”  “medianis,”  “sagittalis,” 
“frontalis,”  “transversalis,”  “internus,”  “externus” 
are  all  well  known  terms.  “Dexter”  and  “sinister” 
are  somewhat  different. 

“Longitudinalis”,  “transversus”,  “superior”, 
“inferior”,  “superficialis”,  “profundus”  remain  al- 
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most  unchanged.  “Proximalis”,  “distalis”,  “rad- 
ialis”,  “ulnaris”,  “tibialis”,  “fibularis”,  “palmaris”, 
“plantaris”  are  terms  of  reference  in  the  extremi- 
ties . “Palmaris”  is  to  be  preferred  to  volar.  “Plan- 
taris” is  used  in  reference  to  the  foot.  Ulnar  and 
radial  deviation,  tibial  and  fibular  sides  are  so 
designated.  The  upper  extremity  or  “membrum 
superius”  has  the  axilla  with  the  “plica  axillaris 
anterior”  and  the  “plica  axillaris  posterior.” 

Acromion  and  Brachium 

There  is  the  “acromion”,  the  “brachium”  with 
it  “facies  anterior,  facies  posterior,  facies  later- 
alis, facies  “medialis”,  with  the  “sulcus  bicipitalis 
lateralis”  and  the  “sulcus  bicipitalis  medialis”. 
There  is  the  “cubitus”,  the  “antebrachium”  with 
its  “margo  lateralis”,  or  “radialis”  and  the  “margo 
medialis”  or  “ulnaris”.  The  “carpus”  and  “meta- 
carpus” extend  to  the  “manus”  which  has  the 
“dorsum”  and  the  “palma  manus”. 

There  are  the  “thenar”  and  “hypothenar  emi- 
nences” and  the  “digiti  manus”,  containing  the 
“pollex”  or  “digitus  one”,  the  “index”,  “digitus 
two”,  “digitus  medius”  or  “digitus  three”,  the 
“digitus  anularis”  or  “digitus  four”,  “digitus  mini- 
mus” or  “digitus  five.”  Each  of  these  have  the 
“dorsales,  palmares”,  as  well  as  the  “facies  later- 
ales”  and  “mediales”  and  these  can  be  also  “radi- 
ales”  or  “ulnares.” 

The  inferior  extremity  of  “membrum  inferius” 
finds  the  knee  referred  to  as  “genu”  with  the 
“poples”  and  the  “patella”.  The  “crus”  or  the  leg 
having  the  “malleolus  lateralis”  and  the  “malleo- 
lus medialis”.  The  “pes”  or  foot  with  the  “tarsus, 
metatarsus,  dorsum  pedis,  planta  and  calx”  with 
the  “digiti  pedis”  containing  the  “hallux”  or  “digi- 
tus one”,  “digiti  two  to  four”  and  “digitus  mini- 
mus” or  “digitus  five.” 

Columna  Vertebrales 

The  “columna  vertebralis”  contains  the  “verte- 
brae cervicales”,  the  “vertebrae  thoracicae”  “ver- 
terbrae  lumbales”  and  “vertabrae  sacrales”  and 
“vertebrae  coccygeae”.  There  are  the  “processus 
spinosus”  and  also  the  “processus  transversus”. 


The  first  cervical  vertebra  is  referred  to  as  “at- 
las”, the  second  one  as  “axis”  containing  the 
“dens.”  The  “os  ilium”  still  has  the  “spina  iliaca 
anterior  superior”  and  “inferior”  and  also  “pos- 
terior” as  previously  determined.  The  foot  still 
contains  the  “talus”,  the  “calcaneus”,  and  the  “os 
naviculare”  and  the  others  as  more  or  less  we 
know  them. 

However,  the  wrist  or  “ossa  carpi”  contains  the 
“os  scaphoideum”  (this  may  annoy  the  profes- 
sors of  medical  school  of  the  1930s  who  insisted 
this  was  the  navicular  bone;  they  also  taught  us 
that  it  was  called  the  scaphoid  too) . The  “luna- 
tum”,  “triquetrum”,  “pisiforme”  are  still  the  same 
however,  the  “os  trapezium”,  “os  trapezoideum” 
are  referred  to  the  multangulum  majus  and  minus. 
“Os  capitatum”,  “os  hamatum”  are  still  surviving. 

Still  Recognizable 

The  terminology  of  joints  or  “articulatio”  and 
muscles  or  myology  are  still  recognizable  but  are 
present  in  a more  formal  Latin  terminology  on 
the  whole. 

The  arteries  and  veins  are  still  recognizable. 
Terminology  for  the  nerve  system  or  “systema  ner- 
vosum” seems  to  have  merely  formal  dress  on  old 
friends. 

In  the  original  form  the  B.N.A.  list  of  terms 
amounted  to  approximately  5,600. 

The  new  list  numbers  5,640  and  this  includes 
200  new  terms,  most  of  which  have  to  do  with  the 
nervous  system  or  “systema  nervosum  centrale” 
and  bronchopulmonary  segments  with  “bronchia” 
and  blood  vessels  involved. 

A careful  study  of  this  booklet  “Nomina  Ana- 
tomica”  which  is  published  and  distributed  by  the 
Williams  & Wilkins  Company  of  Mount  Royal 
and  Guilford  Avenues,  Baltimore  2,  Maryland, 
will  help  us  not  only  to  convey  information  to 
each  other  more  accurately  and  more  definitely 
but  also  aid  us  in  our  work  with  our  residents  and 
interns  from  foreign  countries.  It  should  be  of 
immense  value  to  those  who  have  contact  with 
doctors  in  foreign  countries. 
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Hypotensive  Drugs 

( Continued  ) 

By  Lester  C.  Feener,  M.D.,  F.A.C.P.*  El  Paso 


The  selection  of  a drug  or  combination  of  drugs 
for  the  treatment  of  hypertension,  depends  on  the 
physician’s  choice.  This  choice  depends  on  his  ex- 
perience. It  will  become  evident  that  cases  may 
be  treated  essentially  as  well  as  with  one  drug 
or  combination  of  drugs,  as  with  another.  For 
example,  it  is  of  no  importance  to  the  patient 
whether  he  is  treated  with  rauwolfia  and  chloro- 
thiazide, or  veratrum  and  hydralazine,  so  long  as 
he  feels  well  and  his  blood  pressure  is  reduced. 

Whether  or  not  the  term  “basal  hypotensives” 
should  be  used  may  be  questionable.  But  for 
purposes  of  discussion  the  term  retains  adequacy. 
We  have  three  basal  hypotensives,  veratrum,  rau- 
wolfia, and  it  is  now  becoming  very  evident  that 
chlorothiazide  must  not  only  join  these  two  drugs, 
but  perhaps  supplant  them. 

Veratrum 

Veratrum  is  the  most  ancient  of  all  hypotensive 
drugs.  This  drug  has  been  used  for  many  years 
for  the  reduction  of  hypertension  especially  in 
the  eclamptic,  and  the  same  problem,  a medic  side- 
effect,  existed  twenty  years,  as  it  exists  today  in 
the  use  of  the  drug.  Veratrum  is  an  excellent 
drug  so  far  as  its  hypotensive  effect  is  concerned 
if  one  can  use  enough  of  the  drug  without  pro- 
ducing nausea  and  vomiting. 

Very  recently  the  use  of  veratrum  and  chloro- 
thiazide in  combination  has  been  exploited,  and 
this  well  may  help  to  answer  the  problem  of  the 
adverse  side-effects.  Attempts  of  the  use  of  var- 
ious alkaloids  of  veratrum  have  not  been  too  ex- 
citing. In  general,  one  may  say  as  you  reduce  the 
emetic  factor  of  the  drug,  you  also  reduce  its 
ability  to  reduce  blood  pressure,  and  so  defeat  the 
very  purpose  you  are  trying  to  attain. 

We  have  several  preparations  of  veratrum.  The 
individual  preparation  used  in  the  therapy  de- 
pends on  the  physician’s  experience.  The  individ- 

•Dr.  Feener  this  month  is  substituting  for  Dr.  Jack  A. 
Bernard,  regular  conductor  of  this  section. 


ual  preparations  most  commonly  used  are:  Veri- 
loid,  2 mg.,  Vergitryl,  1 unit;  Proved,  0.25  mg.; 
Veralba,  0.25  mg.;  Protalba,  0.1  mg.  In  general 
these  are  used  three  or  four  hours  apart,  and  you 
should  be  careful  of  the  time  of  food  intake. 

It  has  been  said  that  the  preparations  should 
be  given  at  eight  in  the  morning,  two  in  the  after- 
noon, and  before  bedtime.  The  meals  should  be 
eaten  as  follows:  Breakfast  before  8:00  a.  m.; 

lunch  between  twelve  and  two  in  the  afternoon; 
and  dinner  after  six  in  the  evening.  In  this  man- 
ner it  might  be  possible  to  avoid  at  least  some  of 
the  emetic  effects.  In  titrating  the  drug,  it  would 
be  well  to  titrate  a half  a tablet  of  any  of  the 
preparations  three  times  a day. 

As  before  mentioned  chlorothiazide  may  well 
potentiate  the  hypotensive  effect  of  veratrum.  It 
is  doubtful  to  me  however,  that  rauwolfia  and 
veratum  in  combination  are  any  more  effective 
than  either  drug  alone  in-so-far  as  their  hypoten- 
sive actions  are  concerned. 

Rauwolfia 

Prior  to  the  introduction  of  chlorothiazide, 
rauwolfia  was  probably  the  most  widely  used  basal 
hypotensive,  and  it  could  be,  and  was,  more  widely 
used  than  any  other  hypotensive  drug.  It  was  used 
practically  always  in  combination;  and,  while  this 
drug  is  considered  by  many  relatively  innocuous, 
it  does  have  side-effects;  nasal  stuffiness,  increased 
appetite,  slight  diarrhea,  lethargy,  loss  of  ambition 
and  drive,  occasionally  decrease  in  sexual  potency. 

There  are,  however,  two  other  side-effects  which 
I believe  should  be  discussed  at  length.  The  first 
and  most  serious  is  depression.  This,  each  physi- 
cian must  watch  for.  It  is  imperative  that  he  see 
his  patient  who  is  on  rauwolfia  at  regular  inter- 
vals, and  that  he  must  decide  for  himself  whether 
or  not  the  depressive  reaction  is  becoming  mani- 
fest. Most  peculiarly,  this  is  seen  in  the  patient 
who  is  highly  intelligent  and  in  the  patient  in  the 
upper  income  brackets. 
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For  example,  I have  seen  patients  whom  I have 
known  for  many  years  sit  in  my  office  and  cry 
and  express  themselves  by  saying,  “Doctor,  I’m 
crying,  but  I don’t  know  why.”  This  particular  pa- 
tient can  tell  herself  when  the  drug  begins  to  pro- 
duce depression.  The  elderly  schlerotic  patient 
over  70  is  particularly  prone  to  depression,  and  if 
you  use  this  drug  in  these  elderly  patients,  you 
must  watch  them,  and  question  them  to  be  sure 
that  you  are  not  doing  more  harm  than  good. 

The  other  side-effect  which  I wish  to  discuss  is 
the  phenomena  of  marked  hypotension  in  patients 
undergoing  anesthesia.  Those  of  us  who  have  had 
the  unfortunate  experience  of  seeing  a patient  who 
has  had  rauwolfia  require  an  anesthetic  for  a rela- 
tively simple  surgical  procedure,  and  then  go  into 
profound  shock  have  been  seriously  concerned  over 
this  side-effect. 


It  has  been  disputed  by  some  that  this  effect 
really  exists.  However,  from  personal  experience  I 
have  seen  two  cases  in  which  this  phenomena  oc- 
curred, and  very  careful  study  revealed  no  other 
cause.  The  severe  hypotension  was  treated  simi- 
lary  to  adrenal  insufficiency,  and  both  cases  re- 
covered adequately  without  apparent  permanent 
damage. 

The  commonly  used  preparations  of  rauwolfia 
are  as  follows:  Raudixin,  50  mg.,  Rauwiloid,  2 
mg.,  and  pure  reserpine,  Serpasil,  0.1  mg.  These 
doses  are  gradually  increased  to  100  mg.,  4 mg., 
or  .25  mg.  respectively  four  times  a day.  Then 
after  a period  of  one  to  four  months,  these  should 
be  slowly  reduced  to  the  minimum  effective  hypo- 
tensive dose.  This  dose  reduction  is  important,  and 
if  carried  out  will  undoubtedly  reduce  the  depres- 
sive side-effects  of  rauwolfia  to  at  least  a moder- 
ate extent. 


AT  DEM1NG  MEET — Attending  the  meeting  of  the  Southwestern  New  Mexico  Medi- 
cal Society  Jan.  14  in  Deming,  N.  M.,  were  (left  to  right)  Dr.  Andrew  M.  Babey,  Las  Cruces, 
retiring  President  of  the  Society  and  Editor  of  Aphorisms  and  Memorabilia,  in  SOUTH- 
WESTERN MEDICINE;  Mrs.  Earl  B.  Flanagan,  Carlsbad,  President  of  the  New  Mexico 
Medical  Society  Auxiliary;  Dr.  W.  A.  Jones,  .El  Paso;  Dr.  James  C.  Sedgwick,  Las  Cruces, 
President  of  the  New  Mexico  Medical  Society;  Mrs.  Alartin  B.  Goodwin,  Clovis,  President- 
Elect  of  the  New  Mexico  Auxiliary;  Dr.  Arthur  ].  Fischer,  Las  Cruces;  and  Dr.  E.  S.  Cros- 
sett,  El  Paso.  Drs.  Jones,  Fischer  and  Crossett  participated  in  a panel  discussion. 
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MEETINGS 


New  Mexico  Medical  Society 
To  Hold  Space  Medicine  Program 


The  annual  meeting  of  the  New  Mexico  Medi- 
cal Society  in  Las  Cruces  May  5,  6 and  7,  will 
be  devoted  exclusively  to  space  medicine,  Dr. 
James  C.  Sedgwick  of  Las  Cruces,  president,  has 
announced. 

The  first  day,  May  5,  will  include  a tour  and 
demonstration  at  Holloman  Air  Force  Base,  N.M., 
a few  miles  from  Alamagordo  where  the  Air  Force 
Missile  Development  Center,  Air  Research  and 
Development  Command  of  the  U.  S.  Air  Force 
is  located. 

Physicians  will  witness  the  routine  operation  of 
missile  testing  and  possibly  may  see  missiles  fired. 

Rocket  Sled  Run 

The  program  may  include  a high-speed  rocket 
sled  run  on  the  new  35,000  foot  missile  testing 
track.  Holloman  officials  report  that  the  sled  runs 
are  scheduled  almost  every  day  and  that,  barring 
weather,  one  would  be  witnessed  by  the  group  of 
physicians. 

Other  possibilities  include  a MACE  launching 
or  an  Aerobee  launching. 

The  following  doctors  and  scientists  are  already 
scheduled  for  the  program  in  discussions  on  the 
subjects  listed  after  their  names. 


Speakers  Listed 

Dr.  W.  Randolph  Lovelace,  II,  Albuquerque, 
head  of  Lovelace  Foundation  and  Chairman,  Na- 
tional Aeronautics  and  Space  Administration 
Special  Advisory  Committee  on  Life  Sciences, 
“Crew  Selection  for  Space  Flight”;  Colonel  John 
Pickering,  Randolph  Air  Force  Base,  San  Antonio, 
Chief  of  Research,  School  of  Aviation  Medicine, 
“Radiation  Problems  in  Space  Medicine”;  Colonel 
(Dr.)  John  Paul  Stapp,  Chief  Aeromedical  Lab- 
oratory at  Wright  Air  Development  Center,  Day- 
ton,  Ohio,  “Accelerations  in  Space  Flight”;  Major 
(Dr.)  Stanley  White,  Washington,  D.  C.,  Air 
Force  Liaison  Officer  in  Human  Factors  to  the 
National  Aeronautics  and  Space  Administration, 
“Cabin  Ecology  for  Space  Flight”;  and  Captain 
(Dr.)  George  Ruff,  Chief,  Biophysics  Branch, 
Aeromedical  Laboratory  at  Wright  Air  Develop- 
ment Center,  Dayton,  Ohio,  “Psychophysiology  of 
Space  Flight.” 

Also  present  will  be  Dr.  F.  J.  L.  Blasingame, 
executive  vice  president  of  the  American  Medi- 
cal Association. 

Sessions  on  May  6 and  7 will  be  held  in  Mil- 
ton  Hall  at  New  Mexico  State  University. 


Nuclear  Medicine 
Meeting  in  Chicago 

1 he  sixth  annual  meeting  of  The  Society  of 
Nuclear  Medicine  will  be  held  at  the  Palmer 
House,  Chicago,  June  18-20,  1959. 

Reservation  forms  for  the  Palmer  House  and 
a list  of  hotels  and  motels  in  the  immediate  vicin- 
ity will  be  mailed  to  the  membership  in  approxi- 
mately one  month. 
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Twelve  Speakers  Named  lor 
Texas  Orthopaedic  Meeting 


Dr.  Edward  L.  Compere  of  Chicago  and  Dr. 
Lenox  D.  Baker  of  Duke  University  at  Durham, 
N.  C.,  will  be  the  two  out-of-state  speakers  on  a 
list  of  12  physicians  who  will  address  the  annual 
meeting  of  the  Texas  Orthopaedic  Association  in 
San  Antonio,  Monday,  April  20,  1959. 

Dr.  Compere  will  present  a paper  entitled, 
“Diagnosis  and  Treatment  of  Whiplash  Injuries 
of  the  Neck”.  Dr.  Baker’s  subject  has  not  yet  been 
announced. 

The  meeting  will  be  held  in  the  Hilton  Hotel, 
in  connection  with  the  annual  meeting  of  the 
Texas  Medical  Association.  Dr.  John  J.  Hinchey 
of  San  Antonio,  former  President  of  the  Associa- 
tion, is  in  charge  of  plans  for  the  meeting. 

Other  Speakers 

Other  speakers  will  be  Dr.  E.  Burke  Evans. 
Galveston;  Dr.  Herbert  Hipps,  Waco,  Texas;  Dr. 
Paul  Harrington,  Houston;  Dr.  Louis  J.  Levy, 
Fort  Worth;  Lt.  Col.  J.  J.  Brennan,  William  Beau- 
mont Army  Hospital,  El  Paso;  Dr.  J.  H.  Cherry, 
Galveston;  Dr.  C.  F.  Gregory,  Dallas;  Col.  E.  W. 
Brannon,  Lackland  Air  Force  Base  Hospital,  San 
Antonio;  Dr.  H.  H.  Brindley  and  Dr.  Warren  A. 
Ross,  both  of  Temple,  Texas. 

Officers  of  the  Association  are  Dr.  Louis  J. 
Levy,  Fort  Worth,  President;  Dr.  R.  A.  Murray, 
Temple,  Vice-President;  and  Dr.  Margaret  Wat- 
kins, Dallas,  Secretary-Treasurer. 

The  complete  program  is  as  follows: 

Morning  Session 

10:00-10:20  Fixation  of  the  Fibula  in  Fractures 
of  Both  Bones  of  the  Leg 
E.  Burke  Evans,  M.D. 


10:25-10:45 

10:50-11:10 

11:15-11:45 

12:00-  1:45 
2:00-  2:20 


2:20-  2:40 

2:45-  3:05 
3:10-  3:30 

3:35-  4:05 
4:05-  4:25 
4:30-  4:50 


Patella  Fractures  — Boehler  Tech- 
nique— -Twenty  Years  Follow-up 
Herbert  Hipps,  M.D. 

Bracing  the  Paralytic  Foot 
Paul  Harrington  M.D. 

Diagnosis  and  Treatment  of  Whip- 
lash Injuries  of  the  Neck 
Edward  L.  Compere,  M.D. 

Luncheon  and  Business  Meeting 

Afternoon  Session 

President’s  Address 

Treatment  of  Fractures  of  the 
Radius  and  Ulna  with  Bone 
Grafts 

L.  J.  Levy,  M.D. 

Repair  of  Avulsion  Injury  of  the 
Posterior  Cruciate  Ligament 
J.  J.  Brennan,  Lt.  Col.  M.C. 

De  Quervain’s  Disease 
J.  H.  Cherry,  M.D. 

Iliopsas  Transfer  for  Hip  Abductor 
Weakness 

C.  F.  Gregory,  M.D. 

Subject  to  be  announced 
Lenox  D.  Baker,  M.D. 

Finger  Joint  Prosthesis 

E.  W.  Brannon,  Col.,  M.C. 

Fractures  About  the  Elbow  in 
Children 

H.  H.  Brindley,  M.D.,  and 
Warren  A.  Ross,  M.D. 
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Arizona  Medical  Association 
Meeting  Speakers  Announced 

Preliminary  plans  for  the  68th  Annual  Meet- 
ing of  the  Arizona  Medical  Association  in  Chand- 
ler, April  30,  May  1 and  2,  1959,  have  been  an- 
nounced by  Dr.  Dermont  W.  Melick  of  Phoenix, 
chairman  of  the  Scientific  Assembly  Committee. 

Papers  will  be  presented  by  Haddon  M.  Carryer, 
M.D.,  Mayo  Clinic;  John  W.  Cline,  M.D.,  Stan- 
ford University;  Harold  Dalton  Jenkins,  M.D., 
University  of  Colorado;  Marvin  E.  Johnson,  M.D., 
University  of  Colorado;  Henry  W.  Kessler,  M.D., 
Kessler  Institute  for  Rehabilitation;  Johannes 
Maagaard  Nielsen,  M.D.;  and  Thomas  L.  Royce, 
M.D.,  Baylor  University. 

As  a special  feature,  a medical  education  work- 
shop will  be  held  on  Friday,  May  1.  Presentations 
on  medical  education  will  be  given  by  John  Z. 
Bowers,  M.D.,  University  of  Wisconsin;  Fred 
Dow  Fagg,  Jr.,  Ph.D.,  President,  Western  In- 
terstate Commission  for  Higher  Education;  Mr. 
Reuben  Gustavson,  President,  Resources  for  the 
Future;  Walter  L.  Hard,  Ph.D.,  University  of 
South  Dakota;  Marvin  E.  Johnson,  M.D.,  Uni- 
versity of  Colorado;  Vernon  W.  Lippard,  M.D., 
Yale  University;  Roscoe  L.  Pullen,  M.D.,  Univer- 
sity of  Missouri;  Thomas  L.  Royce,  M.D.,  Baylor 
University;  and  Thomas  B.  Turner,  M.D.,  Johns 
Hopkins  University.  Moderator  will  be  John  W. 
Cline,  M.D.,  Stanford  University. 

The  meeting  will  be  held  in  the  San  Marcos 
Hotel.  Officers  of  the  Association  are  Dr.  W.  R. 
Manning,  Tucson,  president;  Dr.  Dermont  W. 
Melick,  Phoenix,  president-elect;  Dr.  Lindsay  E. 
Beaton,  Tucson,  vice-president;  Dr.  Leslie  B. 
Smith,  Phoenix,  secretary;  and  Dr.  C.  E.  Yount, 
Jr.,  Prescott,  treasurer. 


Nevada  Medical  Association 
To  Meet  in  August  in  Reno 

The  1959  annual  meeting  of  the  Nevada  State 
Medical  Association  will  be  held  jointly  with  the 
annual  meeting  of  the  Reno  Surgical  Society, 
August  19-22,  1959,  with  headquarters  at  the 
Mapes  Hotel  in  Reno. 

Officers  of  the  association  are  Dr.  Roland 
Stahr,  president;  Dr.  Ernest  W.  Mack,  president- 
elect; and  Dr.  William  A.  O’Brien  III,  secretary- 
treasurer,  all  of  Reno. 
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Chaves  Society  to  Sponsor 
Psychiatric  Conference 

The  Chaves  County  Medical  Society,  Roswell, 
N.  M.,  will  sponsor  a two-day  seminar  on  Psychi- 
atric Problems  in  Medical  Practice,  to  be  held  in 
Roswell  on  Saturday  and  Sunday,  April  4 and 
5.  Although  the  seminar  is  planned  primarily  for 
the  physicians  of  Southern  New  Mexico,  all  in- 
terested physicians  are  invited  to  attend. 

Participants  in  the  seminar  will  include  Dr. 
Franklin  G.  Ebaugh,  psychiatrist,  of  Denver;  Drs. 
Warren  T.  Brown,  John  K.  Torrense,  and  Arthur 
L.  Arnold,  psychiatrists  of  Albuquerque;  Profes- 
sor Henry  Weihofen  of  the  department  of  law  of 
the  Lmiversity  of  New  Mexico;  Dr.  Lester  M. 
Libo,  clinical  psychologist  and  director  of  the  di- 
vision of  mental  health  of  the  New  Mexico  depart- 
ment of  public  health;  Mr.  A.  B.  Jones,  M.S.W., 
field  social  worker  of  the  New  Mexico  State  Hos- 
pital; and  Drs.  Claude  H.  Fowler,  internist,  Em- 
mitt  M.  Jennings,  surgeon,  and  L.  Willard  Shan- 
kel,  psychiatrist,  of  Roswell. 

Topics  of  discussion  will  include  the  following: 
Mental  health  facilities  and  needs  in  New  Mexico; 
the  psychsomatic  aspects  of  gastrointestinal  dis- 
ease; the  role  of  anxiety  in  the  clinical  practice  of 
medicine;  depressive  reactions  seen  in  the  general 
practice  of  medicine;  the  use  of  psychotherapy  in 
medical  practice;  the  role  of  the  physician  in 
family  conflicts;  medico-legal  problems  in  the  care 
of  mental  illness;  psychiatric  problems  of  the  aged; 
problems  in  psychiatric  referral;  the  treatment  of 
psychoneuroses  in  medical  practice;  the  present 
status  of  psychiatry;  and  new  trends  in  psychiatry. 


SOCIAL  SECURITY  SAYS:  “There  is  no  pro- 
vision in  the  law  which  permits  a refund  of  social 
security  taxes  paid  if  you  do  not  have  enough 
work  under  the  law  to  get  social  security  pay- 
ments.” 

In  Other  Words:  Your  uncollectable  “contribu- 
tion” goes  to  charity,  and  not  “insurance.” 
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Dr.  Paul  O.  Feil  of  Deming 
Elected  President 
of  Southwestern  N.  M. 
Medical  Society 


k 

Dr.  Paul  O.  Feil  of  Deming  was  elected  Presi- 
dent of  the  Southwestern  New  Mexico  Medical 
Society  at  its  annual  business  meeting  in  Deming 
January  14.  Approximately  50  physicians  and 

their  wives  attended. 

Other  new  officers 
are  Dr.  William  D. 
Sedgwick,  Las  Cruces, 
Vice-President,  and  Dr. 
Richard  A.  Walsh,  Sil- 
ver City,  Secretary- 
Treasurer.  Dr.  Andrew 
M.  Babey  of  Las  Cru- 
ces is  the  retiring  Presi- 
dent. 

Feature  of  the  meet- 
ing was  a panel  on  the 
Dr.  Walsh  subject  of  “Tracheot- 

omy— General  Aspects 
and  Usefulness  in  Chest  and  Brain  Injuries.”  Par- 
ticipants were  Dr.  Arthur  J.  Fischer,  Las  Cruces, 
and  Drs.  W.  A.  Jones  and  E.  S.  Crossett,  both  of 
El  Paso. 

New  Manager 

Present  at  the  meting  was  the  new  manager 
of  the  Veterans  Hospital  at  Fort  Bayard,  Dr. 


Dr.  Feil 


Chester  M.  Kurtz,  who  replaced  Dr.  I.  C.  El- 
dridge,  who  has  gone  to  Wichita,  Kansas,  as 
Director  of  Professional  Services  at  the  Veterans 
Hospital  there. 

A graduate  of  Harvard  Medical  School,  Dr. 
Kurtz  comes  to  Fort  Bayard  from  the  Albuquer- 
que Veterans  Hospital  where  he  had  been  Direc- 
tor of  Professional  Services  since  Oct.  1957. 
Prior  to  that  he  was  Director  of  Professional 
Services  at  the  VA  Hospital,  Madison,  Wis. 

He  is  a Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a Fellow  of  the  American 
College  of  Physicians. 

Chinese  Auction 

A Chinese  auction  netted  funds  for  the  Amer- 
ican Medical  Education  Foundation. 

Born  in  Albuquerque,  New  Mexico,  Dr.  Feil 
received  his  M.  D.  from  the  Baylor  University 
College  of  Medicine  at  Houston  and  interned  at 
St.  Louis  City  Hospital. 

Following  service  in  the  Navy  he  began  the 
practice  of  medicine  in  Deming  in  1950.  He 
is  a member  of  the  Deming  City  Council  and 
a former  Secretary  of  the  New  Mexico  Academy 
of  General  Practice.  He  is  Vice-President  of  the 
Lions  Club  and  a member  of  the  Methodist 
Church.  He  and  his  wife  have  four  children. 
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Oh,  My  Aching  Back 

By  Leo  L.  Stanley,  M.D.,  San  Rafael,  Calif.,  Former  Chief  Surgeon,  San  Quentin  Prison. 


“Doc,  it’s  my  back.  I can’t  straighten  up.  This 
morning  I stooped  to  pick  up  a wrench.  And  it 
struck  me  right  here.”  This  is  the  story  the  gen- 
eral practitioner  or  the  plant  doctor  so  often  hears, 
when  a middle  age  workman  limps  into  his  office, 
almost  bent  double,  with  his  hand  on  his  lower 
back  and  unable  to  straighten  up  on  account  of 
the  pain. 

The  workman  wants  relief  right  now.  Careful 
examination  does  not  reveal  any  particular  sore 
spot.  There  is  sometimes  a tender  area  on  either 
side  of  the  sacrum  where  it  joins  the  pelvis,  that 
bone  which  has  come  to  the  fore  so  prominently 
with  the  teen  agers,  the  Rock  ’n  Rollers. 

Every  time  the  victim  starts  to  straighten  up, 
there  is  a jabbing  misery  in  his  lower  back  which 
makes  him  want  to  fall  to  the  floor  for  relief. 

No  Fracture 

The  doctor  is  quite  confident  that  there  is  no 
fracture.  An  X-ray  should  be  taken  just  in  case. 
But  seldom  does  this  show  any  abnormality.  The 
patient  is  asked  to  get  on  to  the  examining  table, 
unaided,  so  that  his  motions  may  be  observed. 
This  he  does  slowly  and  painfully.  Once  on  his 
back  he  is  unable  to  straighten  out  his  legs.  He 
holds  them  in  bent  position. 

Some  times  immediate  relief  is  obtained  by  man- 
ipulation. This  may  require  the  doctor  and  his 
male  assistant,  standing  on  either  side  of  the  pa- 
tient with  one  hand  on  top  of  the  knee  and  the 
other  under  the  heel.  With  the  knee  in  straight 
position,  the  lower  limb  is  bent  on  the  pelvis,  a 
sort  of  jack  knifing.  Frequently  one  hears  a snap 
or  a pop  by  this  movement.  The  pain  has  miracu- 
lously disappeared.  The  patient  is  able  to  sit  up 
and  get  off  the  table  under  his  own  power.  This 
he  does  gingerly,  not  trusting  that  his  condition 
is  improved  and  that  his  pain  is  gone. 

Limp  In,  Leap  Out 

There  is  still  a feeling  of  soreness  but  the  acute 
distress  has  disappeared.  Strapping  the  lower  back 


with  broad  adhesive  gives  support  and  comfort. 
This  may  be  considered  a case  of  “Limp  In,  Leap 
Out”.  Once  when  doing  this  “operation”  we  heard 
the  usual  snap.  This  was  not  the  back  which 
popped.  The  crystal  of  my  watch  had  fractured! 

Just  what  the  pathology  of  this  condition  is  and 
what  really  happens  has  never  been  fully  and 
satisfactorily  explained  by  the  orthopods,  the  bone 
specialists. 

Some  say  there  has  been  a separation  of  the 
sacrum  and  one  of  the  iliac  bones,  a so  called 
“sacroiliac”  about  which  one  hears  so  much.  But 
such  a separation  can  not  be  demonstrated  by 
X-ray.  Others  think  that  the  disc  or  cushion  be- 
tween two  of  the  lower  vertebrae  may  have  been 
displaced  backward  by  the  bending  or  lifting. 

It  is  caught  temporarily.  “Jack  knifing”  may 
make  it  “pop”  back  into  normal  position.  The 
center  of  the  disc  is  often  semi-solid  and  might  be 
able  to  “flow”  in  this  manner.  Recurrances  of  this 
“sacroiliac”  may  happen  many  times.  When  one 
has  had  a bout  of  this  condition,  he  should  be  very 
careful  about  lifting,  twisting  or  straining.  Sleep- 
ing on  a hard  mattress  may  help  to  strengthen 
the  back  muscles  and  prevent  further  trouble. 

Vulnerable  Spot 

But  the  back  and  particularly  the  lower  back 
may  be  a source  of  annoyance  and  disability.  It 
could  be  considered  a vulnerable  spot.  The  fact 
that  human  beings  have  assumed  an  upright 
means  of  living  and  locomotion  in  contrast  to  the 
horizontal  may  play  a great  part  in  making  this 
part  of  the  anatomy  such  a troublesome  spot. 

One  marvels  that  a little  burro  can  carry  such 
heavy  loads  compared  to  its  size  for  long  hours 
without  apparent  inconvenience  or  injury.  Oxen 
with  the  yoke  attached  to  their  horns,  pull  great 
weights  all  transmitted  through  the  spinal  column. 
In  Latin  America,  Africa,  the  Orient  and  other 
countries,  the  natives,  walking  erect,  bring  great 
loads  of  produce  to  market  all  balanced  on  their 
heads.  One  has  only  to  stand  on  the  bridge  of  the 
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Golden  Horn  in  Istanbul  to  see  the  porters,  bend- 
ing almost  at  right  angles,  transport  unbelievably 
heavy  weights  upon  their  backs. 

Heavy  Burden 

In  all  these  instances  force  is  exerted  through 
the  spinal  column,  both  vertically  and  horizon- 
tally. So,  the  poor  old  back  does  have  a heavy 
burden  to  bear. 

In  industry  the  back  has  become  a great  source 
of  medico-legal  controversy.  Most  unusual  and 
extraordinary  means  have  been  instituted  to  de- 
termine the  exact  condition  of  the  spinal  column, 
the  sacrum,  the  iliac  bones  and  nearby  structures 
of  applicants  for  employment  in  certain  categories. 
For  some  companies  back-ache  has  become  a 
headache  for  management.  This  is  particularly 
true  of  railroads. 

Any  convention  of  railroad  surgeons  is  not  com- 
plete unless  there  is  a symposium  on  conditions  of 
the  back  on  the  program.  Hours  and  hours  are 
interestingly  spent  in  discussing  what  can,  does 
and  might  happen  to  the  backs  of  prospective  em- 
ployees or  to  those  who  have  received  some  injury 
in  this  occupation.  This  shows  just  how  important 
this  matter  is. 

It  is  now  generally  conceded  and  agreed  that 
it  is  advisable,  in  the  examination  of  any  applicant 
for  work  in  a big  industrial  establishment,  to  have, 
among  other  tests  and  shows  of  evidence,  an 
X-ray  of  the  spine  and  particularly  the  lower 
back.  This  entails  an  added  expense  which  must 
be  born  by  the  employer.  But,  in  the  long  run, 
it  pays  off  well,  not  only  for  the  company  but  for 
the  worker  himself. 

Simulated  Distress 

It  is  difficult  for  a medical  man  to  determine 
whether  a patient  does  suffer  or  does  not  suffer 
from  the  pain  he  claims  he  has.  After  an  alleged 
injury  the  patient  may  simulate  great  distress  and 
disability. 

He  may  persist  in  his  claims  for  many  weeks 
and  months.  Often  the  “gold  cure”  is  the  miracle 
which  immediately  banishes  all  pain,  discomfort 
and  disability  for  the  complainant.  This  is  merely 
the  payment  of  a sum  of  money,  generally  large 
these  days,  as  a settlement  or  decree  of  the  court 
or  jury,  when  the  suit  is  won.  It  is  often  surprising 
to  see  the  miraculuous  and  immediate  recovery. 
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There  is  probably  more  opportunity  to  malinger 
in  alleged  back  injuries  than  in  any  other.  Many 
instances  have  been  reported  where  the  injured 
has  claimed  great  pain,  extreme  limitation  of  mo- 
tion and  inability  to  do  any  kind  of  work.  Clever 
investigators  have,  however,  gotten  motion  pic- 
tures of  these  gentlemen  going  through  cales- 
thenics,  lifting  heavy  weights  and  doing  exercises 
which  they  claimed  they  were  entirely  unable  to 
perform.  Showing  these  pictures  before  a medical 
group  and  outlining  the  case  is  always  a source  of 
wonderment  as  to  what  extremes  unscrupulous 
people  may  go  to  obtain  an  unwarranted  settle- 
ment. It  may  cause  one  to  lose  faith  in  his  fellow 
beings. 

Pain  in  the  Back 

Pain  in  the  back  was  quite  a problem  in  the 
Navy  in  World  War  II.  As  medical  officer  in  the 
Medical  Corps,  I had  an  opportunity  to  see  and 
examine  a number  of  these  cases  out  in  the 
Pacific.  Some  of  the  boys,  about  ready  to  shove 
off  from  Pearl  Harbor  toward  the  land  of  the 
Rising  Sun  developed  “Lumbago”.  They  reported 
to  the  dispensary  or  Sick  Bay  for  examination. 
They  said  they  could  not  do  their  dutv  because 
of  this  ailment.  A referral  to  the  Orthopedic  De- 
partment at  the  Naval  Hospital  was  in  order. 

X-rays,  examinations,  manipulations  and  other 
tests  failed  to  confirm,  in  many  cases,  that  the 
complaints  were  as  bad  as  represented.  One  Med- 
ical Reservist,  to  whom  some  of  the  boys  were 
referred  reduced  the  number  of  “gold  brickers” 
quite  noticably.  He  instituted  a “class”  of  weight 
lifting. 

Several  times  a day  and  at  unscheduled  periods 
the  class  was  assembled.  A chief,  in  on  the  play, 
put  them  through  some  rigorous  and  uninteresting 
lifting.  After  a bout  of  this  exercise  the  boy  who 
had  little  wrong  with  him  generally  preferred  to 
go  back  to  duty  and  stand  the  prospects  of  annihi- 
lating the  Japs  rather  than  face  that  task  master 
of  a Chief. 

At  San  Quentin 

At  San  Quentin  where  I was  Chief  Surgeon  for 
many  years,  there  were  not  many  who  simulated 
back  trouble.  The  work  there,  if  any,  was  not  ex- 
acting nor  laborious.  So  there  was  not  much  rea- 
son for  trying  to  get  out  of  work.  Every  man  on 
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entrance  to  prison  was  given  a very  thorough 
physical  examination.  It  was  soon  realized  by  the 
inmate  that  the  Medical  Department  had  a pretty 
good  appraisal  of  his  mental  and  physical  condi- 
tion. It  was  “noised  about  the  yard”  that  the  “Old 
Man”  was  fair  but  firm.  He  would  give  them  a 
“break”  if  warranted  but  he  would  have  “no 
truck  with  a malingerer”. 

Several  years  ago  a group  of  El  Paso  Ortho- 
pedists instituted  the  procedure  of  taking  roent- 
genograms of  the  backs  of  consecutive  men  who 
applied  for  work.  This  was  for  the  most  part  for 
heavy  labor  in  a mining  operation.  The  reason 
for  the  initiation  of  this  more  complete  examina- 
tion was  the  plant’s  previous  unsatisfactory  expe- 
rience in  litigation  involving  alleged  injuries  to 
the  lower  back. 

Adverse  Judgments 

The  company  had  received  several  large  adverse 
judgments  in  low  back  cases  in  which  the  alleg- 
edly injured  individual  had  unquestionably  had 
previous  pathology  in  some  part  of  his  lumbo- 
sacral region. 

At  the  time  of  their  report  the  doctors  had 
taken  roentgenograms  of  450  applicants.  Their 
goal  was  a thousand.  A call  to  the  armed  forces 
of  two  of  the  group  prevented  this  fulfillment. 
Flat  anterior  posterior,  and  lateral,  11  by  14  views 
were  taken. 

An  analysis  of  these  cases  showed  that  one  third 
of  them  had  definite  pathology  which  might  be 
considered  disabling  to  some  extent.  And  this 
was  particularly  so  if  some  form  of  injury  were 
superimposed. 

Hypertrophic  changes,  which  seem  to  come  on 
with  age,  accounted  for  21  per  cent.  Most  of 
these  were  mild. 

Old  Compression  Fractures  accounted  for  five 
per  cent. 


Wedging  of  lower  thoracic  and  upper  lumbar 
vertebrae  had  a total  of  nine  per  cent. 

There  were  other  defects  or  conditions  such  as 
spondylolisthesis,  spina  bifida  occulta,  sacro-iliac 
arthritis  and  lumbar  ribs. 

Some  Rejected 

Of  the  450  cases,  15  per  cent  were  rejected  for 
work.  In  some  cases  where  an  applicant  is  rejected 
there  is  great  objection  on  the  part  of  the  man 
himself  sometimes  as  well  as  from  the  union  of 
which  he  is  a member.  They  may  feel  that  dis- 
crimination has  been  shown. 

However,  the  examiner  may,  with  a little  pa- 
tience, fairness  and  evidence  of  interest  in  the 
welfare  of  the  applicant,  point  out  to  him  that 
employment,  such  as  he  is  seekingj  might  prove 
detrimental  to  his  health  and  well  being.  Advice 
to  seek  another  type  of  work  which  is  commen- 
surate with  his  condition  is  frequently  appreci- 
ated. 

Because  of  the  large  number  of  actions  which 
have  been  made  against  the  common  carrier,  The 
Association  of  American  Railroads  has  set  up  a 
well  manned  and  efficiently  organized  Claims  Re- 
search Bureau.  This  bureau  endeavors  to  care- 
fully study,  analyze  and  classify  all  claims  of  in- 
juries which  are  presented  by  the  various  com- 
panies. It  serves  as  a clearing  house.  It  keeps 
a watchful  eye  on  threats  of  litigation  as  well  as 
legal  actions  which  have  been  filed.  It  is  in  no 
wray  used  as  a black  listing  agency  against  any 
one  who  applies  for  employment.  Claims  against 
the  railroad  companies  have  amounted  to  millions 
of  dollars  annually. 

In  spite  of  all  that  is  being  done  in  research, 
study  and  endeavor  to  find  out  the  cause  of  aching 
backs  the  true  pathogenesis  of  pain  in  this  region 
is  still  unknown. 

“Oh,  my  aching  back”. 

1322  Fifth  Ave. 
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regimen.  Small  fluid  volume  (120  cc.)  eliminates  danger  of  water 
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tion of  the  bowel.  Comes  prepackaged  in  a handy  disposable 
container.  ASK  your  Baxter  representative  about  our  easy 
evaluation  plan. 
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27 
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Myocardial  Infarction;  Five  Year  Series* 

By  Theodore  E.  Hauser,  M.D.,  and  Earl  B.  Flanagan,  M.D.,  Carlsbad,  N.  M. 


During  a five  year  period  beginning  Sept.,  1952 
and  ending  Sept.  1957,  100  patients  were  treated 
by  us  for  coronary  thrombosis  with  myocardial 
infarction.  The  clinical  diagnosis  was  confirmed 
in  the  100  patients  by  typical  changes  in  the  elec- 
trocardiograms. In  a few  patients,  where  these 
were  of  doubtful  benefit,  and  the  clinical  course 
warranted  a confirmation  of  the  diagnosis,  serum 
transaminase  levels  were  elevated. 

All  but  one  of  the  patients  were  treated  in  the 
hospital,  with  the  hospitalization  stay  ranging 
from  19  days  to  six  weeks  with  an  average  hospital 
stay  of  25  days.  The  first  three  years  the  patients 
were  treated  on  bed  rest  and  during  the  past  two 
years  we  have  changed  this  to  chair  rest.  Morphine 
was  used  as  the  drug  of  choice  to  alleviate  the 
chest  pain.  Oxygen  and  low  salt  diet  were  in- 
cluded in  the  general  management  of  the  majority 
of  these  patients. 

It  is  felt  that  one  of  the  merits  of  this  paper  is 
that  the  study  was  carried  on  in  a relatively  small 
community  of  25,000  population;  and  during  the 
course  of  a routine  practice  of  Internal  Medicine. 
This  is  in  opposition  to  the  majority  of  published 
reports  which  come  from  large  city  hospitals  or 
practices;  however  the  results  are  statistically  cor- 
related with  those  of  such  reports.  This  study 
involves  118  acute  coronary  occlusions  sustained 
by  100  patients.  All  diagnoses  were  clinically  prov- 
ed and  confirmed  by  typical  Electrocardiographic 
findings  and/or  elevated  serum  transaminase 
levels. 


AGE  AND  SEX  DISTRIBUTION 
AT  ONSET  OF  FIRST  TREATED  CORONARY 


Age  Group 

Male 

Female 

Total 
(both  sexes 

20-29 

2 

0 

2 

30-39 

6 

0 

6 

40-49 

27 

2 

29 

50-59 

16 

7 

23 

60-69 

18 

7 

25 

70-79 

6 

5 

11 

80-89 

2 

2 

4 

All  Ages 

77 

23 

100 

Average  Age 

53.8 

Figure  1 

62.8 

55.9 

•Presented  at  the  Southern  New  Mexico  Clinical  Meeting, 
Artesia,  Nov.  22,  23,  1958. 
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Figure  1:  These  patients  ranged  from  an  age  of 
28  to  88  with  an  average  age  of  55.9  for  both 
sexes.  A total  of  77  men  and  23  women  were 
treated  with  the  average  age  of  the  men  being 
53.8  and  the  women  62.8. 

Severity  of  Coronary  Occlusion. 

It  is  sometimes  impossible  to  classify  the  pa- 
ient  with  myocardial  infarction  at  the  onset  of 
symptoms.  There  were  several  patients  of  ours 
who  appeared  to  have  a mild  coronary  at  the  on- 
set, and  later,  during  the  hospital  stay,  developed 
complications  which  required  us  to  change  the 
classification  to  one  of  severe. 


SEVERITY  OF  CORONARY 


Age  Group 

Mild  or 
Moderate 

Severe 

Total 

20-29 

1 

1 

2 

30-39 

6 

1 

7 

40-49 

24 

9 

33 

50-59 

18 

14 

32 

60-69 

17 

12 

29 

70-79 

5 

6 

11 

80-89 

2 

2 

4 

Total 

73 

45 

118 

Figure  2 

Figure  2:  We  have  classified  these  as  to  mild  or 
moderate  cases,  total  of  73.  These  ran  the  usual 
uncomplicated  course  of  myocardial  infarction 
during  the  hospital  stay.  The  45  patients  with  se- 
vere coronary  occlusions  in  general  ran  a stormy 
course  having  either  had  severe  intractable  chest 
pain,  cardiac  arrhythmias,  congestive  heart  fail- 
ure, thromboembolic  phenomena  and/or  extreme 
degree  of  shock.  This  (figure  2)  again  reveals  that 
a total  of  118  coronaries  were  sustained  by  these 
100  patients  in  this  5 year  period. 

SITE  OF  INFARCTIONS  IN  100  PATIENTS 

Anterior  Posterior  Suben-  Un- 

Total  Wall  Wall  docardial  Septal  Diffuse  known 

118  55  55  2 2 2 3 

Figure  3 

Figure  3:  We  attempted  to  roughly  break 
down  the  site  of  infarction  into  the  anterior  wall, 
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posterior  wall,  subendocardial,  and  septal.  There 
were  55  with  anterior  wall  infarction,  55  with 
posterior  wall  infarction,  two  subendocardial,  two 
septal,  two  diffuse  and  three  were  unclassified. 

PRESENT  STATUS  OF  PATIENTS  TREATED 
1952-1957 

1952  1953  1954  1955  1956  1957  Total 

L DL  DL  DL  DL  DL  DL  D 

1 0 2 4 10  4 12  8 25  9 22  3 72  28 

1 6 14  20  34  25  100 

Figure  4 

Figure  4:  Of  interest  is  the  six  year  followup 
of  a patient  treated  in  1952  who  was  59  years  old 
at  the  time.  He  was  obese  and  had  a very  severe 
coronary  thrombosis  complicated  by  bronchopneu- 
monia, toxic  psychosis,  ventricular  tachycardia 
and  severe  Penicillin  reaction.  This  patient  today 
is  well  and  working.  Seventy  two  patients  are 
alive  one  to  six  years  following  their  coronary 
thrombosis  and  28  are  deceased.  Of  the  28  de- 
ceased, analysis  reveals  that  22  of  these  died  of 
cardiac  death.  The  six  others  died  of  non  cardiac 
conditions. 

22  PATIENTS  DECEASED  FROM  CORONARY 
OCCLUSION 

Males  15  at  an  average  age  of  51 

Females  7 at  an  average  age  of  61.7 

Total  number  of  coronaries  sustained  by 
these  22  patients — 45 

(These  include  coronaries  patient  had  in 
past  that  were  confirmed  but  not  treated 
by  us  — thus  total  is  higher) 

Figure  5 

Figure  5:  Of  the  22  patients  who  died  from 
coronary  occlusion,  15  were  males,  with  an  aver- 
age age  of  5 1 ; and  seven  females  with  an  average 
age  of  61.7.  The  total  number  of  coronaries  sus- 
tained by  these  22  patients  was  45.  These  included 
coronaries  these  patients  had  had  in  the  past  that 
were  confirmed  but  not  treated  by  us.  Thus  total 
is  higher. 

Seven  deaths  occurred  with  first  coronary  or 
six  per  cent  of  118  total  coronaries  or  31.8  per 
cent  total  deaths. 

Females — three  at  an  average  age  of  69. 

Males — four  at  an  average  age  of  48. 

These  patients  lived  an  average  of  5.7  days 
after  onset. 

Figure  6 

Figure  6:  Seven  deaths  occurred  with  the  first 
coronary,  thus  having  a seven  per  cent  mortality 
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rate  and  accounting  for  31.8  per  cent  of  total 
deaths  in  the  series.  These  patients  lived  an  aver- 
age of  5.7  days  after  the  onset  of  their  coronary. 

TIME  OF  DEATH  FROM  ONSET  OF 
LAST  CORONARY  OCCLUSION  IN  22  PATIENTS 

Time  in  Days  0-1  1-7  8-14  14-30  30-90 

Number  of  patients  10  8 2 2 

Figure  7 

Figure  7:  This  figure  reveals  that  all  deaths  oc- 
curred within  90  days  after  the  onset  of  their  last 
coronary  occlusion. 

COMPLICATIONS 


1.  Thrombo-embolic  phenomena  11 

2.  Cardiac  Decompensation  13 

3.  Arrhythmias: 

Auricular  Tachycardia  2 

Ventricular  Tachycardia  1 

Complete  Heart  Block  1 

4.  Shock  1 1 

5.  Azotemia  2 

Total  41 


Figure  8 

Figure  8:  The  majority  of  these  occurred  in 
those  patients  not  being  treated  with  anti-coagu- 
lants. However,  one  patient  with  severe  coronary 
shock  developed  a mesenteric  artery  embolus  10 
days  after  his  coronary  and  he  was  on  theraputic 
doses  of  Warfarin  throughout  this  time.  Many  of 
our  patients  developed  occasional  premature  ven- 
tricular contractions  which  were  controlled  with 
rather  routine  use  of  Quinidine.  Of  the  1 1 patients 
that  were  treated  for  shock  these  were  all  treated 
with  intravenous  Levophed  ranging  from  six  hours 
to  14  days.  We  have  found  that  inserting  a Poly- 
ethylene catheter  is  very  advantageous  in  pro- 
longed therapy  with  intravenous  Levophed.  Up  to 
24  mg.  of  Levophed  per  1,000  cc  have  been  used, 
however  of  the  five  patients  that  died  there  was 
no  pressure  response  to  even  these  doses  of  Levo- 
phed. Of  the  thrombo-embolic  phenomenon,  there 
were  five  pulmonary  infarctions)  one  renal  infarc- 
tion, two  hepatic  infarctions,  one  popliteal  artery 
embolus,  one  cerebral  embolus  occurring  six 
months  after  a coronary  and  one  mesenteric 
thrombosis.  Cardiac  decompensation  was  treated 
with  mercurials,  low  salt  diet  and  Digitalis  if  in- 
dicated. The  arrhythmias  were  treated  with  Quin- 
idine, the  ventricular  tachycardia  was  treated  with 
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IV  Pronesteral,  and  the  complete  heart  block  was 
treated  with  Isuprel. 

MISCELLANEOUS 


Sixty-six  patients  were  treated  with  anticoagu- 
lants of  which  50  are  living,  16  are  dead.  Three  of 
these  died  of  other  than  coronaries. 

Seven  patients  had  cholelithiasis. 

Forty-four  patients  were  10  per  cent  over- 
weight or  more. 

Figure  9 

Figure  9:  Sixty-six  patients  were  treated  with 
anticoagulants  of  which  50  are  living,  16  are  dead. 
Three  of  these  died  of  other  causes  than  coro- 
naries. We  have  attempted  to  use  the  anticoagu- 
lants ia  nil  severe  coronaries  and  those  appearing 
to  have  a transmural  infarction,  those  with  obesity 
and  all  secondary  cases  of  coronary  thrombosis, 
were  treated  with  anticoagulants  and  maintained 
on  these. 

Of  interest  were  the  seven  patients  with  asso- 
ciated cholecystitis  with  cholelithiasis.  Forty-four 
patients  were  10  per  cent  overweight  or  more. 


EMPLOYMENT  STATUS 
Seventy-two  Living  Patients 


Number  of  Coronaries 


Sustained  1 

Working  48 

Retired  1 2 

Bedridden  1 

Unknown  5 


2 

5 


3 

1 


Figure  10 

Figure  10:  Of  interest  is  the  employment  status 
of  72  living  patients.  Of  these,  54  are  now  doing 
either  housework  or  are  employed  in  a gainful 
occupation.  Many  of  them  have  returned  to  their 
original  job,  and  a total  of  75  per  cent  of  them 
are  now  working.  Twelve  of  the  male  patients 
have  retired  as  they  have  reached  the  age  limit, 
or  for  various  other  reasons  have  decided  to  retire. 
One  patient  is  bedridden.  Working  status  is  un- 
known in  five  patients. 


DISCUSSION 


The  average  age  at  the  onset  of  coronary 
occlusions  in  men  of  53.8  and  women  62.8  com- 
pares with  a series  of  500  patients  of  Master, 
Dack  and  Jaffe1,  with  an  average  age  of  54.7  in 
males  and  56  in  females,  and  in  Wrights  1,081 
cases  an  average  age  of  males  57.9,  females  63. 92. 
We  have  again  been  impressed  with  the  rarity  of 
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myocardial  infarctions  in  women  of  the  menstruat- 
ing age.  From  our  Figure  6,  with  a mortality  rate 
of  seven  per  cent  for  first  coronary  occlusions, 
these  represent  the  patients  that  lived  long  enough 
to  be  admitted  to  the  hospital.  During  that  five 
year  period  we  have  attempted  to  keep  a list  of 
those  who  died  either  at  home  with  a typical  his- 
tory of  acute  coronary  thrombosis  or  en  route  to 
the  hospital,  and  this  would  add  another  seven 
patients  or  increase  the  mortality  from  the  first 
coronary  to  14  per  cent.  However  comparable  fig- 
ures are  extremely  hard  to  nd  in  the  literature  as 
many  of  the  articles  written  represent  those  treat- 
ed in  the  hospital. 


Consensus 

The  general  consensus,  that  the  first  two  weeks 
are  the  most  crucial  period,  was  born  out  by  our 
series  with  all  deaths  occurring  within  this  period 
except  two  which  occurred  during  the  30-90  day 
period.  Those  with  the  most  favorable  prognosis 
could  be  determined  in  a majority  of  the  patients 
after  two  months  as  the  ones  having  no  angina, 
coronary  insufficiency,  left  ventricular  failure  or 
cardiac  enlargement. 

Under  the  thromboembolic  phenomenon;  one 
severe  embolus  occurring  was  mesenteric  artery 
embolus  which  required  surgery.  This  patient  is 
well  today  after  removal  of  10  feet  of  his  small 
intestine;  the  other  was  peripheral  popliteal  artery 
embolus.  This  occurred  in  a 35  year  old  patient 
who  was  not  given  Dicumerol  because  of  physical 
evidence  of  liver  disease.  The  embolus  occurred 
10  days  after  the  onset  and  embolectomy  was  per- 
formed. This  patient  is  now  well  and  has  noticed 
only  a dull  ache  in  his  lower  calf  region  after 
walking  four  to  five  miles. 


SHOCK 

We  have  employed  Levophed  and  it  is  our 
opinion  that  from  this  small  total  of  1 1 cases  with 
use  of  Levophed,  we  have  again  proven  its  useful- 
ness in  that  the  mortality  rate  was  45  per  cent. 
It  is  our  opinion  along  with  others,  that  there  is 
very  little  or  no  response  to  Levophed  in  patients 
who  are  in  both  severe  congestive  heart  failure 
and  severe  shock2.  We  found  the  most  important 
guide  for  the  maintenance  of  the  blood  pressure 
with  Levophed,  when  there  was  no  clinical  evi- 
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dence  of  shock3,  was  the  urinary  output.  In  some 
patients  who  previously  were  hypertensive,  the 
urinary  output  diminished  greatly  with  lowering 
of  the  blood  pressure  to  100  systolic. 

Upon  discontinuing  Levophed  in  these  patients 
the  urinary  output  would  be  markedly  diminished 
and  require  an  increase  in  the  amount  of  Levo- 
phed to  raise  the  systolic  pressure  to  110  to  120. 
Upon  discontinuing  Levophed,  there  is  quite  often 
a hypotensive  state  with,  however,  a normal 
renal  output.  One  patient  has  a blood  pressure  at 
the  present  time  in  sitting  position  of  86/70,  how- 
ever he  has  recovered  and  has  a normal  renal  out- 
put and  is  asymptomatic. 

One  Patient 

In  one  patient  Aramine  was  used  intramus- 
cularly, after  it  was  available  commercially,  and 
this  has  the  advantage  of  being  given  intramus- 
cularly and  producing  no  tissue  slough.  The  extra 
cardiac  complications  are  not  listed,  such  as  pre- 
vious hypertensive  cardiovascular  disease,  thyroid 
disease,  pulmonary  emphysema,  bronchopneu- 
monia and  psychosis. 

A problem  that  often  confronts  the  practitioner 
is  whether  Digitalis,  that  has  been  required  in  the 
hospital,  should  be  continued  or  discontinued, 
after  the  patient  has  recovered.  This  problem  is  an 
individual  one  in  many  patients,  since  part  of  the 
recovering  phase  the  myocardial  reserve  improves 
and  Digitalis  may  be  discontinued  without  a re- 
turn of  decompensation. 

The  patients  have  been  followed  periodically 
with  serum  cholesterols  and  in  the  post  coronary 
state  a diet,  low  in  saturated  fatty  acids  has  been 
advised.  The  patient  treated  with  complete  heart 
block  responded  well  to  Isoprel  and  this  was  dis- 
continued after  two  weeks  without  a return  of  this. 
The  use  of  Cortisone  and  ACTH  has  been  advised 
by  Prinzmettal  et  al  in  Stokes  Adams  Disease 
secondary  to  Myocardial  Infarction4*5. 

Changing  Facet 

An  unstable  and  changing  facet  in  our  manage- 
ment has  concerned  the  anticoagulants.  During 
the  first  two  years  when  an  anticoagulant  was 
deemed  necessary,  Dicumerol  was  chosen.  During 
the  third  year  Tromexan  replaced  our  use  of 
Dicumerol:  but  since  that  time  we  have  had  bet- 
ter, easier  and  safer  control  with  the  use  of  War- 
farin, 


Experience  has  taught  us  to  be  somewhat  more 
liberal  in  the  convalescent  months  following  myo- 
cardial infarction,  whereas  during  the  first  2-3 
year  period  a patient  was  not  allowed  to  return  to 
work  in  less  than  4-6  months.  However,  since  that 
time,  this  period  has  been  greatly  shortened  in 
selected  cases  by  as  much  as  one  half. 

Of  the  54  patients  now  working  many  of  these 
are  men  employed  in  local  industry.  It  has  been 
difficult  at  times  to  get  the  approval  of  local 
industries  to  return  these  patients  to  either  their 
previous  job  or  even  a modified  job.  This  has  re- 
quired much  unnecessary  re-adjustment  of  the 
patient  and  the  main  problem  involved  is  the  com- 
pensation law.  Only  one  of  these  patients,  a furni- 
ture salesman,  actually  claimed  and  won  com- 
pensation, stating  that  his  heart  attack  was  started 
when  he  lifted  an  unusually  heavy  piece  of  furni- 
ture during  his  employment. 

Twenty  Patients 

In  20  of  our  patients  one  could  elicit  the  onset 
of  anginal  symptoms  during  a period  of  one  to  two 
months  which  were  un-recognized  by  the  patient 
or  considered  to  be  due  to  “indigestion”.  Whereas 
the  majority  of  the  patients  had  a rather  classical 
symptomatology  at  the  onset  of  their  coronary 
with  typical  chest  pain  distribution,  two  patients 
had  no  chest  pain  and  had  only  pain  in  the  jaws. 
One  of  these  consulted  a Dentist  for  what  he  con- 
sidered improper  fitting  dentures,  another  con- 
sulted an  E N T doctor  for  a sore  throat.  One 
patient  had  only  pain  in  the  right  shoulder  and 
right  wrist  at  the  time  of  diagnosis  and  24  hours 
later,  developed  chest  pain.  Another  patient  had 
what  appeared  to  be  initially  an  acute  pancreatitis 
with  severe  epigastric  pain  and  no  chest  pain.  This 
patient  later  that  day  was  found  to  have  an  acute 
posterior  myocardial  infarction. 

Clinical  Difficulty 

We  have  found  that  while  it  is  difficult  clin- 
ically to  determine  from  the  symptoms  the  site  of 
infarction  the  majority  of  our  patients  with  pos- 
terior myocardial  infarctions  had  associated  brady- 
cardia and  bilateral  ache  in  the  elbows  more  fre- 
quently than  those  that  had  the  anterior  myocar- 
dial infarction. 

Only  two  of  our  patients  developed  coronary 
occlusion  during  physical  exertion.  One  of  these, 
age  28,  had  a severe  fist  fight  while  intoxicated 
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and  was  brought  into  the  hospital  in  shock.  After 
a stormy  course  of  14  days  he  expired  and  this  was 
confirmed  by  postmortum  examination.  The  other 
patient  was  a furniture  salesman  who  had  the  on- 
set of  pain  while  lifting  a heavy  piece  of  furniture. 

Shoulder-Hand  Syndrome 

The  development  of  the  shoulder  hand  syn- 
drome has  not  been  as  much  of  a problem,  pos- 
sibly because  of  the  climate,  although  some  25% 
of  our  patients  have  developed  it  to  a mild  degree, 
only  two  of  these  have  required  intensive  therapy 
and  these  responded  well  to  Prednisolone  and  be- 
came asymptomatic  in  a period  of  eight  months. 

Prior  to  refrigerated  air  contitioning  in  local 
hospitals  we  were  confronted  with  many  patients 
with  a problem  of  low  salt  syndrome,  as  the  tem- 
perature in  the  rooms  during  the  summer  months 


was  quite  frequently  above  90  for  a period  of  1 2 
hours  a day. 

A five  year  study  of  100  patients  sustaining  118 
coronary  occlusions  and  myocardial  infarctions  is 
presented.  This  study  in  a comparatively  small 
community  shows  results,  as  to  mortality  rates,  age 
and  sex  distribution,  that  compares  favorably  with 
reports  published  from  large  city  hospitals.  Special 
reference  to  details  of  treatment,  follow-up,  and 
return-to-work  record  are  also  presented. 

517  W.  Fox  St. 
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Neurological  Wing  Added 
To  Hospital  In  Phoenix 


A new  four-story  neurological  wing  costing 
more  than  $1  million  will  be  added  to  St.  Joseph’s 
Hospital  in  Phoenix,  with  construction  starting 
in  about  a year. 

The  addition  is  being  made  possible  by  a gift 
from  Charles  A.  Barrow  and  his  family  of  Litch- 
field Park,  Arizona,  and  his  mother  Mrs.  Beatrice 
H.  Barrow  of  Franklin,  Pa.  Their  donation  of 
more  than  $500,000  is  being  matched  with  federal 
funds. 

The  new  wing  will  be  known  as  the  Barrow 
Neurological  Institute,  honoring  the  memory  of 
the  late  William  E.  Barrow,  father  of  Charles  and 
husband  of  Beatrice  Barrow.  It  will  be  devoted 
to  diagnosis,  treatment,  research  and  training  in 
neurology  and  neurological  surgery  and  will  be 


headed  by  Dr.  John  R.  Green  of  Phoenix,  now 
chairman  of  neurology  and  neurological  surgery  at 
St.  Joseph’s. 

The  Barrow  gift  is  the  largest  of  its  kind  ever 
made  to  a private  hospital  in  Arizona.  It  will  re- 
sult in  Phoenix  becoming  one  of  only  five  cities 
in  the  U.  S.  and  Canada,  and  the  only  one  west 
of  the  Mississippi  River,  having  neurological  in- 
stitutes, although  many  medical  and  educational 
centers  have  facilities  for  research,  training,  diag- 
nosis and  treatment.  The  other  neurological  insti- 
tutes are  located  in  New  York,  Chicago,  Wash- 
ington and  Montreal. 

The  Barrow  Institute  will  have  50  beds  at  the 
outset  plus  surgery  and  clinical  and  research  lab- 
oratories. 
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High  Honors  Bestowed 
On  Mrs.  Ward  Burdick 


NATIONAL  HONOR— Mrs.  Ward  Burdick 
of  El  Paso,  widow  of  the  noted  Pathologist 
Dr.  Ward  Burdick,  is  presented  with  a replica 
of  the  Ward  Burdick  Medal  by  Dr.  George 
Turner,  El  Paso,  past  president  of  the  Texas 
Medical  Association,  at  a meeting  of  the  El 
Paso  County  Medical  Society,  Jan.  13,  1959. 
The  medal  has  been  given  by  the  American 
Society  of  Clinical  Pathologists  annually  for 
30  years  for  outstanding  service  in  the  field 
of  pathology. 


National  honors  in  the  field  of  medicine  were 
bestowed  Jan.  13,  1959,  in  El  Paso  on  Mrs.  Ward 
Burdick  of  El  Paso,  widow  of  the  noted  pathol- 
ogist, Dr.  Ward  Burdick. 

A replica  of  the  Ward  Burdick  Medal  was  pre- 
sented to  Mrs.  Burdick  by  Dr.  George  Turner, 
El  Paso,  past  president  of  the  Texas  Medical  As- 
sociation, at  a joint  meeting  of  El  Paso  County 
Medical  Society  and  its  Auxiliary  in  the  Terrace 
at  El  Paso  Medical  Center. 

The  Ward  Burdick  Medal  has  been  given  by 
the  American  Society  of  Clinical  Pathologists  an- 
nually for  30  years  for  outstanding  service  in  the 
field  of  pathology. 

Dr.  Burdick,  a Denver  pioneer  clinical  labora- 
tory pathologist  who  died  in  1928,  was  instru- 
mental in  founding  the  American  Society  of  Clini- 
cal Pathologists  in  1924. 

The  medal,  inscribed  “Dr.  Ward  Burdick — 
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Awarded  Posthumously”,  was  presented  on  behalf 
of  the  American  Society  of  Clinical  Pathologists. 

Letters  of  Praise 

Letters  to  Mrs.  Burdick,  praising  her  husband’s 
work,  were  read  from  Dr.  E.  C.  Rosenow  of 
Minneapolis  and  Dr.  Charles  B.  Kingry,  Denver, 
both  famous  in  the  field  of  pathology. 

In  his  talk  Dr.  Turner  cited  Dr.  Burdick’s  ef- 
forts in  organizing  the  American  Society  of  Clini- 
cal Pathologists  and  he  mentioned  Mrs.  Burdick 
as  being  helpful  in  organization  of  the  society’s 
auxiliary. 

Mrs.  Burdick,  a native  of  Minnesota,  lived  in 
Denver  from  1910  to  1949,  when  she  moved  to 
El  Paso  to  become  social  director  of  Bell  Hall  at 
Texas  Western  College.  She  resigned  from  that 
position  in  1952  and  now  resides  at  1140  Rio 
Grande  Ave.  in  El  Paso. 
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Truths  and  Concepts  in  Otolaryngology 

By  Arthur  J.  Fischer,  M.D.*,  Las  Cruces,  N.  M. 


1 . In  treating  epistaxis  with  Packing,  do  not 
lose  sight  of  the  fact  that  part  of  the  nasal  septum 
is  mobile  and  it  may  be  necessary  also  to  pack 
the  opposite  side  so  as  to  obtain  counterpressure. 

2.  Too  often  adenoidectomies  are  performed 
for  the  purpose  of  eliminating  mouth-breathing 
only  to  find  on  careful  examination  that  nasal 
obstruction,  most  often  a badly  deviated  nasal 
septum,  is  at  fault. 

3.  ‘"I  do  not  believe  that  chemical  cauteriza- 
tion is  effective  in  active  bleeding  from  vessels  of 
any  considerable  size.”  Woodruff,  G.  H.:  A.M.A. 
Arch.  Otoloaryng.  67:435  (April)  1958. 

4.  “ — every  adult  who  has  difficulty  in  swal- 
lowing, even  when  the  difficulty  is  transient  or 
the  patient  is  apparently  neurotic,  deserves  at  least 
radiological  examination  by  a competent  observ- 
er.” Boyd.  L.  J.:  The  Bull.  New  York  Med.-Coll. 
17:  12-16,  1954. 

5.  “Children  who  are  tolerant  to  their  mother’s 
skin  may  also  tolerate  other  tissues  from  their 
mother,  such  as  cartilage,”  Peer,  L.  A.  and  Walk- 
er, J.  C.:  A.M.A.  Arch.  Otolaryng.  68:95  (July) 
1958. 

6.  “Prolongation  of  life  is  not  the  only  aim  of 
treatment;  it  should  be  a tolerable  life. — It  is  not 
always  worth  the  discomfort  of  major  surgical 
procedures  to  get  minor  recovery.”  Devine,  K.  D.: 
A.N.A.  Arch.  Otolaryng.  68:716  (June)  1958. 

High  Percentage 

7.  “A  relatively  high  percentage  of  patients 
with  antral  malignancy  relate  a history  ot  previous 
chronic  sinusitis.”  Castigliano,  S.  G.  and  Rom- 
inger,  C.  J.,:  Antrum,  A.M.A.  Arch.  Otolaryng. 
67:276  (March)  1958. 

8.  Harvey  Cushing  noted,  in  his  book  publish- 
ed in  1917,  “Tumors  of  the  Nervus  Acusticus,” 

*Dr.  Fischer,  now  a practicing  specialist  in  ear,  nose  and 
throat,  was  formerly  Assistant  Professor  of  Oto-laryngology  at 
the  University  of  Pittsburgh  Medical  School. 
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that  tumors  growing  in  the  internal  auditory  meat- 
us produce  sensory  disturbances  first  and  motor 
manifestations  later,  whereas  the  reverse  is  true  of 
the  tumors  growing  towards  the  meatus. 

9.  “In  the  field  of  psychogenic  disorders,  as  in 
the  field  of  organic  disease,  a diagnosis  must  be 
made  from  positive  findings,  not  from  their  ab- 
sence and  an  inability  otherwise  to  explain  symp- 
toms. For  many  patients — the  symptom  of  vertigo 
as  a concrete  symbolic  representation  of  their  up- 
set mental  state  and  conforms  to  the  hysterical 
pattern  of  conversion  of  a mental  idea  into  a phy- 
sical feeling.”  Moore,  B.E.  and  Aatkinson,  M.: 
A.M.A.  Arch.  Otolaryng.  67:347  (March)  1958. 

10.  “The  most  important  step  in  the  preven- 
tion of  the  complications  is  to  be  taken  in  the 
handling  of  the  initial  otitis  media.  The  neglect 
of  early  myringotomy  and  the  early  abandonment 
of  antibiotic  treatment  result  from  the  hollow  se- 
curity offered  by  prompt  symptomatic  response  to 
small  doses  of  antibiotics.”  Morrow,  R.S.:  Annals 
of  Otology,  Rhinology  and  Laryngology  67:  41 
(Mar.)  1958. 

Loss  of  Function 

1 1 . “compression  of  a nerve  to  cause  loss  of 
nerve  function,  has  to  be  equal  to  the  systolic 
blood  pressure.  More  pressure  than  this  does  not 
cause  more  or  faster  paralysis.  Motor  nerves  ap- 
pear to  offer  less  resistance  to  increased  pressure 
and  ischemic  changes  than  do  sensory  nerves.” 
Denny-Brown;  D.E.  and  Brenner,  C..  Archives 
Neurology  and  Psvchiat.,  51:1,  1944. 

12.  “Tracheal  diverticula  are  rarely  diag- 
nosed clinically  and  are  usually  only  discovered  at 
autopsy  ...  a review  of  the  literature  fails  to  dis- 
close any  record  of  medical  or  surgical  treatment  ol 
tracheal  diverticula.”  Goldman,  L.  and  Wilson, 
J.G.,  Arch,  of  Otolaryng.,  65:554.  (June)  1957. 
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Model  Handbook  for  Distribution  to 
Doctors’  Secretaries 

By  Dora  Smith* 

Administrator,  Reagan  County  Memorial  Hospital, 

Big  Lake,  Texas 


It  is  good  public  relations  for  the  hospital  ad- 
ministrator and  the  doctor  to  have  prospective 
patients  know  how  to  get  into  the  hospital  and 
know  what  to  expect.  The  Texas  Hospital  As- 
sociation Council  on  Public  Education  headed  by 
Sister  John  Gabriel  of  Providence  Hospital,  Waco, 
gave  much  thought  to  this  problem  during  the 
past  two  years  and  came  up  with  a sample  hand- 
book which  was  distributed  to  the  doctors  and 
hospital  administrators  of  Texas  to  be  used  as  a 
pattern  for  their  own  information. 

Regardless  of  size  or  whether  it  is  a general  or 
special  type  hospital,  the  administrator  will  find 
an  example  of  handbook  format  which  he  may  fol- 
low in  publishing  his  own  in  the  sample  booklet. 
An  hour’s  concentration  on  the  application  of  the 
various  items  in  this  model  booklet  will  enable 
the  administrator  to  pattern  one  to  his  own  needs. 
It  is  well  recognized  the  doctor  is  very  busy  and 
will  usually  have  his  secretary  or  office  nurse  take 
care  of  all  admission  details. 

It  was,  therefore,  decided  to  call  the  booklet  a 
“Model  Handbook  for  Distribution  to  Doctors’ 
Secretaries.” 

Revised  Booklet 

It  was  suggested  that  the  hospital  administrator 
send  his  own  revised  booklet  (patterned  after  the 
sample)  to  the  doctor  personally  for  his  reading 
so  he  can  decide  whether  it  will  be  passed  on  to 
his  secretary. 

The  handbook  suggested  that  a very  brief  des- 
cription of  the  hospital  be  set  forth,  whether  or 
not  accredited,  and  what  accreditation  means; 
together  with  how  to  make  room  reservations;  best 
hours  to  arrive;  and  which  office  the  patient  will 
visit.  Suggestion  on  what  part  hospital  insurance 
may  play,  and  the  employment  of  private  duty 
registered  nurses  or  licensed  vocational  nurses; 
contacts  with  the  chaplain,  visiting  hours,  diet, 
guest  meals,  radio,  television,  parking  and  anything 

•Member  on  the  Council  on  Public  Education  of  the  TEXAS 
HOSPITAL  ASSOCIATION. 
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else  that  the  individual  doctor  and  administrator 
may  care  to  add  are  also  discussed. 

Section  on  Policies 

There  is  also  a section  on  policies  affecting  the 
laboratory,  blood  bank,  surgical  recovery  room, 
and  psychiatric  division,  if  there  is  one. 

Important  safety  rules  are  elaborated  for  the  pa- 
tients on  smoking  in  the  presence  of  oxygen,  drugs 
and  medications,  alcoholic  beverages,  bringing  food 
into  the  hospital;  use  of  hot  water  bottles  and  heat- 
ing pads  etc. 

As  a final  convenience  to  the  doctor;  there  is  a 
table  of  suggested  regular  meetings,  the  date,  hour 
and  place  for  the  secretary  to  use  as  a reminder  for 
the  doctor.  The  book  includes  a statement  that 
the  hospital  will  give  new  secretaries  an  orienta- 
tion lecture  regarding  the  use  of  the  booklet.  This 
personal  contact,  so  the  council  thought,  will  be  of 
great  value  to  the  doctor,  the  hospital  and  the 
patient. 

Many  Inquiries 

Many  times  a patient  inquires  at  the  doctor’s 
office  for  information,  which  is  not  available,  con- 
cerning his  future  stay  in  the  hospital.  We  feel 
a booklet  such  as  the  model  handbook  will  not 
only  save  embarrassment,  but  also  be  of  benefit 
for  all  concerned. 

This  12-page  sample  booklet  measures  nine 
inches  by  six  inches  and  is  printed  in  clear,  easily 
read  type  with  sufficient  space  for  any  special  no- 
tatons  for  the  doctors  or  hospital  administrator. 
It  was  mentioned  a number  of  times  in  the  Ameri- 
can Hospital  Association  Magazine  prior  to  being 
released  to  member  hospitals  as  well  as  being  sent 
to  the  area  council  presidents  one  month  preceding 
the  release  date. 

It  is  felt  that  this  is  but  another  administrative 
tool  for  the  hospital  to  use  in  order  to  weld  the 
physician,  his  secretary  and  the  hospital  into  a 
cooperating  understanding  team  for  the  benefit  of 
the  patient. 
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treats  more  patients  more  effectively 


Comprehensive  and  thorough  clinical  trials  show  that  DECADRON  on  a milligram  basis  is  the  most 
effective  of  all  oral  corticosteroids  ■ DECADRON  is  virtually  free  of  sodium  retention,  potassium 
depletion,  hypertension,  or  edema  ■ DECADRON  is  virtually  free  of  diabetogenic  effect  in  therapeutic 
doses  ■ DECADRON  has  not  caused  any  new  or  unusual  reactions  ■ DECADRON  helps  restore  a 
“natural”  sense  of  well-being. 

INDICATIONS:  All  allergic  and  inflammatory  disorders  amenable  to  corticosteroid  therapy.  CONTRAINDICATIONS: 
Herpes  simplex  of  the  eye  is  an  absolute  contraindication  to  corticosteroid  therapy.  DECADRON  should  be  administered 
with  the  same  precautions  observed  with  other  corticosteroid  therapy.  DOSAGE  AND  ADMINISTRATION:  Transfer  of 
patients  from  other  corticosteroids  to  DECADRON  may  usually  be  accomplished  on  the  basis  of  the  following 
milligram  equivalence: 
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SUPPLIED:  As  0.75  mg.  scored  pentagon-shaped  tablets.  Also  as  0.5  mg.  tablets,  to  provide  maximal  individualized 
flexibility  of  dosage  adjustment,  since  many  patients  achieve  adequate  control  even  on  lower  dosage. 


Detailed  literature  is  available  on  request. 
*DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 
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MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL  ■■■aSH 


F.  P.  Bornstein,  M.D. — Editor — Case  No.  1132 
Presentation  of  Case  by  T.  Sterling  Martin.  M.D. 


History — Dr.  Nathan  Kleban: 

A 68-year-old  Negro  widow  entered  the  hospital 
on  Oct.  8,  1958,  and  died  on  Oct.  19. 

In  1952  the  patient  was  admitted  to  the  psy- 
chiatric service  with  a history  of  depression  and 
intake  of  alcohol  since  her  husband  died  in  1940. 
She  was  given  three  electroconvulsive  treatments. 
Discharge  diagnosis  was  chronic  alcoholism.  Acute 
alcoholic  intoxication  was  the  reason  for  her  sec- 
ond admission  to  the  psychiatric  ward  in  1955. 
There  was  18  per  cent  retention  of  bromsulpha- 
lein,  Kline  test  was  negative,  and  chest  film  was 
within  normal  limits. 

Patient  Hospitalized 

Dermatitis  brought  the  patient  to  the  hospital 
on  April  16,  1958.  She  had  scattered  pruritic,  hy- 
peremic  edematous  areas.  Blood  pressure  was 
190/110.  Hematocrit  values  of  32,  35  and  29  vol. 
per  cent  were  reported.  Urine  contained  a trace 
of  albumin  but  concentrated  to  1.027.  V.D.R.L. 
was  non-reactive.  Skin  and  muscle  removed  from 
the  left  leg  for  biopsy  were  reported  normal. 

No  L.E.  cells  were  found  on  five  different  oc- 
casions. BUN  was  5.0,  sugar  98  mg.  per  cent, 
x-ray  film  of  the  chest  on  April  16  was  reported 
demonstrating  slight  left  ventricular  hypertrophy 
and  “slight  pleural  thickening  in  the  right  costo- 
phrenic  angle  consistent  with  the  residual  of  a 
pneumonitis”.  Twelve  days  later  a repeat  chest 
film  was  interpreted  as  showing  “no  significant 
change  from  the  previous  examination.  Conclu- 
sion: Healthy  chest”. 

Numerous  Medications 

Over  a three  months  period  a number  of  medi- 
cations were  prescribed  topically  and  systemic- 
ally,  including  antibiotics,  corticosteroids,  antihis- 
tamines, diuretics,  expectorant  and  antihyperten- 
sive drugs.  When  discharged  with  a diagnosis  of 
allergic  dermatitis  on  July  9 she  was  improved. 

On  Oct.  8 the  patient  returned  to  the  hospital 
with  complaints  of  inability  to  retain  food,  falling 
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the  day  before,  and  pain  in  her  shoulders,  arms, 
buttocks,  hips,  legs  and  abdomen. 

Family  and  additional  past  history  were  not 
relevant. 

Physical  Examination: 

There  was  severe  muscle  wasting.  The  skin  was 
dry,  scaly  and  thickened.  Temperature  was  99.4, 
respirations  20,  pulse  142  and  irregular,  blood 
pressure  110/60.  There  was  symmetrical  chest 
expansion.  Lungs  were  clear.  Left  border  of  car- 
diac dullness  was  at  the  anterior  axillary  line.  A 
grade  one  low  pitched  systolic  murmur  was  heard 
at  the  apex.  There  was  generalized  abdominal 
tenderness.  The  liver  was  equivocally  down  one 
finger-breadth.  Pressure  ulcers  were  present  on  the 
buttocks. 

Laboratory  Findings: 

Hematocrit  was  38  vol.  per  cent,  Hb.  12.9  gms., 
WBC  9,250  with  4 eosinophiles,  2 stabs,  36  segs., 
58  lymphocytes.  Three  urine  determinations  gave 
the  following  results:  Amber,  red,  straw;  S.G.  of 
1.027,  1.016,  1.005;  albumin  1+,  3+  and  2+; 
sugar  negative;  reaction  acid;  cells  not  reported 
on  first  specimen,  loaded  with  RBC  in  the  second 
red  specimen,  and  25-35  WBC/HPF  but  no  RBC 
in  the  third  specimen  six  days  after  admission. 

Bence-Jones  protein  was  not  found  in  the  urine. 
Blood  sugar  was  98  and  blood  urea  nitrogen  16.8 
mg.  per  cent.  Total  proteins  were  5.9  gms.  per 
cent,  VDRL  was  negative.  Coliform  organisms 
were  reported  grown  from  the  urine.  Staphylococ- 
cal and  coliform  organisms  were  cultured  but 
the  source  was  not  given  (pleural  fluid?). 

Sinus  tachycardia,  low  voltage  in  limb  leads 
and  inverted  T-waves  in  pre-cordial  leads  were 
noted  on  electrocardiograms  taken  on  the  ninth 
and  tenth  days.  This  was  interpreted  as  sub- 
epicardial ischemia. 

X-Rays: 

Fractures  were  not  seen  on  x-ray  films  of  the 
left  shoulder,  elbow,  forearm,  wrist  and  pelvis. 
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A right  pneumothorax  with  slight  effusion  and 
consolidation  of  the  right  mid-lung  field  were  re- 
ported from  chest  films  taken  on  the  third  day. 
Four  days  later  the  right  pleural  effusion  extended 
two-thirds  of  the  way  up  the  right  chest  and  ob- 
scured the  previously  reported  consolidation.  Fluid 
had  also  appeared  at  the  left  lung  base.  Following 
thoracentesis  the  next  day  the  consolidation  on 
the  right  was  seen  to  extend  down  to  the  lower 
lobe  area. 

Hospital  Course: 

The  patient  ate  very  little  and  said  she  had 
trouble  swallowing.  Meperidine  was  given  for  pain 
in  shoulders,  arms,  legs,  chest  and  abdomen.  She 
was  unable  to  turn  herself.  The  decubitus  ulcers 
were  treated  with  phisohex  and  furacin. 

One  liter  of  straw  colored  fluid  was  removed 
from  the  right  pleural  space  on  the  eighth  day. 
Specific  gravity  was  1.009.  There  were  41  polys 
and  98  lymphocytes/cj.  m.m.  The  fluid  contained 
770  mg.  per  cent  of  proteins.  No  organisms  were 
seen  on  smear  with  acid-fast  stain. 

Maximum  daily  temperatures  ranged  from  100 
to  102.4  beginning  on  the  fifth  day. 

In  addition  to  narcotics  for  pain  and  local 
treatment  of  the  decubitus  ulcers,  the  patient 
received  vitamins,  parenteral  fluids,  erythromycin 
and  chloramphenicol. 

Rapid  labored  breathing  appeared  on  the  tenth 
day  but  failed  to  respond  to  oxygen,  digitalis  and 
cholorothiazide  (Diuril). 

Death  occurred  on  the  12th  hospital  day. 
Clinical  Discussion: — Dr.  T.  Sterling  Martin: 

This  is  the  history  of  a 68-year-old  Negro 
woman  who  died  after  a short  illness  this  October. 
Four  months  earlier  she  had  finished  a three 
months  hospitalization  whose  main  features  were 
a skin  disease.  Before  that  she  had  been  healthy 
in  spite  of  mistreating  herself  with  alcohol  for 
sometime. 

Undoubtedly  she  had  some  liver  disease  up  to 
the  end  although  not  much  information  about  her 
liver  is  present  in  the  reports  on  those  two  ill- 
nesses. However,  this  last  spring  her  BUN  was 
five  which  sometimes  indicates  a poor  liver.  As 
we  consider  her  illness  of  April  we  may  think 
about  a dermatitis  that  might  be  related  to  bad 
diet  or  to  liver  disease,  especially  something  that 
an  alcoholic  might  have  such  as  pellagra  or  other 
nutritional  difficulties. 

The  few  specific  findings  of  liver  disease  such 
as  spiders,  jaundice  or  various  forms  of  pigmenta- 


tion are  not  mentioned  at  all.  Another  type  of 
dermatitis  that  is  rarerly  seen  in  people  with 
chronic  liver  disease,  particularly  with  an  alco- 
holic background,  is  the  cutanea  tarda  form  of 
porphyria. 

Mild  Anemia 

There  was  a mild  anemia  associated  with  this 
longstanding  dermatitis  and  edema.  We  don’t 
know  how  sick  the  patient  felt,  whether  she  had 
lost  a good  deal  of  weight  by  then,  whether  she 
was  having  fever  all  the  time;  we  don’t  even  know 
what  her  white  count  was. 

The  main  conclusions  I can  draw  from  the 
sketch  of  her  second  hospitalization  is  that  it 
lasted  three  months,  that  she  was  treated  with 
antibiotics,  cortical  steroids  and  antihistamines, 
that  nevertheless  the  dermatitis  was  present  when 
she  left  the  hospital.  It  was  apparently  a stub- 
born dermatitis  and  not  the  ordinary  allergic  one. 

I assume  that  she  probably  had  vitamins  every 
day  like  most  people  in  the  hospital,  and  if  it 
had  been  a nutritional  disorder  it  probably  would 
have  improved  sooner.  The  features  of  edema  and 
hyperemia  suggest  something  in  the  realm  of  hives, 
urticaria,  erythema  nodosum  or  other  forms  of 
dermatitis  that  fall  in  the  broad  realm  of  allergy 
or  toxic  response. 

The  fact  that  a skin  biopsy  was  negative  would 
tend  to  support  one  of  these  toxic  types  of  rash, 
for  instance  erythema  nodosum.  I am  glad  there 
was  a muscle  biopsy  because  in  someone  with  a 
longstanding  persistent  skin  problem  of  this  broad 
type  dermatomyositis  would  certainly  have  to  be 
considered,  specially  in  view  of  the  edema. 

However,  we  have  little  information  about  just 
how  extensive  the  edema  was,  nor  do  we  know 
the  exact  distribution  of  the  rash  in  the  skin.  We 
can’t  decide  from  the  protocol  at  what  time  after 
the  steroid  therapy  the  biopsies  were  taken,  nor 
do  we  know  the  quantity  of  the  steroids,  which 
would  certainly  influence  the  histological  findings. 

We  have  one  hint  in  the  little  sketch  of  her 
hospital  admission  in  1958  that  her  final  illness 
besides  being  related  to  this  rash,  may  have  some 
pulmonary  aspects.  Certainly  the  evidence  is  ex- 
tremely scant.  There  are  no  symptoms  described 
of  pleural  or  cardio-pulmonary  disease. 

We  don’t  know  that  she  had  a cough  but  there 
was  a small  roentgenological  finding  about  which 
I will  inquire  from  Dr.  Ravel,  namely,  a little  re- 
action in  the  lower  lobe,  first  granular,  later  on 
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nodular,  which  may  represent  a granulomatous 
change. 

Otherwise  she  appeared  to  have  a pretty 
healthy  chest  last  April  and  May  except  for  a 
slight  suggestion  of  left  ventricular  thickening.  We 
don’t  know  just  what  had  happened  to  this  rash 
or  to  her  when  she  was  re-admitted.  She  was 
much  sicker,  she  had  fever,  she  had  lost  a lot  of 
weight. 

But  having  no  interval  history,  no  understand- 
ing of  what  her  circumstances  were,  her  ability 
to  get  food,  etc.,  it  is  hard  to  know  whether  her 
delapidated  condition  was  due  to  her  final  illness 
in  its  earlier  stage  or  not. 

Appearance  of  Pneumothorax 

One  of  the  few  features  that  impressed  me,  that 
set  this  case  aside  from  the  last  phase  of  a degen- 
erative illness,  was  the  appearance  of  a pneumo- 
thorax, which  is  not  a very  common  thing. 

One  thinks  of  cavitating  lesions,  granulomas 
like  tuberculosis,  coccidioidomycosis  or  simply  of 
blebs,  cysts,  emphysema  or  longstanding  bronchi- 
tis. 

Something  that  throws  a wet  blanket  on  the 
whole  value  of  the  clue  of  course  is  that  she  had 
fallen  down.  One  wonders  if  she  got  the  pneu- 
mothorax from  her  injury,  even  though  when 
they  took  fluid  out  it  wasn’t  bloody.  I suppose 
that  usually  if  you  have  pneumothorax  from  an 
injury,  associated  with  effusion,  it  would  be  a 
little  bloody  at  least. 

I think  the  effusion  is  a very  important  clue 
here  and  the  fact  that  it  had  the  characteristics 
of  a transudate,  having  a specific  gravity  of  only 
1.009  and  less  than  a gram  percent  protein,  is 
very  important  because  it  tends  to  rule  out  most 
bacterial  sources  of  inflammation.  This  fluid  is 
more  suggestive  of  collagen  disorders  such  as  lupus 
or  congestive  heart  failure  or  pulmonary'  infarction. 

She  also  had  pain,  apparently  in  all  of  her  ex- 
tremities, enough  pain  to  require  meperidine. 
This  occurs  in  very  toxic  states,  particularly  in 
very  diffuse  neuritidies.  This  harks  back  to  our 
older  wondering  about  pellagra,  beri-beri  and 
other  forms  of  malnutrition. 

But  she  had  taken  a fall  the  day  before  which 
might  be  responsible  for  a lot  of  her  aches  and 
pains,  even  though  she  didn’t  break  any  bones. 

Another  little  clue  is  that  she  now  had  leuko- 


penia, although  it  doesn’t  mean  quite  as  much  in 
an  elderly  woman.  On  both  these  admissions  she 
had  had  albuminuria,  at  least  in  the  last  one, 
but  good  specific  gravities. 

In  regard  to  collagen  disorders  which  have 
been  considered  in  both  these  admissions,  her  pro- 
tein values  would  be  very  important  but  all  we 
have  is  the  total  which  is  a low  normal.  A nega- 
tive serology  test  gives  us  a small  argument 
against  lupus,  but  not  nearly  as  strong  argument 
against  it  as  all  the  negative  LE  tests  of  the  spring 
admission. 

In  the  matter  of  hematuria  one  wonders 
whether  the  one  with  the  blood  in  it  is  the  one  that 
was  passed  after  they  catheterized  her.  The  pus 
cells  appearing  six  days  later  may  be  due  to  a 
subsequent  infection. 

A film  which  was  taken  very  shortly  after  ad- 
mission, shows  a fairly  discrete  density  with  sharp 
borders.  It  makes  you  think  of  some  possibility 
besides  pneumonitis.  Then  within  four  days  an 
effusion  which  was  barely  evident  increased  to 
cover  the  lower  half  of  the  chest. 

She  certainly  had  bilateral  effusion  on  the 
fourteenth  day.  Then,  after  she  was  tapped  and 
this  straw  colored  fluid,  with  the  characteristics 
of  a transudate,  was  removed,  we  find  that  the 
pneumothorax  is  gone  and  the  features  of  the 
middle  lobe  density  changed  a little  bit. 

X-Ray  Discussion — Dr.  Vincent  Ravel: 

We  are  going  to  run  into  a situation  where  I 
have  to  disagree  with  my  colleagues;  in  the  first 
place,  I don’t  see  any  evidence  of  pneumothorax 
on  any  of  the  films.  That  line  is  a plastic  exudate 
that  is  deposited  along  the  outer  surface  of  the 
pleura  and  opaque  and  for  that  reason  I think 
we  can  definitely  say  that  there  is  no  air  in  the 
pleural  space. 

The  films  that  were  done  in  April  do  reveal  a 
change  in  the  left  costo-phrenic  sulcus.  This  dens- 
ity in  the  region  of  the  right  hilum  I think  is 
quite  significant  and  in  a patient  with  this  sort 
of  history  you  have  to  resolve  it  down  to  two 
possibilities:  One,  tuberculosis,  and  two,  broncho- 
genic carcinoma,  and  it  would  be  very  difficult, 
just  from  the  radiographs  alone,  to  decide  which 
lesion  is  the  more  likely.  I am  inclined  to  favor 
an  inflammatory  lesion,  a tuberculosis. 

Question: 

Are  some  of  these  glands  enlarged? 
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Dr.  Ravel: 


Yes,  I think  so.  I think  there  is  a definite  hilar 
lymphadenopathy.  The  fact  that  acid-fast  stains 
were  not  conclusive  does  not  exclude  a tubercu- 
losis because  many  sterile  effusions  are  still  due  to 
tuberculosis. 

Question: 

Do  you  see  any  evidence  of  pericarditis  in  the 
films  ? 

Dr.  Ravel: 

Yes,  but  after  all  you  have  an  effusion  there 
and  you  might  see  a slight  displacement  of  the 
mediastinum  to  the  left  and  there  could  be  an 
accompanying  pericardial  effusion.  Another  rea- 
son why  you  wouldn’t  consider  a pneumothorax 
is  if  you  had  a pneumothorax  and  you  removed 
the  fluid  you  shouldn’t  see  a fluid  level.  I mean 
this  fluid  is  distributed  as  you  would  see  in  effusion 
without  a pneumothorax.  So  summing  up,  my 
first  bet  would  be  tuberculosis,  second,  possible 
bronchogenic  carcinoma. 

Dr.  Crossett: 

Are  those  spring  of  1958  films  normal? 

Dr.  Ravel: 

I think  there  are  some  changes  in  the  left 
costo-phrenic  sulcus  that  could  be  the  residual  of 
a pneumonitis;  however,  I don’t  think  so,  Bob, 
I don’t  think  there  is  anything  in  the  left  hilum, 
the  only  thing  that  I really  see  is  a little  change 
in  the  left  base  which  looks  pretty  constant. 

Dr.  Martin: 

To  sum  it  up,  I think  this  woman’s  final  illness 
probably  began  before  she  had  her  spring  admis- 
sion and  the  main  manifestation  was  a dermal 
manifestation  due  to  the  toxicity  of  the  underly- 
ing problem.  I think  the  underlying  problem  was 
not  a deficiency  disease,  in  spite  of  her  history  of 
cirrhosis,  I don’t  think  it  was  bacterial  disease. 

I wish  there  were  more  details  about  the  type 
of  dermal  involvement  she  had.  I would  think 
that  it  is  very  hard  to  see  erythema  nodosum  in 
it  because  I would  think  they  would  have  said  it 
was  related  to  arms  and  legs  and  they  would 
have  mentioned  tenderness  instead  of  pruritus.  I 
would  first  of  all  think  of  the  possibility  that  this 
was  a fungus  disease  of  the  lungs  with  skin  mani- 
festations. Perhaps  her  first  early  evidence  of  pul- 


monary disease  would  have  been  in  the  left  lower 
lung  field. 

Later  with  enlargement,  there  came  a much 
more  prominent  pulmonary  picture  with  some 
adenopathy  and  effusion.  Finally,  I think  there 
was  a pericarditis  and  pericardial  effusion.  The 
other  thing  that  I would  think  of  with  this  skin 
manifestation  is  a collagen  disease. 

I would  think  of  dermatomyositis  in  spite  of  the 
normal  biopsy.  I therefore  leave  it  between  the 
two:  one,  a granulomatous  disease,  probably  coc- 
cidioidomycosis, the  other,  a collagen  disease, 
probably  dermatomyositis. 

Dr.  Crossett: 

There  are  about  two  points  I would  like  to 
bring  up.  One:  We  have  a woman  who  is  an 
alcoholic,  who  has  been  malnourished  and  who 
had  a skin  disease.  We  all  know  that  skin  dis- 
eases predispose  to  staph  infections.  After  treat- 
ment with  corticosteroids  she  develops  a terminal 
disease. 

These  X-rays  could  be  quite  characteristic  of 
an  overwhelming  staph  infection  of  the  lungs. 
They  cultured  staph  somewhere,  it  says  “question 
mark,  pleural  fluid,”  which  also  supports  the  diag- 
nosis of  staph  infection.  Against  a staph  infection 
is  the  observation  that  she  was  wasted  on  her 
last  admission.  Ordinarily  with  an  overwhelming 
infection  patients  don’t  waste  before  they  die, 
they  die  too  quickly. 

There  are  two  things  important  to  the  treat- 
ment, one  is  to  give  overwhelming  doses  of  peni- 
cillin, the  other  is  a tracheotomy.  Thisis  extremely 
important  because  with  staph  infections  a very 
thick,  sticky  pus  is  formed.  That  in  itself  will 
obstruct  the  bronchi  and  kill  the  patients. 

Therefore,  they  all  should  be  bronchoscoped 
and  have  tracheotomies  done  and  every  effort 
made  to  keep  their  tracheo-bronchial  trees  clear. 
A Physician: 

I will  make  this  real  brief,  after  the  excellent 
discussion  by  Dr.  Martin.  The  patient  was  hyper- 
tensive and  there  was  an  element  of  hypoproteine- 
mia  during  the  course  of  her  illness  which  could 
account  for  some  of  the  pleural  effusion  seen  in 
the  case. 

I would  like  to  comment  on  the  association  be- 
tween cirrhosis  and  alcoholism.  They  aren’t  neces- 
sarily connected,  although  alcoholism,  indirectly 
leading  to  malnutrition  may  lead  to  liver  disease 
and  cirrhosis. 
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Also  the  patient  had  dysphagia  and  wasting. 
In  chronic  alcoholism  there  is  a tendency  for 
chronic  gastritis  and  esophagitis  which  may  even- 
tually lead  to  malignancy  of  the  stomach  and 
malignancy  of  the  esophagus. 

Dr.  Garrett: 

II  agree  with  Sterling  that  the  skin  manifesta- 
tions here  are  non-specific.  In  this  type  of  indi- 
vidual with  this  clinical  picture  I can’t  help  but 

[wonder  about  cryptococosis  as  a possibility  of 
terminal  illness,  secondary  to  a poor  general  con- 
dition. Of  course,  with  cryptococosis  ordinarily 
I you  have  central  nervous  system  involvement  but 
not  necessarily.  I believe  the  second  most  common 
I visceral  involvement  to  the  central  nervous  sys- 
tem is  lung  involvement,  and  negro  patients  par- 
i ticularly  are  subject  to  cryptococosis. 

Dr.  Postlewaite: 

Well,  a point  here  that  hasn’t  been  brought  up, 

I is  why  the  change  in  urinary  findings?  Why 
can’t  this  be  perhaps  bacterial  endocarditis?  Or 
perhaps  a staph  pneumonia,  and  now  we  have  a 
t septicemic  problem  which  is  terminal  with  mul- 
tiple organ  involvement. 

Dr.  Appel: 

There  is  another  mechanism  that  might  have 
expedited  this  patient’s  demise.  I haven’t  seen 
these  electrocardiograms  so  we  will  just  have  to 
| go  by  the  description,  but  a diffuse  T-wave  in- 
version in  the  precordial  leads  and  low  voltage 
in  the  limb  leads  are  very  suggestive,  along  with 
the  X-rays,  of  pericarditis;  which  would  fit  in 
with  an  effusion  in  the  right  and  left  chest  and  in 
the  pericardial  sac.  She  did  not  have  ascites. 

One  thing  that  perplexes  me  is  the  blood  pres- 
sure in  April,  1959  of  190/110.  It  was  only  a 
single  reading  and  one  would  think  that  if  re- 
peated physical  examinations  were  made  we 
would  have  had  several  more.  However,  on  one 
film  the  heart  does  appear  enlarged  in  the  left 
' ventricular  region,  and  there  is  some  prominence 
of  the  arch  of  the  aorta. 

This  film  on  the  right  does  not  show  any  car- 
diac enlargement  as  compared  to  the  one  over 
here.  However,  in  the  terminal  films  there  is  no 
question  that  the  transverse  diameter  of  the  heart 
is  increased  and  it  has  a fullness  that  suggests 
diffuse  enlargement,  either  due  to  myocarditis 

MARCH,  1959 


or  pericarditis  as  opposed  to  the  localized  con- 
centric hypertrophy  on  the  April  film. 

This  patient  received  steroids  in  unknown 
quantity  in  April  and  died  in  October  during  a 
febrile  illness. 

There  is  no  mention  that  the  patient  was  treat- 
ed with  steroids  during  the  terminal  illness.  The 
blood  pressure  during  the  terminal  illness  was  low. 
which  would  fit  in  with  a wasted  condition. 

However,  it  is  very  tempting  to  think  that  the 
patient  had  a relative  adrenal  insufficiency  in 
October,  in  fact  subsequent  to  leaving  the  hospi- 
tal in  July  as  a result  of  cessation  of  steroid  ther- 
apy. So,  we  have  a female,  a negro  woman,  poor- 
ly ourished,  who  had  had  steroids  which  could 
have  excited  an  old  inactive  tuberculosis  process 
and  given  rise  to  miliary  tuberculosis  with  all  of 
these  findings  in  addition  to  adrenal  insufficiency. 
That  is  about  all  I can  suggest. 

Clinical  Diagnosis: 

Chronic  dermatitis,  pleural  effusion. 

Dr.  Martin’s  Diagnoses: 

1.  Granulomatous  disease,  probably  coccid- 
ioidomycosis. 

2.  A collagen  disease,  probably  dermatomy- 
ositis. 

Pathological  Diagnoses: 

1.  Bronchogenic  carcinoma. 

2.  Chronic  dermatitis. 

3.  Extreme  emaciation 

Pathological  Discussion — Dr.  F.  P.  Bornstein: 

This  was  an  extremely  emaciated  woman.  There 
were  600  cc.  of  straw  colored  fluid  in  the  peri- 
cardial cavity.  Skin  lesions  are  very  hard  to 
judge  post-mortem,  but  there  were  numerous  flat, 
confluent  patches  all  over  the  skin  without  vesi- 
culation.  It  looked  somewhat  like  a very  atrophic 
and  somewhat  irritated  skin. 

The  right  lobe  contained  a large  tumor  mass 
measuring  about  six  cm.  in  greatest  diameter, 
which  also  invaded  the  right  middle  lobe  and  some 
of  the  lymph  nodes.  On  histological  examination 
this  was  a typical  oat  cell  carcinoma.  In  view  of 
the  finding  of  this  oat  cell  carcinoma,  I investi- 
gated carefully  the  possibility  whether  the  sud- 
den demise  was  due  to  brain  metastasis  but  this 
particular  carcinoma  was  limited  to  the  lung.  In 
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addition,  there  was  general  atrophy  of  all  internal 
organs  including  liver,  without  cirrhosis. 

The  histological  examination  of  the  skin  was 
characterized  by  tremendous  proliferation  of  col- 
lagenous fibers  in  the  corium  and  a generalized 
atrophy  of  the  epidermis,  with  no  evidence  of  in- 
flammatory changes.  It  is  difficult  to  correlate 
these  findings.  It  has  been  accepted  that  carci 
noma  is  associated  with  emaciation.  The  history 
of  this  patient  shows  emaciation  that  precedes  the 
carcinoma.  Sometimes  in  cases  of  carcinoma  in 
will  find  extreme  emaciation,  especially  in  bron- 
bronchogenic  ones;  and  the  emaciation  is  ex- 
plained by  extensive  destruction  of  the  pituitary, 
but  this  was  not  the  case  here. 

Therefore,  I think  we  are  dealing  with  a severe 
metabolic  disturbance,  probably  on  the  basis  of 
longstanding  malnutrition,  and  a longstanding 
dermatitis.  This  made  the  patient  waste  away. 
There  was  a terminal  bronchopneumonia.  I con- 
sider the  carcinoma  of  the  lung  more  or  less  an 
incidental  finding  which  made  some  very  inter- 
esting roentgenological  findings  but  I do  not  think 
that  it  is  the  main  cause  for  the  patient’s  death. 
There  were  no  metastases.  On  the  other  hand 
there  was  chronic  alcoholism  and  a generalized 
metabolic  disease. 


Coming  Meetings 

Cancer  Seminar,  Mar.  25-26,  1959,  Riverside 
Hotel,  Reno,  Nev.,  sponsored  by  the  Nevada  Di- 
vision of  the  American  Cancer  Society  and  the 
American  Academy  of  General  Practice.  Credit 
given  for  Category  One  credit,  AAGP. 

Biennial  Western  Conference  on  Anesthesiology. 
Approved  for  24  hours  Category  II  Credit, 
A.A.G.P.  Westward  Ho  Hotel,  Phoenix,  Apr.  1-4, 
1959.  For  information  write  to  Boyden  L.  Crouch, 
M.D.,  301  W.  McDowell  Road,  Phoenix,  Ariz. 

American  Association  of  Physicians  and  Sur- 
geons, Annual  Meeting,  Fort  Worth,  Tex.,  Apr. 
2-4,  1959. 

Texas  Orthopaedic  Association,  Annual  Meeting, 
San  Antonio,  Apr.  20,  1959. 

The  Arizona  Medical  Association,  68th  Annual 
Meeting,  San  Marcos  Hotel,  Chandler,  Ariz., 
April  29-May  2.  Friday,  May  1,  has  been  desig- 
nated as  Medical  Education  Day. 

New  Mexico  Medical  Society,  annual  meeting, 
Las  Cruces,  N.  Mex.,  May  5-7,  1959. 

Annual  Assembly,  Nevada  Academy  of  Gen- 
eral Practice,  Riverside  Hotel,  Reno,  Nev.,  May 
21-23,  1959.  Program  to  be  presented  by  the  facul- 
ty of  the  University  of  Southern  California  School 
of  Medicine. 

Rocky  Mountain  Cancer  Conference,  Brown 
Palace  Hotel,  Denver,  July  22-23,  1959. 

Nevada  State  Medical  Association,  Annual 
Meeting,  Mapes  Hotel,  Reno,  Aug.  19-22,  1959. 

Southwest  Obstetrical  and  Gynecological  So- 
ciety, Annual  Meeting,  El  Mirador  Hotel,  Palm 
Springs,  Calif.,  Nov.  2 and  3,  1959. 

Southwestern  Medical  Association,  Annual 
Meeting,  Roswell,  N.  M.,  Nov.  5-7,  1959. 


Only  at  the  Popular  in  El  Paso  . . . 
Fine  Hartmann  Luggage 

POPULAR  DRY  GOODS  CO. 


MEDICAL  CENTER 
PHARMACY 

YOUR  PROFESSIONAL  PHARMACY 
IN  THE  NEW  MEDICAL  CENTER 

phone  2-6968-69 


1501  ARIZONA  ST. 


EL  PASO.  TEXAS 
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SAUL  B.  APPEL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 
CARDIOVASCULAR  DISEASES 


Suite  I0E 
KE  3-5201 


EL  PASO  MEDICAL  CENTER  1 50 'ei^o,3  Texas 


JACK  A.  BERNARD,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

Suite  3C  El  Paso  Medical  Center  1501  Arizona  Avenue 
Phone  KE  3-8151  El  Paso,  Texas 


ARTESIA  MEDICAL  CENTER 


Henry  L.  Wall,  M.D.,  Suite  A 
General  Practice 

Robert  W.  Harper,  M.D.,  Suite  B 
Surgery  and  Gynecology 
Owen  C.  Taylor,  Jr.,  M.D.,  Suite  C 
General  Practice 
C.  Pardue  Bunch,  M.D.,  Suite  D 
General  Practice 
Gerald  A.  Slusser,  M.D.,  Suite  E 
Surgery 

X-ray  and  Medical  Laboratory 
Fourth  and  Washington 


Phone: 
SH  6-2311 

SH  6-2531 

SH  6-2521 

SH  6-3321 

SH  6-2441 

SH  6-4200 
Artesia,  New  Mexico 


VICTOR  M.  BLANCO,  M.D. 

Diplomate  of  the  American  Board  of  Surgery 
General  and  Cancer  Surgery 
Suite  402  Banner  Bldg.,  KE  3-3239,  El  Paso,  Texas 

CLEMENT  C.  BOEHLER,  M.  D.,  F.A.C.S. 

H.  W.  DEMAREST,  M.  D„  F.A.C.S. 

Diplomates  American  Board  Obstetrics  and  Gynecology 

Suite  8-A  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-6591  El  Paso,  Texas 


ANDREW  M.  BABEY,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 
CARDIOVASCULAR  DISEASES 
250  West  Court  Avenue  JAckson  4-4481  Las  Cruces,  N.  M. 


FREDERICK  P.  BORNSTEIN,  M.D. 

Certified  by  the  American  Board  of  Pathology 
Member  American  Academy  of  Forensic 
Sciences,  Section  of  Pathology 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


JOSEPH  BANK,  M.  D. 

Diplomate  of  American  Board  of  Internal  Medicine 
and  American  Board  of  Gastroenterology 
GASTROENTEROLOGY,  GASTROSCOPY 
800  North  First  Ave.  ALpine  4-7245  Phoenix,  Arizona 


FRANK  O.  BARRETT 
ANESTHESIOLOGY  ASSOCIATES 

J.  A.  Shugart,  M.  D. 

(Diplomate  American  Board  of  Anesthesiology) 

Jack  Walker,  M.D.,  J.  W.  Redelfs,  M.D.,  Jack  Ellis,  M.D. 
— ANESTHESIOLOGY  — 

1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  3-8431  El  Paso,  Texas 


OTTO  L.  BENDHEIM,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PSYCHIATRY  & 
NEUROLOGY 

5051  N.  34th  Street  CRestwood  7-7431  Phoenix,  Ariz. 


RAYMOND  J.  BENNETT,  M.  D. 

Diplomate  of  the  American  Board  of  NeuroJogy  and  Psychiatry 
PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

Suite  7A  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  2-1177  El  Paso,  Texas 


LOUIS  W.  BRECK,  M.  D. 

W.  COMPERE  BASOM,  M.  D. 
MORTON  H.  LEONARD,  M.  D. 

Diplomates  of  the  American  Board  of  Orthopaedic  Surgery 

MARIO  PALAFOX,  M.  D. 
ZIGMUND  W.  KOSICKI,  M.  D. 

Practice  Limited  to  Orthopaedic  Surgery 
520  Montana  Ave.  Telephone  KE  3-7465  El  Paso,  Texas 

BASIL  K.  BYRNE,  M.  D. 

Diplomate  American  Board  of  Pediatrics 

IRVIN  J.  GOLDFARB,  M.  D. 

PEDIATRICS 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Ave. 

KE  3-8487  El  Paso,  Texas 


ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 

4I4  Banner  Building  KE  3-7587  Bl  Paso,  Texes 
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ROBERT  N.  CAYLOR,  M.  D. 

HAROLD  D.  DOW,  M.  D. 
FREDERICK  J.  KOBERG,  M.  D. 

Practice  Limited  to  Ophthalmology 

STEVE  E.  HOOD,  JR.,  M.  D. 

207  Medical  Arts  Bldg  . 

415  East  Yandell  Blvd.  KE  3-5897  El  Paso,  Texas 

General  Practice  — Surgery 

Box  546 

702  Hobbs  Road  Phone  3641  Seminole,  Texes 

MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to: 

THORACIC  SURGERY 
CARDIOVASCULAR  SURGERY 
BRONCHOSCOPY  - ESOPHAGOSCOPY 
415  East  Yandell  Boulevard  KE  3-3353  El  Paso,  Texas 

L.  O.  DUTTON,  M.  D. 

RITA  L.  DON,  M.  D. 

ALLERGY 

616  Mills  Bldg.  KE  2-3571  El  Paso,  Texas 

WILLIAM  1.  COLDWELL,  M.  D. 

ORVILLE  EGBERT,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

ALLERGY 

DISEASES  OF  THE  CHEST 

— INTERNAL  MEDICINE  — 

EDWARD  EGBERT,  M.  D. 

800  Montana  Ave.  KE  3-8373  El  Paso,  Texas 

INTERNAL  MEDICINE 

Building  3 1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1645  El  Paso,  Texas 

BRANCH  CRAIGE,  M.  D.,  F.  A.  C.  P. 

JOHN  A.  EISENBEISS,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Internal  Medicine) 

Diplomate  of  the  American  Board  of  Neurological  Surgery 

INTERNAL  MEDICINE 

WILLIAM  B.  HELME,  M.D. 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7121  El  Paso,  Texas 

NEUROSURGERY 

926  E.  McDowell  Road  AL  4-3151  Phoenix,  Arizona 

E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Thoracic  Surgery 

E.  J.  ETTL,  M.D.,  F.C.A.P. 

Certified  by  American  Board  of  Pathology 

THORACIC  SURGERY 

Pathology 

415  E.  Yandell  Blvd.  KE  3-8511  or  KE  2-2474  £1  Paso,  Texas 

3317  Fort  Blvd.  LO  6-4351  El  Paso,  Texas 

WICKLIFFE  R.  CURTIS,  M.  D„  F.  A.  C.  S. 
JAMES  D.  BOZZELL,  M.  D„  F.  A.  C.  S. 

Diplomates  American  Board  of  Urology 

PRACTICE  LIMITED  TO  UROLOGY 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1426  El  Paso,  Texas 

WARD  EVANS,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 
SURGERY 

414  Banner  Bldg.  KE  3-7587  El  Paso,  Texas 

J.  C.  DOTSON,  M.  D. 

LESTER  C.  FEENER,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

General  Surgery 

INTERNAL  MEDICINE 

800  Montana  Ave.  KE  2-81  II  El  Paso,  Texas 

CARDIOVASCULAR  DISEASES 

404  Banner  Bldg.  KE  2-5771  El  Paso,  Texas 

ANTONIO  DOW,  M.  D„  F.  A.  C.  S. 

JOE  R.  FLOYD,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 

JOHN  A.  PONSFORD,  M.  D. 

GENERAL  SURGERY 

GENERAL  SURGERY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Avenue 

1022  Mills  Bldg.  KE  2-7305  El  Paso,  Texas 

Phone  KE  3-5881  El  Paso,  Texas 
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THE  HOUSE-CALL  ANTIBIOTIC 


Wide  range  of  action  is  reassuring  when  culture  and  sensitivity  tests 
are  impractical. 

Effectiveness  demonstrated  in  more  than  6,000,000  patients  since 
original  product  introduction  (1956). 


COSA-SIGNEMYCIN 


with  triacetyloleandomycin  capsules  ■ oral  suspension  ■ pediatric  drops 


REFERENCES:  l.  Adams,  J.:  Advantages  of  combined  tetracycline-oleandomycin  therapy  in  common  infections,  J.  Tennessee  M.  Assoc.  50:446 
(Nov.)  1957.  2.  Andersson,  B.:  Pulmonary  abscess  cured  with  antibiotics,  Opuscula  Medica,  2:8  (Oct.)  1957.  3.  Anello,  V.  J.,  and  Gerschenfeld, 
D.  S.:  Staphylococcal  septicemia  in  a child:  Treatment  with  a combination  of  oleandomycin  and  tetracycline,  Dia  med.,  B.  Air.  50:1921  (July  28) 
1958.  4.  Arneil,  G.  C.:  Tetracycline-oleandomycin  treatment  of  acute  respiratory  disease  in  childhood,  paper  read  at  Sixth  Annual  Symposium  on 
Antibiotics,  Washington,  D.  C..  October  1958,  to  be  published.  5.  Arrigoni,  G.;  Grignani,  G.  C.,  and  Varesi,  M.:  A new  antibiotic  association  in 
the  treatment  of  urologic  infections,  Minerva  med.  4#: 2701  (Aug.  25)  1957.  6.  Baccaredda  Boy,  A.,  and  Cappelli,  E.:  Clinical  study  the  activity 
of  a new  antibiotic  preparation,  Signemycin,  in  skin  conditions  of  infectious  (pyogenous)  origin.  Minerva  med.  4#:2690  (Aug.  25)  1957.  7.  Berg- 
dahl.  U.:  Clinical  experiences  with  a so-called  double-spectrum  antibiotic,  Signemycin.  Svenska  Lakartidningen  55:1715,  1958.  8.  Blundi,  E.:  Use 
of  Signemycin  in  a chest  clinic,  to  be  published.  9.  Bolognesi,  C.:  Preliminary  results  of  the  use  of  Signemycin  in  certain  otorhinolaryngological 
infections  due  to  pyogenic  organisms,  Minerva  med.  48: 2693  (Aug.  25)  1957.  10.  Brodhage,  H.:  Bakteriologische  in-vitro-versuche  mit  einer 
kombination  von  tetracyclin  and  oleandomycin  (Signemycin).  Praxis  26: 579,  1957.  11.  Calvi,  A.:  Antibiotics  in  the  therapy  of  influenza  and  its 
pulmonary  complications,  to  be  published.  12.  Carter,  C.  H.,  and  Maley,  M.  C. : Application  of  tetracycline-oleandomycin  in  clinical  practice.  Anti- 
biotics Annual  1956-57,  New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  51.  13.  Castellanos,  A.:  Signemycin  in  pediatrics,  to  be  published.  14. 
Chiappara.  P.:  A case  of  sepsis  with  multiple  osteomyelitis  treated  with  a new  antibiotic,  Minerva  med.  48: 2697  (Aug.  25)  1957.  15.  Chiarenza, 
A.:  Observations  on  the  effects  of  Signemycin  in  nongonococcic  urethritis,  Minerva  med.  4#:2692  (Aug.  25)  1957.  16.  Cimmino,  A.;  Boni,  A., 
and  Orsi,  N.:  Antibiotic  activity  of  oleandomycin-tetracycline  combination.  In  vitro  study  on  332  strains  of  Micrococcus  pyogenes  var.  aureus  clini- 
cally isolated.  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  pp.  708-715.  17.  Cooper,  J.;  Sprogis,  G.  R.;  Heinemann, 
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DeRomana,  J.;  Zaldivar,  C\,  and  Falcone,  F.:  Actual  therapeutic  conduct  in  the  treatment  of  osteomyelitis,  paper  read  at  Sixth  Annual  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  1958,  to  be  published.  22.  Durrieu,  C.  A.;  Rodriguez,  J.  B.,  and  Petrella,  E.:  The  use  of  oleandomycin- 
tetracycline  in  buccal  surgery,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics.  Washington,  D.  C.,  Oct.  1958,  to  be  published.  23.  English, 
A.  R.;  McBride,  T.  J.;  Van  Halsema.  G.,  and  Carlozzi,  M.:  Biologic  studies  on  PA-775,  a combination  of  tetracycline  and  oleandomycin  with 
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INTERNAL  MEDICINE 

401  N.  Garfield  MUtual  4-8072  Midland,  Tex. 


SOLOMON  HELLER,  M.D. 

INTERNAL  MEDICINE 
Hematology  — Endocrinology 
800  Montana  Ave.  KE  3-0406  El  Paso,  Texas 


HERBERT  E.  HIPPS,  M.  D. 

ORTHOPEDIC  SURGERY 

• 612  Columbus  Ave.  4-4701  Waco,  Tex. 


GEORGE  W.  HORTON,  M.  D. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 
413  N.  Lincoln  FEderal  2-1271  Odessa,  Texas 


LOUIS  G.  JEKEL,  M.D. 

ROBERT  H.  SNAPP,  M.D. 

Diplomates  American  Board  of  Dermatology 
DERMATOLOGY 

550  W.  Thomas  Rd.  CR  4-4901  Phoenix,  Ariz. 

EMMIT  M.  JENNINGS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
SURGERY  — ENDOSCOPY 

207  N.  Union  St.  Main  2-4360  Roswell,  N.  Mex. 

W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7579  El  paso,  Texas 

S.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D..  F.A.C.S 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  7B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-1693  El  Paso.  Texas 


LINDELL  M.  KINMAN,  M.  D. 

Diplomate  American  Board  of  Urology 

UROLOGY 

300  West  Alameda  Phone  MA  2-41 1 1 Roswell,  N.  M. 
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M.  NATHAN  KLEBAN,  M.  D. 

Certified  by  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 


304  Medical  Arts  Bldg. 
415  East  Yandell  Blvd. 


KE  2-7079 


El  Paso,  Texas 


GILBERT  LANDIS,  M.D. 

Dipiomate  American  Board  of  Obstetrics  & Gynecology 

OBSTETRICS,  GYNECOLOGY 
and  GYNECOLOGICAL  SURGERY 
Suite  1 5-D  KE  3-5023  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 


CHARLES  P.  C.  LOGSDON,  M.  D. 

CARDIOLOGY 

415  E.  Yandell  Blvd.  KE  3-7916  El  Paso.  Texas 


DRS.  MASON,  HART,  BOVERIE 
BLACK,  CLAYTON  & GREEN 

PATHOLOGY  AND  CLINICAL  LABORATORIES 
X-RAY  DIAGNOSIS  AND  THERAPY 
Radioactive  Cobalt 

Isotopes  Beam  Thereov 

PATHOLOGY 
M.  S.  HART,  M.  D. 

C.  L.  GREEN,  M.  D. 

Diplomates  American  Board  of  Pathology 
RADIOLOGY 

R.  F.  BOVERIE,  M.  D. 

G.  L.  BLACK,  M.  D. 

R.  S.  CLAYTON,  M.  D. 

J.  E.  WHITE,  M.  D. 

Diplomates  American  Board  of  Radiology 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona  Ave.,  Suite  2-A  415  E.  Yandell  Blvd.,  Suite  I0S 

KE  3-4478  KE  3-6926 

EL  PASO.  TEXAS 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-3659  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  Jr.,  M.D. 

Dermatology  and  Cancer  of  the  Sltin 
2615  - 19th  Street  PO  5-6619  Lubbock,  Texas 


MEDICAL  CENTER 
AND  WOMEN'S  CLINIC 

E.  G.  McCarthy,  M.  D„  F.  A.  C.  S..  F.  I.  C.  S. 
Dipiomate  American  Board  of  Obstetrics  and  Gynecology 
Jeff  H.  Davis,  M.  D.  — Joe  Horn,  M.  D. 

James  C.  Meade,  D.  S.  C.,  Chiropodist 

Plainview  CA  4-7426  Texas 


LEROY  J.  MILLER,  M.  D. 

Dipiomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 
717  Encino  Place,  NE  Phone  3-1150  Albuquerque,  N.  M. 


HOWARD  J.  H.  MARSHALL,  M.  D. 

Member  American  Academy  of  General  Practice 

GENERAL  PRACTICE 

Suite  8E  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-2431  El  Paso,  Texas 


MARSHALL  CLINIC 

I.  J.  Marshall,  M.  D. 

General  Surgery 

U.  S.  Marshall,  M.  D. 

Surgery  and  General  Practice 

E.  A.  Latimer,  Jr.,  M.  D. 

General  Practice 

C.  H.  Fowler,  Jr.,  M.  D. 

Internal  Medicine  and  Diagnosis 

H.  D.  Johnson,  D.  D.  S. 

ROSWELL  NEW  MEXICO 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  First  National  Bldg.  KE  3-8687  El  Paso,  Texas 


A.  WILLIAM  MULTHAUF,  M.  D.,  F.  A.  C.  S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 
1315  First  National  Bldg.  KE  3-8986  El  Paso,  Texas 


E.  K.  NEIDICH,  M.  D„  D.  A.  B.  R. 

RADIOLOGY 

Memorial  General  Hospital  JAckson  6-2411  Las  Cruces,  N.  M. 
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MAI 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-tolerated  CYCLAMYCiN.you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


® CYCLAMYCIN1 

Triacetyloleandomycin,  Wyeth 
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An  unparalleled  record 
of  safety  and  efficacy. 

DIURIL  has  proved  to  be 
highly  effective  in  overcoming 
edema  associated  with 
a wide  variety  of  fluid  retention 
states  including: 
hypothyroidism,  menopausal 
syndrome,  allergy, 
peripheral  phlebitis,  arthritis, 
migraine  headache, 
ascites  or  peripheral  edema 
due  to  malignant  tumor, 
and  obesity.  In  the  last  case, 
Landes  and  Peters1 
achieved  excellent  to  good 
results  in  nine  obese 
patients  in  whom  overweight 
was  associated  with 
moderate  or 
severe  fluid  retention. 

1.  Landes,  R.  P.  and  Peters,  M.: 

Postgrad.  Med.  23:648,  June  1958. 

dosage:  one  or  two  500  mg.  tablets  of  DIURIL  once 
or  twice  a day. 

supplied:  250  mg.  and  500  mg.  scored  tablets 
DIURIL  (Chlorothiazide);  bottles  of  100  and  1000. 

DIURIL  is  a trademark  of  Merck  & Co.,  INC 
© 1959  Merck  & Co.,  Inc. 

Trademarks  outside  the  U.  S.: 

CHLOTRIDE,  CLOTRIDE,  SALURIC. 

any  indication  for  diuresis  is  an 
indication  for  DIURIL 


Southwestern  General  Hospital 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

Member  Hospital: 

American  Hospital  Association 
Texas  Hospital  Association 

Blue  Cross  of  Texas 

• 

COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 


The  Clinic-Hospital  of  San 


D.  D.  WALL,  M.  D. 

Obstetrics  & Gynecology 

R.  M.  FINKS,  M.  D. 

Pediatrics 

M.  D.  KNIGHT,  M.  D. 

Surgery 


W.  H.  BRAUNS,  M.  D. 

Internal  Medicine 

ROY  E.  MOON,  M.  D. 

Obstetrics  & Gynecology 

CHAS.  F.  ENGELKING,  M.D. 

Ear,  Nose  and  Throat 

DALE  W.  HAYTER,  M.  D. 

Ophthalmology 


Angelo 


R.  A.  MORSE,  M.  D. 

Internal  Medicine 


RALPH  R.  CHASE,  M.  D. 

Pediatrics 

TOM  R.  HUNTE-R,  M.  D. 

Surgery 


Consultants  in  Radiology 

JOHN  E.  BALLARD,  M.  D. 
JOHN  G.  BOLEN,  M.  D. 
224-234  W.  Beauregard  Ave. 


Consultant  in  Pathology 

LLOYD  R.  HERSHBERGER,  M.  D. 

J.  B.  ADCOCK,  Administrator  San  Angelo,  Texas 
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the  Clock. 

EL  PASO,  TEXAS 

Fully  Approved  by  the 
Joint  Commission  on  Accreditation 
of  Hospitals. 

Fully  approved  by  the 
National  Nursing  Accrediting 
Service. 

Applicants  May  Apply 
To 

Sister  Mildred  Mary,  Director 

Fully  Approved  by  the  American 
Medical  Association,  American 
Society  of  Clinical  Pathologists, 
and  Registry  of  Medical  Tech- 
nologists. 

Latest  Facilities  For  All  Services. 
Emergency  Service  Around 

EL  PASO,  TEXAS 

EL  PASO,  TEXAS 
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Sandia  Ranch  Sanatorium 


Rt  4,  Box  4104  Phone  4-3273  Albuquerque,  New  Mexico 

Licensed  by  State  Health  Department  as  a Psychiatric  Hospital  of  50  Beds 
For  the  Care  and  Treatment  of  Nervous  or  Mental  Disorders 


VARIOUS  ACCEPTED  FORMS  OF  THERAPY  AVAILABLE 

OCCUPATIONAL  THERAPY  AND  OUTDOOR  ACTIVITIES 

CLINICAL  LABORATORY  AND  ELECTROENCEPHALOGRAM 
LIMITED  FACILITIES  FOR  DOMICILIARY  CARE 

Favorable  Year  Round  Climate  — 20  Acres  Landscaped  Grounds 

JOHN  W.  MYERS,  M.  D„  Medical  Director 

ALAN  JACOBSON,  M.D.,  Psychiatrist  FRED  W.  LANGNER,  M.  D.,  Psychiatrist 


DUTTON 

LABORATORY 

L.  O.  Dutton,  M.  D. 

Frederick  Bornstein,  M.  D. 

Rita  L.  Don,  M.  D. 

J.  A.  Hancock,  Ph.  D. 

Now  Available  for  Physicians,  Hospitals 
and  Laboratories 

A COMPLETE  MEDICAL 
LABORATORY  SERVICE 

In  addition  to  the  usual  procedures,  the  more 
complete  chemical  determinations  of  Protein 
Bound  Iodine,  Steroids,  etc.,  are  offered. 

Autopsy  procedures  with  special  attention  to 
medico-legal  aspects  are  available. 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


WATTS  CLINIC 
AND  HOSPITAL 

• 

MEDICINE 

Warren  Hall,  M.  D. 

Certified  by  American  Board  of  Internal 
Medicine 

J.  N.  Byrd,  Jr.,  M.D.,  A.A.G.P. 

• 

SURGERY 

Randolph  E.  Watts,  M.  D.,  F.  I.  C.  S. 
John  B.  Spriggs,  M.  D.,  F.  A.  C.  S. 

Diplomate,  American  Board  of  Surgery 
Member  of  the  American  Hospital  Association 

PHONE  1550 

500  E.  18th  Silver  City,  N.  M. 
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WALLACE  E.  NISSEN,  M.  D„  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D„  F.  A.  C S. 

GENERAL  SURGERY 

Medical  Arts  Square 

*01  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 


F.  KEITH  OEHLSCHLAGER,  M.  D. 

Practice  Limited  to 
OBSTETRICS  and  GYNECOLOGY 
1208  W.  10th  St.  Phone  FE  7-4639  Odessa.  Texas 


3500  Physicians  Read 
Southwestern  Medicine 


THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP.  JR.,  M.  D„  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D.,  F.  A.  C.  S. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL.  M.  D..  F.  A.  C.  S. 

THOMAS  H.  TABER,  JR.,  M.  D„  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  North  Third  Street — Phone  CRestwood  7-6211 — Phoenix,  Ariz. 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S„  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  8-8074  Phoenix.  Ariz. 


ROBERT  E.  PARKINS,  D.D.S. 

GENERAL  DENTISTRY 

Bldg.  I,  Suite  E 1501  Arizona  Ave. 

Phone  KE  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1385  El  Paso.  Texas 


JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  and  ENDOCRINOLOGY 

619  Professional  Building 

15  E.  Monroe  Phoenix,  Arizona 

Phone  ALpine  2-3577 


VINCENT  M.  RAVEL,  M.D. 
CHARLES  C.  McVAUGH,  M.D. 
WILLIAM  H.  MELTON,  M.D. 

Diplomates  American  Board  of  Radiology 

RADIOLOGY  — RADIO-ISOTOPES 
COBALTbo  — TELETHERAPY 

616  Mills  Building  KE  2-3459 

800  Montana  Avenue  KE  2-1126 

El  Paso.  Texas 

RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D„  F.  A.  C.  C. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE  — CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.  D„  F.  A.  C.  S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  KE  3-1601  Et  Paso.  Texet 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  & CARDIOVASCULAR  DISEASES 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 


CECIL  A.  ROBINSON,  M.  D. 

Diplomat®  American  Board  of  Orthopaedic  Surgery 
Practice  Limited  to  Orthopaedics 
III  Pine  Street  2541  Kermit,  Texas 

S.  PERRY  ROGERS,  M.  D. 

W.  HUNTER  VAUGHAN,  M.  D. 

(Diplomates  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-4433  El  Paso,  Texas 


WILLARD  W.  SCHUESSLER,  M.D. 
DONALD  H.  EWALT,  M.D. 

Diplomates  of  the  American  Board  of  Plastic  Surgery 
Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  Ave.  Medical  Center,  Suite  4-C 

El  Paso,  Texas 
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F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 
BRADFORD  HARDIE,  M.  D. 


JESSON  L.  STOWE,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 
BEN  Z.  TABER,  M.  D. 


EYE.  EAR.  NOSE  AND  THROAT-BRONCHOSCOPY 
First  National  Bldg.  KE  2-1495  El  Paso.  Texas 


GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Avenue  KE  2-4631  El  Paso,  Texas 


O.  J.  SHAFFER.  D.  D.  S„  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-6742  El  Paso.  Texas 


D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

Bo*  347  Phone  584  Ft.  Stockton,  Texas 


EUGENE  P.  SIMMS,  M.  D. 

- GENERAL  PRACTICE  — 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 


LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 

DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-6172  El  Paso,  Texas 


C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

EAR,  NOSE  AND  THROAT 

Bronchoscopy  — Esophagoscopy 
307  MEDICAL  ARTS  BUILDING 

4IS  East  Yandell  Blvd.  KE  2-9449  El  Paso,  Texas 


ROBERT  HEALY  STEVENS,  B.  S.,  M.  D„ 

F.  C.  C.  P. 

ALLERGY  — INTERNAL  MEDICINE 

1313  N.  Second  St.  AL  4-8841  Phoenix,  Arizona 

C.  S.  STONE,  M.D.,  F.A.C.S. 

A.  J.  JENSON,  B.A.,  M.D. 

Phones:  3-5323  - 3-3033  - 3-4427 
301  East  Cain  Street  Hobbs,  N.  M. 


WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomat©  American  Board  of  Neurological  burgery 

NEUROLOGICAL  SURGERY 

Sdite  1 1 A Office  KE  2-916/  1501  Arizona  Av#. 

El  Paso  Medical  Center  Home  JU  4-0553  El  Paso,  Texas 


M.  D.  THOMAS,  M.  D. 


Diplomate  American  Board  of  Anesthesiology 
Suite  12-D  KE  3-3745 

1501  Arizona  Ave.  El  Paso,  Texas 

El  Paso  Medical  Center 


ROBERT  F.  THOMPSON,  M.  D„  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  Mills  Bldg.  KE  2-4321  El  Paso,  Texas 


TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER.  M.  D. 
DELPHIN  von  BR'IESEN,  M.  D. 
HELEN  W.  ANDERSON,  M D. 

MEDICAL  CENTER 


ISOI  Arizona  Ave.  Phone:  KE  2-4689 

Building  No.  6 El  Paso,  Texas 


HARRY  H.  VARNER,  M.  D. 
LEIGH  E.  WILCOX,  M.  D. 
RUSSELL  L.  DETER,  M.  D. 
HERMAN  RICE,  M.  D. 


GENERAL  SURGERY 

Suite  5E  1501  Arizona  Ave. 

El  Paso  Medical  Center 

Phone  KE  2-6529  El  Paso.  Texes 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 
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CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


CRestwood  7-7431 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


. . . a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 

OTTO  L.  BENDHEIM,  M.  D.,  F.  A.  P.  A.,  Med.  Dir. 


PHOENIX  INSTITUTE 


PROFESSIONAL  X-RAY 

AND 

CLINICAL  LABORATORY 

507  Professional  Bldg.  • Phoenix,  Arizona 

PHONE  ALpine  3-4105 
AND 

MEDICAL  CENTER  X-RAY 

AND 

CLINICAL  LABORATORY 

1313  North  2nd  Street  • Phoenix,  Arizona 

PHONE  ALpine  8-3484 
DIAGNOSTIC  X-RAY  — X-RAY  THERAPY 
RADIUM  THERAPY  — CLINICAL  PATHOLOGY 
TISSUE  PATHOLOGY  —ELECTROCARDIOGRAPHY 
BASAL  METABOLISM 
R.  Lee  Foster,  M.  D.,  Director 
Martin  L.  List,  M.  D.,  Radiologist 
George  A.  Gentner,  M.  D.,  Radiologist 
Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.  D.,  Consultant  Pathologist 


OVERTON  CLINIC 

300  Hughes  Building  PAMPA,  TEXAS 

M.  C.  Overton,  Jr.,  M.  D. 

Surgery  and  Gynecology 

E.  S.  Williams,  M.  D. 

Pediatrics  and  Obstetrics 

J.  R.  Donaldson,  M.  D. 

Surgery 

G.  R.  Hrdlicka,  M.  D. 

Radiology 

C.  M.  Lang,  M.  D. 

Surgery 

R.  W.  Moore,  M.  D. 

Internal  Medicine 

G.  W.  Scott,  M.  D. 

General  Medicine 
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NOSE  DROPS 

For  quick , effective  relief  of 
nasal  congestion 

Safe  for  both  children  and  adults, 
Rhinall  Nose  Drops  are  pleasant  to  use, 
provide  ventilation  and  drainage  with- 
out irritation  of  the  ciliated  epithelium. 

• no  burning  or  irritation 

• no  risk  of  sensitization 

• no  bad  taste  or  after  reactions 


SUPPLIED,  one-ounce  dropper  bottle; 

V2 -ounce  plastic  spray  bottle. 


RHINOPTO  COMPAN 

3905  Cedar  Springs 
Dallas,  Texas 


Contains: 

Phenylephrine  Hydrochloride  0.15% 
"Propadrine”  Hydrochloride  0.3% 
in  an  isotonic  saline  menstruum 


EL  PASO 


Southwedtern  Surgical 
-S *upplu  C^i 


unpig  s^ompang 


Your  Complete  Source  in  The  Southwest  For  All  Ethical 
Medical  Equipment  and  Supplies 

ALBUQUERQUE 


PHOENIX 


SOUTHWEST  BLOOD  BANKS 


Federally  licensed  and  supervised  by  physicians  from  the  Southwest 
to  provide  Blood  and  Plasma  of  highest  quality  on  a 24-hour  basis. 

John  B.  Alsever,  M.D.,  General  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  ALBUQUERQUE 

710  Central  Ave.,  S.E.  — Telephone  7-9831 
H.  V.  Beighley,  M.D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  EL  PASO 

2325  Pershing  Drive  — Telephone  Keystone  3-4847 
L.  O.  Dutton,  M.D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  HOUSTON 

1112  Holman  St.  — Telephone  Capital  7-8239 
C.  C.  Shullenberger,  M.D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  LUBBOCK 

415  Avenue  R — Telephone  Porter  2-1450 
Harold  Warshaw,  M.D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  PHOENIX 

4 South  Twelfth  Avenue  — Telephone  Alpine  4-7264 
James  D.  Barger,  M.D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  SAN  ANTONIO 

112  Auditorium  Circle  — Telephone  Capital  5-2115 
Louis  J.  Manhoff,  Jr.,  M.D.,  Medical  Director 
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KASTOFF 

met&act  l&i  re^bucuc/-  ccwtaf 


KASTOFF  ...  the  new  way  to  remove  casts 
quickly,  painlessly,  safely.  NOW  . . . with 
the  KASTOFF  method  even  your  technician 
can  easily  remove  casts  of  the  hardest 
materials  without  producing  the  fear,  cuts, 
or  burns  among  your  patients  of  old  fash- 
ioned cast  removal  methods. 

KASTOFF  comes  complete  with  turning 
clips  and  one  dozen  wires  at  $27.00, 
with  additional  wires  and  clips  for  $9.50 
per  dozen.  Write  for  illustrated  booklet 
outlining  the  use  of  KASTOFF.  Names  of 
successful  users  of  KASTOFF  will  be 
furnished  upon  request. 

Call  your  surgical  supply  man  or  write: 


KASTOFF 

P.  O.  BOX  8782, 


QUICKLY 

ECONOMICALLY 

EASILY 


★ 

★ 

★ 

★ PAINLESSLY 

★ SAFELY 

Use  Kastoff  on 
your  next  cast. 

You  and  your 
patient  will  be 
glad  you  did. 


DALLAS  1 6,  TEXAS 


PRICE 

COMPLETE 

$2^00 

WIRES  PER 
DOZEN 

9.50 


Give  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from  level 
of  shoulders  to  tip  of  sacrum;  circumference  of 
pelvis  above  trochanters;  circumference  of  waist; 
height  and  weight. 

CHRISTOPHERS 

BRACE  AND  LIMB  CO. 

223 1 Montana  St. 


n+ispasmodic  Action 


Four  times  more  po- 
tent than  atropine  in 
Depressing  Ganglionic 
Transmission 


cffoMWacl 


Dgspepsia,  Nausea, 
Regurgitation 


Ulcers,  CholecLjstitis, 
Enteritis  or  Pelvic 
Disease 


e Pure  Synthetic  Alkaloid 


No  Drqing,  Flushing 
or  Visual  Blur 


Mission  Pharmacal  Co. 

SAN  ANTONIO,  TEXAS 


KE  2-9690 
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proven  in  research 

1.  Highest  tetracycline  serum  levels1,2 

2.  Most  consistently  elevated  serum  levels1 
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proven  in  practice 

4.  Rapid  clinical  response4  5 6 

5.  Unexcelled  toleration4  5 6,7,8 
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capsules  ■ oral  suspension  ■ pediatric  drops 

125  mg.  orange-flavored,  orange -flavored, 

250  mg.  2 oz.  bottle,  125  mg.  10  cc.  bottle, 

per  teaspoonful  (5  cc.)  100  mg.  per  cc. 


izer)  Science  for  the  world's  well-being 


Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


REFERENCES:  1.  Carlozzi,  M. : Ant.  Med.  & Clin.  Therapy5:146  (Feb.)  1958.  2.  Welch,  H.;  Wright, 
W.  W.,  and  Staffa,  A.  W.:  Ant.  Med.  & Clin.  Therapy  5:52  (Jan.)  1958.  3.  Walch,  E.:  Dent.  Med. 
Wschr.  (April)  1956.  4.  Shalowitz,  M.:  Clin.  Rev.  1 :25  (April)  1958.  5.  Nathan,  L.  A.:  Arch.  Pediat. 
75: 251  (June)  1958.  6.  Cornbleet,  T.;  Chesrow,  E.,  and  Barsky,  S. : Ant.  Med.  & Clin.  Therapy  5:328 
(May)  1958.  7.  Stone,  M.  L.;  Sedlis,  A.;  Bamford,  J.,  and  Bradley,  W.:  Ant.  Med.  & Clin.  Therapy 
5:322  (May)  1958.  8.  Harris,  H.:  Clin.  Rev.  1:15  (July)  1958. 

“Trademark  for  glucosamine-potentiated  tetracycline 
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p-acetamidobenzoic  acid  salt  of  2-dimethylaminoethanol 


Vo 


'Deaner’  must  not  be  confused  with  tran- 
quilizing  or  sedative  drugs  which  may 
aggravate  depression.  On  the  contrary, 
'Deaner’  is  often  used  to  counteract  drug- 
induced  depression. 

'Deaner’  is  valuable  as  an  emotional 
normalizer  in  many  situations  other  than 
depression,  such  as  behavior  problems 
with  agitation.  Nor  should  'Deaner’  be 
considered  an  ordinary  stimulant.  Its 
gentle  action  differs  from  that  of  other 
stimulants  in  that  it  leads  to  increased 
useful  energy  and  alertness  without  the 
undesirable  side  effects  of  the  ampheta- 
mine-like drugs. 

Literature  and  bibliography  available  upon  request. 


Deaner  a totally  new  molecule,  offers  a new 
type  of  alleviation  in  depression,  fatigue  states 
and  many  other  emotional  disturbances. 
Its  physiologic  effectiveness  as  a safe  central 
nervous  system  stimulant  is  attributed  to  its 
activity  as  a probable  precursor  to  acetyl- 
choline. 

Deaner  leads  to  better  ability  to  concentrate, 
increased  daytime  energy,  sounder  sleep 
(with  less  sleep  needed),  and  a more  affable 
mood. 

Deaner  acts  gently,  gradually,  and  its  effects 
are  prolonged . . . without  causing  hyperirrita- 
bility...  without  loss  of  appetite. .. without 
elevating  blood  pressure  or  heart  rate... 
without  sudden  letdown  on  discontinuance. 

Deaner  is  valuable  in  the  treatment  of  chil- 
dren, especially  those  whose  performance  is 
impaired  by  behavior  problems,  whose 
attention  span  is  too  short,  and  who  are 
emotionally  unstable,  unpredictable,  and 
unadaptable. 

Dosage: Initially,  1 tablet  (25  mg.)  in  the  morning. 
Maintenance  dose,  1 to  3 tablets;  for  children, 
Yi  to  3 tablets.  Three  to  four  weeks  of  therapy 
may  be  required  for  maximum  benefit. 


No  rthridge,  - 


California 


Janet  Doe,  Librarian 

New  York  'cadociy  of  Medicine 

2 East  103  Street 
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relief  from  cramping  postpartum  pain 


DARVON  COMPOUND,  potent  * safe  • well  tolerated 

The  clinical  usefulness  of  Darvon®  (dextro  propoxyphene  hydrochloride, 
Lilly),  alone  and  in  combination,  has  been  substantiated  by  more  than  a hundred 
investigators  in  the  treatment  of  over  6,300  cases.  Of  439  postpartum  patients, 
400  (91.1  percent)  obtained  effective  analgesia;  39  (8.9  percent)  did  not  respond. 
Six  patients  experienced  some  constipation,  the  only  side-effect  encountered. 

Darvon  Compound  combines,  in  a single  Pulvule®,  the  analgesic  action  of 
Darvon  with  the  antipyretic  and  anti-inflammatory  benefits  of  A.S.A.®  Com- 
pound (acetylsalicylic  acid  and  acetophenetidin  compound,  Lilly). 

Usual  dosage  for  Darvon  Compound  is  1 or  2 Pulvules  three  or  four  times 
daily;  for  Darvon,  dosage  is  32  mg.  every  four  hours  or  65  mg.  every  six  hours. 
Darvon  is  available  in  32  and  65-mg.  Pulvules  at  pharmacies  everywhere. 

Darvon®  Compound  (dextro  propoxyphene  and  acetylsalicylic  acid  compound,  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


N DEBILITATING  DISEASE 


Patients  receiving 

NILE  VAR* 

Eat  more... 

Feel  better... 

Recover  faster 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolone)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 
these  appear: 

Underweight —"Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 

Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 
“Gradual  improvement  in  appetite  and  capacity  for 
formula.  . . . Excellent  progress  and  weight  gain  for  a 
very  immature  infant.” 


Carcinoma  of  the  Uterus  —“Within  four  days  appe- 
tite became  excellent,  took  full  diet More  ambition 

while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 
other  social  affairs.” 

Third  Degree  Burn—' “.  . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery. . . . Perhaps  one  of  the  greatest  changes  was  in 
the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the 
daily  dosage  is  0.5  mg.  per  kilogram  of  body  weight, 
in  single  courses  no  longer  than  three  months. 

Nilevar  is  supplied  in  tablets  of  10  mg.,  ampuls  of 
25  mg.  (1  cc.)  and  Nilevar  Drops  of  0.25  mg.  per  drop. 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 
in  the  Service  of  Medicine. 
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Providence  Memorial  Hospital 

The  Modern  Hospital  of  the  Southwest 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
ISOTOPE  THERAPY  AND  STUDIES  COBALT  60  ROTATIONAL  TELETHERAPY  UNIT 

OUTSTANDING  CHEMISTRY  LABORATORY 

FACILITIES  FOR  PSYCHIATRIC  THERAPY  ELECTROENCEPHALOGRAPHIC  LABORATORY 

2001  North  Oregon  Street  • El  Paso,  Texas 
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SQUIBB  TRIAMCINOLONE 


off  right  — with  all  the  benefits  of 
systemic  corticosteroid  therapy  and 
few  side  effects  to  worry  about. 

Increased  corticoid  activity  is  provided 
on  a low  dosage  schedule1-3  without 
edema,1-4  psychic  stimulation,1-3 
or  adverse  effect  on  blood  pressure.1-3'5 
A low  sodium  diet  is  not  necessary.4'5 
Gastrointestinal  disturbances  are 
negligible2'4'5  with  less  chance  of  peptic 
ulcer.4  This  makes  Kenacort  particularly 
valuable  in  treating  your  "problem 
patients"  — such  as  the  obese  or 
hypertensive  and  the  emotionally  disturbed. 

REFERENCES:  • 1.  Freyberg.  R.  H.;  Bemtsen, 

C.  A.,  Jr.,  and  Heilman,  L:  Arth.  & Rheum. 

1:215  (June)  1958.  • 2.  Sherwood,  H.,  and 
Cooke,  R.  A.:  J.  Allergy  28:97  (March)  1957. 

• 3.  Shelley,  W.  B.;  Harun,  J.S.,  and  Pillsbury, 

0.  M.:  J.A.M.A.  167:959  (June  21)  1958. 

• 4.  Dubois,  E.L.:  California  Med.  89:195 
(Sept.)  1958.  • 5.  Hartung,  E.F.:  J.A.M.A. 

167.973  (June  21)  1958. 


Kenacort,  particularly  in  the  treatment 
of  your  arthritic  patients,  has  proved 
effective  where  other  steroids  have  failed. 
It  provides  prompt,  safe  relief  of  pain, 
stiffness  and  swelling  by  suppressing  the 
rheumatic  process1'5  — and  may  even 
forestall  crippling  deformities  if 
started  soon  enough.  Because  of  its 
low  dosage1-3  and  relative  freedom 
from  untoward  reactions,1-5  Kenacort 
provides  corticosteroid  benefits  to  many 
patients  who  until  now  have  been 
difficult  to  control.  It  is  particularly 
valuable  for  arthritic  patients  with 
hypertension,  cardiac  disease,  obesity 
and  those  prone  to  psychic  disturbances. 

SUPPLIED: 

Scored  tablets  of  1 mg.  — Bottles  of  50 
Scored  tablets  of  2 mg.  - Bottles  of  50 
Scored  tablets  of  4 mg.  - Bottles  of  30  and  100 


for  all  your 
arthritic 
patients 
requiring 
corticoids 
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INTRODUCING 

“...a  distinct  advance  in 
parenteral  chloramphenicol  therapy 


iu 


□ ® 


Succinate 


/ 


you  can  give  it  intravenously 


intramuscularly 

;"«J 


subcutaneously  ^ 

|iiii|iiii|iiii|iiii{hii| 

V C 3 4 9 on  it  ** 


Highly  soluble  in  water  or  other  aqueous  parenteral  fluids,  CHLOROMYCETIN  SUCCINATE  solution 
is  easily  prepared  for  use  by  recommended  parenteral  routes  in  a wide  range  of  concentrations.  Tis- 
sue reaction  at  the  site  of  injection  is  minimal,  permitting  continuous  daily  dosage,  even  in  children. 
EXCELLENT  CLINICAL  RESULTS-CHLOROMYCETIN  SUCCINATE  provides  broad-spectrum  antimicrobial 
effectiveness  and  may  be  used  whenever  CHLOROMYCETIN  is  indicated.  Since  effective  blood  and 
tissue  concentrations  of  the  antibiotic  are  produced  within  a short  time,  clinical  response  is  gener- 
ally rapid.  Signs  of  irritation  at  injection  sites  have  been  few. 

SUPPLY —CHLOROMYCETIN  SUCCINATE  (chloramphenicol  sodium  succinate,  Parke-Davis)  is  sup- 
plied in  Steri-Vials,®  each  containing  the  equivalent  of  1 Cm.  of  chloramphenicol;  packages  of  10. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated 
with  its  administration,  it  should  not  be  used  indiscriminately,  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  he  made  when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 

Itoss,  S.;  Ping,  J.  K..  & Zaremba,  E.  A.,  in  Welch,  II.,  & Marti-Ibanez,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Ency- 
clopedia, Inc.,  1958,  p.  817. 

< 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN  “ 
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Remarkably  effective 


TRIPAC  DC 


* _/  i 

/ 


for  the  COMMON  COLD 


• NASAL  DECONGESTANT 


VITAMIN  C AND  HESPERIDIN 


• TRIPLE  ANTIHISTAMINICS 


• ANALGESIC  COMPOUND 


IN  THERAPEUTIC  AMOUNTS 


Remarkal)ly  effective  in  the  management  of  the 
common  cold,  Tripac  DC  relieves  all  major  symptoms. 
It  also  acts  to  reduce  the  cold's  severity  and  duration 
by  reversing  the  three  pathologic  tissue  changes  which 
appear  responsible  for  the  development  and  spread  of 
infection.  Good  has  stated  that  the  infection  of  the 
common  cold  “is  only  possible  or  likely  to  occur  after 
a local  formation  of  histamine  has  led  to  a pathologi- 
cally increased  permeability  of  the  capillaries  with 
consequent  exudation  of  protein  rich  fluid  (serum).’’1 
Tripac  DC  is  formulated  to  reverse  this  action. 
1.  Excessive  release  of  histamine  is  controlled  by 
Tripac  DC  with  a triple  antihistaminic  dose.  Side 
effects  are  minimal.  2.  The  vascular  engorgement  and 
edema  of  the  mucous  membrane  resulting  from  release 
of  histamine  are  relieved  b phenylpropanolamine, 
an  orally  effective  nasal  decongestant.  Systemic  trans- 
port of  the  decongestant  to  the  affected  area  is  more 
effective  and  reliable  than  topical  application. 


3.  Capillary  permeability  which  allows  exudation  of 
fluid  and  invasion  of  tissues  by  infecting  organisms  is 
counteracted  by  ascorbic  acid  and  hesperidin  in  thera- 
peutic amounts.  Major  symptoms  of  the  cold,  itching, 
sneezing,  nasal  discharge,  and  stuffy  nose  are  relieved 
by  the  above  ingredients,  while  body  aches  are  relieved 
by  the  analgesic  compound  in  Tripac  DC. 
FORMULA:  Hesperidin  100  mg..  Ascorbic  Acid  100 
mg.,  Chlorprophenpyridamine  Maleate  1 mg.,  Thenyl- 
pyramine  Fumarate  6 mg.,  Pyrilamine  Maleate  6 mg., 
Phenylpropanolamine  HC1  12.5  mg.,  Salicylamide  2 
gr.,  Caffeine  % gr. 

ADULT  DOSE:  Two  tablets  three  or  four  times  daily. 
Children  6 to  12  years:  One  tablet  three  or  four  times 
daily. 
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p . Four  weeks  ago,  Mrs.  C.  was  an 
TWk  anxiety  patient,  complaining 

of  weakness,  trembling,  sweating, 
tachycardia,  on  the  slightest 
exertion.  Her  symptoms  followed  family 
reverses;  home  life  became  disorganized, 
she  couldn’t  cope  with  housework. 

Therapy  with  TR1 LAFON,  4 mg.  t.i.d., 
and  a weekly  office  visit  to  discuss 
her  feelings  have  worked  wonders  in 
reactivating  this  patient.  She’s  on 
maintenance  dosage  now,  2 mg.  t.i.d., 
able  to  work  very  well,  and  wide-awake 
and  active  all  day  long. 

mobilizes  patients  immobilized  by  anxiety 


Trilafon  Tablets— 2 mg.  and  4 mg.;  bottles  of  50  and  500. 
Trilafon  Repetabs,®  8 mg.— 4 mg.  for  prompt  effect  in  the 
outer  layer  and  4 mg.  for  prolonged  relief  in  the  timed-action 
inner  core;  bottles  of  30  and  100. 

For  complete  details  on  TRILAFON  consult  Schering  literature. 


when  you  want  to  avoid  drowsiness 


• helps  the  patient  contain  anxiety,  tension 
• restores  normal  working  capacity 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERS 


THE  HOUSE-CALL  ANTIBIOTIC 


Wide  range  of  action  is  reassuring  when  culture  and  sensitivity  tests 
are  impractical. 

Effectiveness  demonstrated  in  more  than  6,000,000  patients  since 
original  product  introduction  (1956). 


COSA-SIGNEMYCIN 


glucosamine-potentiated  tetracycline 
with  triacetyloleandomycin 


capsules 


oral  suspension 


125  mg. 
250  mg. 


raspberry  flavored, 

2 oz.  bottle,  125  mg. 
per  teaspoonful  (5  cc.) 


pediatric  drops 

raspberry  flavored, 

10  cc.  bottle  (with 
calibrated  dropper), 

5 mg.  per  drop  (100  mg. 
per  cc.) 
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From  basic  research— basic  progress 


A NEW  MEASURE  OF  ACTIVITY 


IN  EDEMA: 


■ shows  greater  oral  effectiveness  than  any  other 
class  of  diuretic  agent 

■ each  25  mg.  hydroDIURIL  orally  is  equivalent 
to  1.6  cc.  meralluride  I.M. 

■ has  been  reported  to  be  effective  even  in  patients 
who  do  not  respond  satisfactorily  to  other  diuretics 

■ has  prompt  onset  of  action  with  diuretic  effectiveness 
maintained  even  on  prolonged  daily  administration 

■ low  toxicity— extremely  well  tolerated 

■ often  achieves  the  benefits  of  a low  salt  diet 
without  the  unpleasant  restriction 

Indications:  Hypertension,  congestive  heart  failure  of  all  degrees  of  sever- 
ity, premenstrual  syndrome  (edema),  edema  and  toxemia  of 
pregnancy,  renal  edema— nephrosis,  nephritis;  cirrhosis 
with  ascites,  drug-induced  edema,  and  as  adjunctive  ther- 
apy in  the  management  of  obesity  complicated  by  edema, 
dosage:  In  edema— one  or  two  50  mg.  tablets  of  hydroDIURIL 
once  or  twice  a day. 

In  hypertension— one  or  two  25  mg.  tablets  or  one  50 
mg.  tablet  hydroDIURIL  once  or  twice  a day. 
supplied:  25  mg.  and  50  mg.  scored  tablets  hydroDIURIL  (Hydro- 
chlorothiazide) in  bottles  of  100  and  1,000. 

•HYDRODIURIL  and  DIURILare  trademarks  of  Merck  & Co.,  INC. 

Additional  information  on  hydroDIURIL  is  available  to  the 
physician  on  request. 

bibliography:  1.  Esch,  A.  F.,  Wilson,  I.  M.  and  Freis,  E.  D.:  3,4-Dihydro- 
chlorothiazide:  Clinical  Evaluation  of  a New  Saluretic  Agent. 
Preliminary  Report;  M.  Ann.  District  of  Columbia  28:9,  (Jan.) 

1959.  2.  Ford,  R.  V.:  The  Clinical  Pharmacology  of  Hydro- 
chlorothiazide; Southern  Med.  J. 52:40,  (Jan.)  1959. 3.  Fuchs, 

M.,  Bodi,  T.,  Irie,  S.  and  Moyer,  J.  H. : Preliminary  Evaluation 
of  Hydrochlorothiazide  (‘hydroDIURIL’);  M.  Rec.  & Ann. 

51 :872,  (Dec.)  1958.  4.  Moyer,  J . H. , Fuchs,  M.,  Irie,  S.  and 
Bodi,  T.:  Some  Observations  on  the  Pharmacology  of  Hydro- 
chlorothiazide; Am.  J.  Cardiol.  3:113,  (Jan.)  1959. 
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HYDRODIURIL  (HYDROCHLOROTHIAZIDE) 

■ highly-active  derivative  of  chlorothiazide 

■ qualitatively  similar  to  DIURIL®  but  at  least  10  to  12  times  more  potent  by  weight 

■ loss  of  potassium  is  clinically  insignificant  in  the  great  majority  of 
patients  on  normal  diets 


IN  HYPERTENSION: 


■ effective  by  itself  in  some  patients— markedly 
potentiates  other  antihypertensive  agents 

■ provides  background  therapy  to  improve  and 
simplify  the  management  of  all  grades  of 
hypertension 

■ has  been  reported  by  some  investigators  to  have 
a greater  antihypertensive  effect  in  some 
patients  than  chlorothiazide  at  equivalent  dosage 

■ does  not  lower  blood  pressure  in  normotensives 

■ reduces  dosage  requirements  for  other 
antihypertensive  agents,  often  with  concomitant 
reduction  in  their  distressing  side  effects 

■ smooths  out  blood  pressure  fluctuations 

precautions:  It  is  important  that  the  dosage  be  adjusted  as  frequently 
as  the  needs  of  the  individual  patient  demand.  When 
hydroDIURIL  is  used  with  a ganglion  blocking  agent,  it  is 
mandatory  to  reduce  the  dose  of  the  latter  by  at  least 
50  per  cent,  immediately  upon  adding  hydroDIURIL  to 
the  regimen. 

hydroDIURIL  has  shown  no  adverse  effects  on  renal 
function;  for  this  reason  it  may  be  used  with  excellent 
results  even  in  patients  for  whom  the  organomercurials 
are  contraindicated  because  of  renal  damage. 

The  excretion  of  potassium  is  much  lower  than  that  of 
sodium  or  chloride  and,  as  is  the  case  with  DIURIL®,  the 
loss  of  potassium  is  clinically  insignificant  in  the  great 
majority  of  patients  on  normal  diets.  If  indicated,  potassium 
loss  may  easily  be  replaced  by  including  potassium-rich 
foods  in  the  diet  (orange  juice,  bananas,  etc.). 


MERCK  SHARP 

Division  of  Merck  & Co.,  INC. 

© 1959  Merck  & Co.,  INC. 
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Physicians  in  Indianapolis 

explain  why  they  prescribe  Serpasil  for  hypertension 


Physicians  in  Indianapolis,  as  all  over  the 
world,  realize  that  Serpasil  has  two  special  ad- 
vantages for  many  hypertensive  patients: 

1.  The  Central  Effect:  Serpasil  calms  those 
who  are  anxious  or  tense  as  well  as  hypertensive. 

2.  The  Bradycrotic  Effect:  The  heart-slowing 
effect  of  Serpasil  relieves  the  tachycardia  that 
so  often  accompanies  high  blood  pressure. 

These  facts  about  Serpasil  were  found  in  re- 
ports from  450  physicians  in  the  U.S.  (part  of  a 
world-wide  survey* ) : 74  per  cent  of  hyper- 
anxious  hypertensives  treated  with  Serpasil 

2/2643  MB 


showed  excellent  or  good  over-all  response; 
80  per  cent  of  patients  with  tachycardia  showed 
excellent  or  good  response. 

When  marked  anxiety-tension  or  tachycardia 
are  part  of  the  hypertensive  picture,  Serpasil 
can  help  your  patient  in  more  ways  than  one. 

dosage:  Average  initial  daily  dose,  0.5  mg.  with  a 
range  of  0.1  to  1 mg.  Reduce  in  one  week  to  0.25  mg. 
or  less  daily  for  maintenance. 


supplied:  Tablets,  0.1  mg.,  0.25  mg.,  1 mg.,  2 mg., 
and  4 mg.  Elixirs,  0.2  mg.  and  1 mg.  per  4-ml.  tea- 
spoon. Samples  available  on  request. 

6 Complete  information  from  this  survey  will  be 
sent  on  request.  SERPASIL®  (reserpine  ciba) 
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REACHING  FOR  THOSE 
9B’S  NEARLY  PUT  ME 
ON  THE  SHELF... 


Reaching  for  9B 
shoes  and  other  top 
shelf  sizes  is  no 
joke  ...  it  gave  me 
a terrible  kink 
in  my  back. 


Percodarf-Demi 

& Percodarf  Tablets 

Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC 

FOR  PAIN 


ACTS  FASTER  — usually  within  5-15  minutes. 

LASTS  LONGER  — usually  6 hours  or  more.  MORE 
THOROUGH  RELIEF  — permits  uninterrupted  sleep 
through  the  night.  RARELY  CONSTIPATES  — excellent 
for  chronic  or  bedridden  patients.  VERSATILE  — new 
“demi”  strength  permits  dosage  flexibility  to  meet  each 
patient’s  specific  needs.  Percodan-Demi  provides  the 
Percodan  formula  with  one'-half  the  amount  of  salts  of 
dihydrohydroxycodeinone  and  homatropine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit- 
forming. Federal  law  permits  oral  prescription. 

Each  Percodan"  Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  hydrochloride,  0.38  mg. 
dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homatropine  ’•£ 
terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg. 
phenacetin,  and  32  mg.  caffeine.  „ 


AND  THE  PAIN 

WENT  AWAY  FAST 


*U.S.  Pat.  2,628,185 


Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill  1 8,  New  York 


Before  the  day  was 
over,  I could 
hardly  stoop  to  push 
a shoehorn. 


I called  my 
doctor  that  night 
and  picked  up 
the  tablets  he 
prescribed. 


The  pain  went  away 
fast— in  just  15  minutes 
— and  I was  back  on 
the  job  the  next 
morning!  But  not  one 
9B  customer  came 
in  the  Whole  dayl 


potentiation  • efficacy  • toleration 


in  broad-spectrum  antibiotic  therapy 


COSA-TERRAMYCIN 


oxytetracycline  with  glucosamine 


capsules 
125  mg. 
250  mg. 


oral  suspension 
peach  flavored, 
125  mg.  per  tea- 
spoonfui  (5  cc.), 

2 02.  bottle 


pediatric  drops 
peach  flavored, 
100  mg.  per  cc. 

(5  mg.  per  drop), 
10  cc.  bottle 
(with  calibrated 
dropper) 


Science  for  the  world’ s well-being 

PFIZER  LABORATORIES 
ir  Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


SMALL 

V-s  jA 

ODORLESS 


The  active  ingredient; 
is  analogous  to  a sub 
stance  found  in  prunes. 
19  not  absorbed  from 
the  digestive  tract. 


• Enlargement  reduced 92% 

• Nocturia  relieved 95% 

• Urgent  urination  relieved 81% 

• Frequency  urination  reduced 73% 

• Discomfort  relieved 71% 

• Delayed  micturition  relieved 70% 


The  need  for  conservative  measures,  rather  than  radical 
surgery  for  benign  prostatic  hypertrophy  is  indicated  by 
the  comparatively  low  death  rate  from  this  condition. 


PROSTALL  Capsules  contain  6 gr.  of  a mixture  of 
aminoacetic  acid  (glycine)  glutamic  acid  and  alanine. 
The  recommended  dosage,  2 Prostall  Capsules,  3 times 
daily  for  2 weeks,  thereafter  1 capsule  3 times  daily  for 
a minimum  of  3 months  for  marked  improvement. 

Supplied  in  bottles  of  100  and  250  capsules.  Available 
at  all  pharmacies. 


Write  for  (preprint  of  the  above  mentioned  article 
and  professional  literature.  Use  the  coupon  below. 


I METABOLIC  PRODUCTS  CORP.  SWM-4  | 

I Little  Bldg.,  Boston  16,  Mass.  | 

Gentlemen: 

Kindly  send  me  without  obligation: 

□ Professional  Literature.  j 

□ Reprint  of  the  clinical  report.  j 

Name I 

I 

Address | 

I City Zone State  1 

1 1 
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Clinical  findings  in  900  patients 
show  the 

selective  antihypertensive  action 

of  Singoserp 


IN  735  PATIENTS,  BLOOD  PRESSURE  FELL  AN  AVERAGE  OF  30.7  mm.  Hg: 

• more  than  half  of  these  patients  suffered  from  moderate 
to  severe  hypertension 

• more  than  half  of  the  cases  involved  hypertension  of  at 
least  6 years’  standing,  with  many  histories  of  up  to  20 
years’  duration 

THE  SIDE-EFFECTS  PROBLEM  WAS  MINIMIZED  IN  MOST  PATIENTS: 

Chart  shows  gratifyingly  low  incidence  of  side  effects  in  233 
patients  given  Singoserp  with  no  other  antihypertensive 
medication 


Side  Effect 

Number 

Per  Cent 

Lethargy 

7 

2.9 

Headache 

6 

2.5 

Gastrointestinal  upset 

3 

1.2 

Vertigo 

2 

0.8 

Nasal  congestion 

1 

0.4 

dosage:  Initially,  1 to  2 tablets  (1  to  2 mg.)  daily. 

supplied:  Singoserp  Tablets,  1 mg.  (white,  scored);  bottles  of  100. 

Samples  available  on  request.  Write  to  CIBA,  Box  277,  Summit,  N.J. 


C I B A 

SUMMIT.  N.J. 


a major 
improvement 
in  rauwolfia 

a major 
advance  in 
antihypertensive 
therapy 


^\PR  I L,  1959 


239 


when  Blues  in  the  Night  are  due  to  infant  "Colic” 


Barbicaine® 

oral  antispasmodic-sedative 

offers  prompt  relief 

Barbicaine's  local  anesthetic  action  usually  brings 
prompt  symptomatic  relief  of  gastrointestinal  spasm 
. . . often  in  minutes. 

keeps  baby  comfortable  longer 

Barbicaine's  mild  sedative  action  prolongs  the  sys- 
temic relaxation  over  longer  periods  of  time. 

And  Barbicaine's  calibrated  plastic  drop-tip  bottle 
makes  it  easy  to  measure  accurately  when  mother 
adds  it  to  the  formula. 


For  Infants  under  20  lbs. 

20  to  30  lbs. 
30  to  40  lbs. 
For  Older  Children 

5 drops  q.i.d. 
10  drops  q.i.d. 
15  drops  q.i.d. 
20  drops  q.i.d. 

Each  cc.  of  Barbicaine  contains: 

^ 

Procaine  Hydrochloride,  U.  S.  P.  . 50  mg. 

3 Pentobarbital  . . . 

Phenobarbital,  U.  S.  P. 

JJ®  Available  in  15  cc.  plastic  dropper-tip  vial. 

CUTTER  LABORATORIES  • Berkeley,  California 
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Hypotensive  Drugs 

(Continued) 


By  Lester  C.  Feener, 

Hydralazine  (Apresoline) 

Hydralazine  is  still  definitely  a hypotensive 
drug.  Since  the  advent  of  Chlorothiazide,  its  use 
has  been  curtailed.  The  curtailment  is  due  main- 
ly to  the  fact  that  the  drug  is  toxic.  One  may 
produce  by  prolonged  use  of  large  doses  a lupus- 
like syndrome.  This  usually  abates  with  discon- 
tinuation of  the  drug;  and  the  drug  has  been 
known  to  cause  a syndrome  which  resembles  true 
angina  pectoris.  The  feeling  is  that  if  the  drug 
is  used  in  small  doses,  especially  in  conjunction 
with  chlorothiazide,  rauwolfia,  or  both,  that  this 
is  still  an  effective  drug. 

Ganglionic  Blocking  Agents 

These  drugs  are  being  used  far  less  than  they 
were  previously.  Since  the  introduction  of  chlo- 
rothiazide, these  drugs  are  being  used  practically 
and  only  in  very  severe  and  resistant  cases.  They 
are  rather  difficult  to  use,  usually  requiring  the 
use  of  home  blood  pressure  determinations,  either 
by  the  patient  or  a member  of  the  family.  They 
do  dramatically  reduce  blood  pressure  at  times; 
especially  are  they  able  to  produce  postural  hypo- 
tension. They  must  be  individualized,  and  regu- 
lated very  carefully. 

These  drugs  are  used  in  conjunction  with  other 
hypotensive  drugs;  they  may  well  potentiate  the 
action  of  the  other  drugs,  and  they  should  be 
watched  very  carefully.  It  should  be  noted  that 
ganglionic  blocking  agents,  when  discontinued,  can 
cause  an  overshoot  of  the  arterial  pressure.  This 

*Dr.  Feener  this  month  is  substituting  for  Dr.  Jack  A. 
Bernard,  regular  conductor  of  this  section. 
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may  indeed  become  very  dangerous.  They  should 
never  be  stopped  suddenly.  They  should  be  dis- 
continued very  slowly. 

Because  of  the  possibility  of  dramatic  falls  in 
the  pressure,  in  patients  with  coronary  insuffi- 
ciency they  well  may  be  potentially  dangerous. 
The  use  of  these  drugs  is  becoming  less  each  day, 
and  they  may  well  be  supplanted  by  other  drugs 
much  more  easy  to  handle. 

Chlorothiazide  (Diuril) 

This  drug  is  a diuretic,  a saluretic;  and,  I be- 
lieve, it  has  a definite  hypotensive  effect.  When 
the  drug  was  first  used,  it  was  thought  by  many 
that  its  hypotensive  effect  was  due  primarly  to  the 
fact  that  it  reduced  both  sodium  and  potassium. 
However,  much  of  the  later  works  have  tended 
to  prove  this  is  not  true,  and  the  drug  is  probably 
hypotensive  on  its  own.  Indeed  one  may  say  that 
it  is  perhaps  the  only  specific  used  in  the  treat- 
ment of  arterial  hypertension. 

Very  recently  a new  drug  similar  to  chlorothia- 
zide, Hydrochlorothiazide,  has  been  introduced  for 
clinical  use.  This  promises  to  be  a step  forward, 
and  may  possibly  be  more  effective  than  chloro- 
thiazide. It  must  be  remembered  that  these  drugs 
will  reduce  potassium  (hypokalemia),  and  reduce 
sodium  (hyponatremia).  Prominent  investigators 
believe  the  potassium  reduction  occurs  in  about 
forty  per  cent  of  all  patients  taking  the  drug,  and 
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sodium  reduction  in  approximately  ten  per  cent. 
One  should  watch  the  diet  very  carefully. 

Alkalosis 

It  is  perfectly  possible  to  produce  an  alkalosis 
if  this  drug  is  used  with  a low  sodium  intake,  and 
this  possibility  should  be  recognized  and  watched 
for  especially  when  the  treatment  is  begun.  Chlo- 
rothiazide is  really  the  basal  hypotensive  drug.  It 
potentiates  any  other  hypotensive  drug  or  com- 
binations of  drugs.  It  drops  the  blood  pressure 
markedly  in  cases  that  have  had  surgical  sym- 
pathectomies for  arterial  hypertension.  These 
points  should  be  remembered  because  it  is  per- 
fectly possible  to  get  into  trouble  by  an  overdos- 
age. If  the  drug  is  added  to  ganglionic  blocking 
agents,  the  dosage  of  the  ganglionic  blocking 
agent  should  be  reduced  markedly,  at  least  by 
fifty  per  cent. 

No  Sudden  Stops 

Chlorothiazide  should  not  be  stopped  suddenly 
because  the  blood  pressure  can  overshoot  in  the 


same  manner  it  overshoots  with  sudden  withdraw- 
al of  ganglionic  blocking  agents.  Arrhythmias 
have  been  reported  with  the  drug.  This  may  be 
due  to  the  loss  of  potassium  in  the  serum.  It 
might  be  well  in  patients  who  have  definite  cor- 
onary disease  to  give  additional  potassium.  This 
is  a decision  which  should  be  individualized,  but 
it  should  be  kept  in  mind.  Because  it  is  an  excel- 
lent diuretic,  it  is  particularly  useful  in  hyper- 
tensives who  have  cardiac  involvement,  and  es- 
pecially those  with  congestive  failure. 

Highly  Resistant 

We  have  known  for  considerable  period  of 
time  that  patients  having  excess  amounts  of  so- 
dium, and  extra-cellular  fluid  may  become  highly 
resistant  to  anti-hypertensive  therapy.  When 
treated  with  chlorothiazide,  the  fluid  is  reduced 
as  well  as  the  sodium,  and  the  patient  once  more 
becomes  responsive  to  the  anti-hypertensive  re- 
gime. The  ordinary  dose  of  chlorothiazide  given 
as  diuril  is  500  mg.  The  average  dose  of  Hydro- 
chlorothiazide is  75  mg. 


POSTGRADUATE  SPEAKERS — Among  speakers  at  the  one-day  meeting  of  the  El  Paso  Division 
of  the  University  of  Texas  Postgraduate  School  of  Medicine  in  Fort  Stockton,  Texas,  February  12 
were,  left  to  right.  Dr.  Gray  E.  Carpenter,  Dr.  Gilbert  Landis,  and  Dr.  James  R.  Morgan,  all  of  El 
Paso.  Also  participating  on  the  program  were  Dr.  Maynard  S.  Hart,  Dr.  S.  Leight  Avner,  and  Dr. 
Harry  W.  Demarest,  all  of  El  Paso. 
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ORTHOPAEDIC  SURGERY  NOTES 


Orthopaedic  Meeting  in  Chicago 

By  W.  Compere  Basom,  M.D.,  El  Paso,  Orthopaedic  Editor 


The  editor  has  just  returned  from  Chicago 
where  he  attended  the  annual  meeting  of  the 
American  Academy  of  Orthopaedic  Surgeons  and 
also  a meeting  of  the  Board  of  Governors  of  the 
American  Fracture  Association. 

There  is  still  a marked  controversy  over  the 
problem  of  the  surgical  treatment  of  the  herniated 
intervertebral  disc.  Most  that  I talked  to  unof- 
ficially were  doing  their  own  discs.  Their  argu- 
ment is  that  they  get  many  of  the  patients  again 
anyway  and  have  to  do  the  follow-up  care  on 
them,  and  they  feel  that  the  results  are  a little 
better  if  they  handle  the  case  all  the  way  through 
from  the  start  to  the  finish.  The  spine  fusion  is 
a popular  method  of  preventing  further  disc  nar- 
rowing and  further  foraminal  encroachment  on 
the  nerve  and  subsequent  pain. 

Variation  of  Fibrosis 

There  seems  to  be  a variation  of  fibrosis  with 
injuries.  Some  people  tend  to  produce  a lot  of 
fibrous  tissue  and  a lot  of  stiffness.  Others  tend 
to  have  very  little.  I have  noticed  this  in  my 
practice  and  others  have  noticed  it  in  theirs. 

I enjoyed  a discussion  session  with  Dr.  Robert 
Rose  of  New  Orleans.  He  agrees  that  a separate 
nail  plate  offers  some  distinct  advantages.  The 
nail  can  be  placed  wherever  the  bone  will  hold 
it  the  best;  the  plate  can  be  applied  to  fit  the 
patient.  He  appreciates  the  significance  of  proper 
attachment  of  the  nail  to  the  plate  without  strain 
and  then  final  fitting  of  the  apparatus  to  the 
patient.  He  too,  has  had  no  particular  trouble 
writh  the  nail  plate  attachment  and  uses  the  ap- 
paratus almost  routinely  as  we  do. 

Excellent  Box 

I was  very  pleased  to  see  that  the  Wright  Manu- 
facturing Company  of  Memphis,  Tenn.,  were  ex- 
hibiting the  very  excellently  constructed  surgical 


box  which  they  manufactured  after  our  design. 
This  box  will  hold  two  dozen  of  each  length  of 
bone  screws.  It  will  also  hold  a complete  set  of 
slotted  plates,  a full  set  of  Smith-Petersen  nails 
together  with  guide  pins,  the  trocar  point  nine- 
inch  plain  shank  nail,  a hand  chuck  and  the 
Smith-Petersen  nail  driver  and  impactor.  This 
is  a very  useful  surgical  box  to  have,  and  it  is 
made  up  very  well. 

It  looked  very  good  among  technical  exhibits 
at  the  meeting.  This  operating  room  container 
makes  it  possible  to  insure  the  fact  that  all  in- 
ternal fixation  apparatus  plus  some  of  the  special 
instruments  will  be  on  hand  when  the  surgeon 
needs  them.  The  plates  can  be  kept  pinned  to- 
gether as  well  as  the  trochanteric  plates. 

The  Smith-Petersen  nails  can  be  kept  in  one 
place.  It  is  easy  for  the  operating  room  person- 
nel to  check  the  apparatus  in  the  box  and  make 
sure  that  it  will  all  be  there  when  the  surgeon 
needs  it.  This  is  a very  important  item  for  any- 
one who  operates  fractures. 

Invited  to  A.M.A.  Meeting 

Dr.  Charles  V.  Heck,  one  of  the  Chicago  ortho- 
paedists who  has  a part  in  the  arrangement  of 
the  fracture  demonstration  booths  at  the  Ameri- 
can Medical  Association  meetings,  invited  me  to 
attend  the  next  A.M.A.  meeting  and  be  a demon- 
strator. Actual  casts  are  put  on  patients  to  simu- 
late the  proper  management  of  certain  fractures 
such  as  Colles’  of  the  wrist,  supracondylars  of  the 
elbow  and  fractures  about  the  ankle  and  spine. 
One  can  learn  a lot  of  important  tricks  by  watch- 
ing actual  demonstration  of  the  management  of 
fractures  by  cast. 

In  the  treatment  of  giant  cell  tumors  by  Drs. 
Johnson  and  Dahlin,  it  seems  that  the  cases 
should  be  followed  over  a long  period  of  time. 
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Malignancy  may  occur  later.  The  more  radical 
types  of  treatment  are  best,  radical  excision,  re- 
section of  bone  and  even  amputation. 

Horses  Injected 

Experiments  in  immunity  of  cancer  by  Dr.  Mur- 
ray was  interesting  because  with  very  high  magni- 
fication, the  virus  of  vaccinia  has  been  revealed. 
Horses  injected  with  cancer  of  the  breast  pre- 
parations over  a long  period  of  time  seemed  to 
produce  something,  because  their  serum  utilized 
in  patients  with  hopeless  appearing  cancer  of  the 
breast  seemed  to  help  the  patients  markedly.  It 
would  be  wonderful  if  some  type  of  causative 
agent  could  be  found  for  various  types  of  malig- 
nant neoplasms  of  treatment  could  be  more  or 
less  on  a medical  basis  with  a good  chance  of 
getting  a cure. 

The  positive  factors  of  the  ordinary  type  of 
clubfoot  are  still  obscure;  it  is  still  a difficult  situa- 
tion. It  seems  to  me  that,  regardless  of  what  the 
underlying  factor  is,  the  inverters  are  more  power- 
ful than  the  everters  and  it  could  be  that  the 
muscles  merely  fail  to  develop  equally  in  strength 
and  it  is  merely  an  over-balanced  syndrome.  Also 
I have  the  opinion  that  some  of  the  clubfeet 
cases  have  quite  a bit  of  fibrosis  and  therefore  tend 
to  have  contractures  resistant  to  full  correction. 

Early  Treatment  Best 

In  the  treatment  of  congenital  dislocation  of 
the  hip  by  Dr.  Ponsetti  it  was  again  emphasized 
that  the  best  results  and  most  normal  hips  are 
those  cases  that  are  discovered  early  and  treated 
early.  It  is  therefore  most  important,  I would 
think,  for  us  to  lecture  to  our  student  nurses  and 
to  our  interns  and  also  to  the  personnel  in  the 
nursery  and  see  to  it  that  they  have  the  congenital 
dislocation  of  the  hip  in  mind  so  that  with  any 
suspicious  case  at  all  we  could  start  early  diagnos- 
tic and  treatment  procedures. 

One  of  the  most  helpful  subjects  was  that  of 
cysts  in  the  iliac  bones  just  above  the  acetabulum 
presented  by  Dr.  George  Eggers. 

I have  noticed  cysts  in  the  acetabular  area  and 
have  felt  rather  guilty  when  I unroofed  and 
cleaned  them  out.  I was  very  glad  that  Dr.  Eggers 
brought  the  subject  up  and  feels  that  these  should 
be  cleaned  out,  the  walls  should  be  carefully  re- 
moved by  a sharp  osteotome  and  the  cysts  should 
be  packed  with  cancellus  bone  to  obliterate  them. 
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It  seems  likely  to  presume  that  if  these  cysts  are 
not  treated  they  will  lead  to  degeneration  and 
breakdown  of  the  acetabular  roof  and  the  joint 
surface  thereabouts  and  lead  to  loss  of  the  hip 
joint.  After  all,  it  has  always  been  assumed  that 
these  were  associated  with  degenerative  type  arth- 
ritis of  the  hip;  and,  if  filling  them  in  will  help 
prevent  the  degenerative  changes,  the  operation 
certainly  should  be  worthwhile. 

Discography 

Discography  by  Drs.  Harris  and  Smith  brought 
out  some  interesting  points.  It  was  felt  that  the 
placement  of  the  needle  into  the  nucleus  pulposus, 
even  in  a normal  one,  would  cause  no  damage. 
It  would  not  allow  leakage  later.  It  was  felt  that 
the  opaque  media  likewise  would  cause  no  trouble. 
The  discography  did  tend  to  show  up  lateral  hern- 
iations of  the  disc,  far  beyond  the  area  covered 
by  a myelogram.  This  was  one  of  the  most  im- 
portant features. 

If  the  intervertebral  disc  should  degenerate  and 
narrow,  then  there  would  be  trouble  just  from 
that,  so  that  if  a good  bony  fusion  can  be  ob- 
tained prior  to  this,  this  probably  would  be  help- 
ful and  desirable.  Several  good  intervertebral 
body  fusions  were  demonstrated  by  X-ray. 

It  is  hoped  that  someday  we  will  have  a relatively 
less  major  procedure  which  will  give  a higher 
percentage  of  fusions  in  our  spine  procedures  than 
we  have  at  this  time.  It  would  be  very  fine  if  we 
could  localize  spondylitis  to  one  intervertebral  joint 
and  produce  the  “bamboo  fusion”  of  just  one  joint 
with  a simple  injection  or  something  of  that  type. 

Multiple  Back  Operations 

Multiple  back  operations  by  Dr.  Ghormley  was 
a very  interesting  instructional  course.  On  re- 
peated operations  if  a herniated  disc  is  found, 
patient  is  more  likely  to  get  well.  The  nerve  fibers 
to  the  disc,  fascia  and  periosteum  and  blood 
vessels  around  the  intervertebral  disc  probably 
have  a lot  to  do  with  the  persistence  of  pain. 

There  may  be  root  damage  with  adhesions,  scars 
adherent  to  discs;  and  there  can  be  recurrent  disc 
material,  of  course. 

Severe  cellular  meningitis  and  arachnoiditis  may 
occur  after  surgery  and  myelograms  particularly 
with  contrast  media.  Air  myelograms  are  not  as 
demonstrative.  Infection  of  the  intervertebral  disc 
is  painful  until  fusion  occurs  spontaneously.  The 
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more  intervertebral  spaces  bridged  by  fusion,  the 
more  likely  failure  is  to  occur.  Pain  may  persist 
in  the  presence  of  solid  fusions,  and  the  cause 
may  be  adhesions  to  nerve  roots. 

Freeing  up  the  nerve  root,  application  of  fat 
about  the  root,  section  of  sensory  roots  have  been 
tried.  Probably  the  best  is  physical  therapy  and 
active  exercises  to  stretch  and  free  up  the  ad- 
hesions. 

Addiction  to  Opiates 

With  a series  of  operations  the  addiction  to 
opiates  may  be  a problem.  There  may  be  a factor 
of  psvchoneurosis.  Cordotomy  has  given  little  bene- 
fit. Caudal  blocks,  injections  of  odd  material, 
manipulations  have  been  tried. 

Dr.  McKeever  suggested  that  the  excessively 
sensitive  patient  should  be  recognized.  Those  who 
have  excessive  reaction  to  pain  tests  are  likely  to 
have  persistent  pain.  Autohypnosis  may  help  at 
times.  Conservative  management  in  all  possible 
cases  was  advocated. 

About  the  only  sure  way  to  determine  whether 
or  not  a spine  fusion  is  solid  is  by  exploratory 
operation.  There  may  be  gouty  facet  joints  and 
there  may  be  fat  pad  herniations  of  the  back 
which  can  simulate  pain  from  disc  syndromes. 

Excellent  Movie 

An  excellently  produced  movie  showed  the  cor- 
rection of  splayfoot,  primus  varus  and  hallux  val- 
gus deformity.  The  osteotomy  of  the  first  cunei- 
form bone  utilizing  a wedge  of  bone  from  the 
exostosectomy  looked  very  good.  The  transference 
of  the  adductor  should  help  the  situation.  Dr.  Jop- 
lin had  quite  a few  foot  operations  all  well  and 
beautifully  illustrated. 

Resection  of  the  major  portion  of  the  calcaneus 
body  by  Dr.  Wiltse  showed  good  functional  re- 
sults, looked  like  a good  idea  in  carefully  selected 
cases. 


The  Risser  cast  application  for  scoliosis  can  be 
performed  on  the  Albee-Compere  American  frac- 
ture table.  This  was  demonstrated  in  a special  well 
prepared  exhibit.  An  automobile  jack  specially 
chained  to  the  table  provides  the  necessary  lateral 
compression  force. 

Revised  Nomenclature 

During  the  board  meeting  of  the  American 
Fracture  Association  I presented  the  revised 
nomenclature  of  the  1955  International  Congress 
of  Anatomists  and  drew  their  attention  to  the  fact 
that  Williams  and  Wilkins  Company  published  and 
distributed,  without  remuneration  a copy  of  all 
the  latest  anatomical  terms.  These  are  based  on 
the  old  B.N.A.  classification  but  they  are  brought 
up  to  date.  They  are  superior  to  those  that  have 
been  used  in  the  past  and  the  most  important  thing 
is  they  are  universal. 

Dr.  Juan  Farill,  the  regional  vice-president  of 
the  American  Fracture  Association  from  Mexico 
gave  enthusiastic  support  to  my  proposal  that  the 
American  Fracture  Association  try  to  persuade 
Williams  and  Wilkins  to  print  more  booklets  so 
that  they  can  be  distributed  to  all  our  members. 
Incidentally,  the  American  Fracture  Association 
means  just  that  and  it  includes  the  Western  Hemi- 
spheres, that  is,  North,  South  and  Central  Ameri- 
ca and  it  means  that  all  surgeons  interested  in 
fractures  in  those  regions  are  welcome  to  mem- 
bership. 

Therefore,  any  basic  terminology  which  will 
help  all  of  us  to  understand  each  other  would 
help  better  Latin-American  relations  particularly. 
Dr.  Juan  Farill  stated  that  if  all  of  us  would  use 
this  latest  anatomical  terminology  then  we  could 
understand  each  other  better.  We  would  not  have 
to  use  so  many  other  terms  to  make  our  points 
clear,  and  we  would  all  have  a better  chance  to 
know  what  we  are  talking  about.  I gave  him  my 
only  copy  of  Nomina  Anatomica  and  I was  very- 
pleased  with  his  enthusiastic  support. 
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APHORISMS  and  MEMORABILIA 


Truths  and  Concepts  in  Otolaryngology 

(Continued) 

By  Arthur  J.  Fischer,  M.D.*,  Las  Cruces,  N.  M. 


1 3.  “Too  often,  despite  the  type  and  intensity 
of  treatment,  oral  malignancies  recur  in  the  same 
location  or  in  adjacent  areas,  or  metastasize  after 
the  primary  lesion  is  controlled.”  Gregg,  J.  B., 
Breit,  D.H.  and  Myrabo,  A.  K..  Arch  of  Oto- 
laryng,  65:580,  (June)  1957. 

14.  “The  routine  use  of  steroids  in  ordinary 
infection  is  certainly  to  be  avoided  ...  no  matter 
what  the  mechanism  may  be,  the  fact  remains 
that  the  inflammatory  potential  is  markedly  de- 
pressed and  consequently  the  spread  of  the  in- 
fection is  imminent.”  Flynn,  T.  F.,  Arch,  of  Oto- 
laryng.,  65:209,  (March)  1957. 

1 5.  “If  one  were  to  stop  a hundred  doctors 


*Dr.  Fischer,  now  a practicing  specialist  in  ear,  nose  and 
throat,  was  formerly  Assistant  Professor  of  Oto-laryngology  at 
the  University  of  Pittsburgh  Medical  School. 


— and  ask  them  how  Medicine  got  the  way  she  is 
today,  most  of  them  would  quickly  reply,  ‘Sulfon- 
amides, vaccines  and  anti-biotics.’ — I doubt  that 
more  than  a dozen  would  add  these  six  other 
cardinal  causes:  War,  Taxes,  the  law  of  supply 
and  demand,  Paternalistic  trends  in  government, 
the  high  cost  of  pharmaceutical  processes,  the  daily 
press.”  Proetz,  A.  W.,  Res  Medica  1956,  The 
Wherry  Lecture,  Annals  of  Oto.  Rhino  and 
Laryng.,  66:145,  (March)  1957. 

1 6.  “I  have  just  read  somewhere  that  the 
latest  wonder  drug  is  so  powerful  that  you  can’t 
take  it  unless  you  are  in  perfect  health.”  Loc.  cit. 

1 7.  “Pemphigus  ...  is  of  great  importance  to 
the  laryngologist  because  the  larynx  may  be  the 
first  site  of  the  disease.”  Obregon,  G.,  Ann.  of  Oto., 
Rhino,  and  Laryng.,  66:649,  (Sept.)  1957. 


Modem  Science  and  Civilization 

“As  an  instrument,  science  can  achieve  either  good  or  ill.  That  will  depend  upon 
the  minds  and  spirits  of  those  who  use  the  instrument.  Our  natural  and  acquired 
capacity  for  extravagance,  skillfully  played  upon  by  the  sensationalists  of  the  fleet- 
ing day,  can  too  easily  lead  us  to  believe  that  the  need  for  more  scientists  is  such 
that  all  other  higher  studies  should  be  subordinate;  that  the  study  of  physical  nature 
is  the  only  thing  that  greatly  matters;  that  if  knowledge  comes,  wisdom  will  not 
linger.  Believing  as  I do  that  science  and  wisdom  have  no  necessary  connection, 
and  that  scientific  study  and  achievement  are  not  ends  but  means,  I am  driven  to 
the  conclusion  that  what  the  scientists  do  or  will  do  will  put  into  our  hands  dis- 
coveries which  can  be  the  means  of  destruction  or  of  a new  and  complicated 
form  of  technological  slavery,  but  which,  wisely  used,  can  be  the  means  of  human 
salvation.  The  answer  will  depend  upon  our  character,  our  broad  intelligence,  and 
our  wise  and  understanding  judgment.” 

— R.  G.  MENZIES, 

in  The  Medical  Journal  of  Australia 
p.  516,  Apr.  19,  1958 
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MEETINGS 


Space  Medicine  Discussions  to  Feature  New  Mexico 
Medical  Society  Sessions 


Medicine  in  space  travel  will  for  the  first  time 
be  the  principal  subject  of  an  annual  meeting  of 
a state  medical  association  when  the  New  Mexico 
Medical  Society  holds  its  regular  sessions  May  4 
through  May  7 in  Milton  Hall  of  New  Mexico 
State  University  of  Las  Cruces. 

The  entire  program  of  May  5 will  be  devoted 
to  a tour  of  and  demonstrations  by  the  United 
States  Air  Defense  Center  at  Holloman  Air  Force 
Base,  experimental  and  research  center  for  the  Air 
Force. 

Among  aspects  of  space  travel  which  will  be 
discussed  in  the  scientific  program  of  May  6 and 
7 will  be  “Atmospheres  for  Space  Travel”,  Major 
Stanley  White,  MC;  “Gravitational  Aspects  of 
Space  Travel”,  Colonel  John  P.  Stapp,  MC; 
“Radiation  Problems  in  Space  Travel”,  Colonel 
John  C.  Pickering,  MC;  “Pilot  Selection  for  Space 
Travel”,  Randolph  W.  Lovelace,  M.D.;  “Physi- 
ological Aspects  of  Space  Travel”,  Captain  George 
Ruff,  MC;  and  “The  Future  of  Space  Travel”, 
Hebertus  Strughold,  Ph.D. 

The  complete  program  follows: 

GENERAL  INFORMATION 

The  Annual  Meeting  of  the  Council  will  be  held 
at  3:00  p.m.,  May  2,  in  the  conference  room  of 
the  Memorial  General  Hospital.  The  House  of 
Delegates  will  convene  May  4 at  9:00  a.m.,  in 
Milton  Hall.  The  first  session  will  recess  for 
reference  committee  hearings  at  10:30  a.m.  and 
the  second  session  will  be  held  at  3:00  p.m.  J.  C. 
Sedgwick,  M.D.,  of  Las  Cruces,  President  of  the 
New  Mexico  Medical  Society,  will  preside  at  both 
sessions  of  the  House. 

MONDAY,  MAY  4 

8:30  A.M.  Registration 

NOTE:  All  who  pre-registered  for 
the  tour  must  pick  up  badges. 

9:00  A.M.  House  of  Delegates  Meeting 
10:30  A.M.  Reference  Committee  Hearings 


3:00  P.M.  House  of  Delegates  Meeting 
7:00  P.M.  Past-Presidents’  Banquet 


TUESDAY,  MAY  5 

8:30  A.M.  Tour  and  demonstration  at  Hollo- 
man Air  Force  Development  Center. 
Buses  will  leave  from  Milton  Hall 
at  New  Mexico  State  University  at 
8:30  A.M.  All  who  board  the  buses 
must  be  wearing  a convention  badge. 
No  cameras  will  be  permitted.  Box 
lunches  will  be  served  on  the  tour. 
Return  to  Milton  Hall  Tuesday 
afternoon. 

7:00  P.M.  Buffet  Dinner  and  Unstylish  Style 
Show  (For  adults  only) 


WEDNESDAY,  MAY  6 

8:45  A.M.  Opening  of  the  77th  Annual  Meet- 
ing of  the  New  Mexico  Medical 
Society 

9:00  A.M.  Presidential  Address 

Scientific  Program — First  Session 

9:15  A.M.  Atmospheres  for  Space  Travel 

Major  Stanley  White,  MC,  Mode- 
rator 

10:45  A.M.  Gravitational  Aspects  of  Space 
Travel 

Colonel  John  P.  Stapp,  MC, 
Moderator 

12:15  P.M.  Luncheon — New  Mexico  State  Uni- 
versity. F.  J.  L.  Blasingame,  M.D., 
Executive  Vice  President,  American 
Medical  Association,  speaker. 

Scientific  Program — Second  Session 

2:15  P.M.  Radiation  Problems  in  Space  Travel 
Colonel  John  Pickering,  MC, 
Moderator 

4:00  P.M.  Pilot  Selection  for  Space  Travel 

W.  Randolph  Lovelace,  M.D., 
Moderator 

6:30  P.M.  Dinner-Dance,  Las  Cruces  Country 
Club 
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THURSDAY,  MAY  7 

Scientific  Program — Third  Session 

9:00  A.M.  Psychophysiological  Aspects  of  Space 
T ravel 

Captain  George  Ruff,  MC.  Mode- 
rator 

10:45  A.M.  The  Future  of  Space  Travel 

Hebertus  Strughold,  Ph.D.,  Mode- 
rator 

12:15  P.M.  Conclusion  of  Official  Program 

Woman’s  Auxiliary,  New  Mexico  Medical  Society 
Program 

Presiding:  Mrs.  Earl  Flanagan.  President 
Tuesday,  May  5 

8:30  A.M.  Tour  of  Holloman  Air  Force  De- 
velopment Center 

6:30  P.M.  Buffet  and  Unstylish  Style  Show 
Wednesday,  May  6 

9:00  A.M.  House  of  Delegates  Meeting 


12:30  P.M.  General  Luncheon  meeting  with  a 
representative  from  the  Auxiliary  to 
the  AMA  as  guest  speaker. 

6:30  P.M.  Dinner  Dance 

Thursday,  May  7 

10:00  A.M.  Breakfast  for  all  incoming  and  out- 
going officers  and  committee  chair- 
men 

Mrs.  Martin  Goodwin,  Hostess. 

SPECIALTY  LUNCHEONS  AND  MEETINGS 
Thursday,  May  7 

12:45  P.M.  New  Mexico  Chapter  of  the  West- 
ern Orthopaedic  Association,  lunch- 
eon, business,  and  clinical  program. 
Town  & Country  Annex. 
Experimental  Immobilization  and 
Remobilization  of  Joints.  G.  W.  N. 
Eggers,  M.D.,  Professor  of  Ortho- 
paedics, LTniversity  of  Texas. 
Panel — Cerebral  Palsy  With  Special 
Reference  to  Surgical  Procedures. 
Moderator — G.  W.  N.  Eggers,  M.D. 


Coming  Meetings 


Texas  Orthopaedic  Association,  Annual  Meeting, 
San  Antonio,  Apr.  20,  1959. 

The  Arizona  Medical  Association,  68th  Annual 
Meeting,  San  Marcos  Hotel,  Chandler,  Ariz., 
April  29-May  2.  Friday,  May  1,  has  been  desig- 
nated as  Medical  Education  Day. 

New  Mexico  Medical  Society,  annual  meeting, 
Las  Cruces,  N.  Mex.,  May  5-7,  1959. 

Annual  Assembly,  Nevada  Academy  of  Gen- 
eral Practice,  Riverside  Hotel,  Reno,  Nev.,  May 
21-23,  1959.  Program  to  be  presented  by  the  facul- 
ty of  the  University  of  Southern  California  School 
of  Medicine. 

The  American  College  of  Physicians,  Postgradu- 
ate Course,  Special  Topics  in  Internal  Medicine, 
University  of  Colorado  School  of  Medicine,  Den- 
ver, June  15-19,  1959. 


University  of  Colorado  Medical  Center,  Fifth 
Annual  Postgraduate  Course,  Dermatology  for 
General  Practitioners,  Denver,  July  16-18,  1959. 

Rocky  Mountain  Cancer  Conference,  Brown 
Palace  Hotel,  Denver,  July  22-23,  1959. 

Nevada  State  Medical  Association,  Annual 
Meeting,  Mapes  Hotel,  Reno,  Aug.  19-22,  1959. 

American  Fracture  Association,  Annual  Meet- 
ing, New'  Orleans,  Nov.  1-3,  1959. 

Southwest  Obstetrical  and  Gynecological  So- 
ciety, Annual  Meeting,  El  Mirador  Hotel,  Palm 
Springs,  Calif.,  Nov.  2 and  3,  1959. 

Southwestern  Medical  Association,  Annual 
Meeting,  Roswell,  N.  M.,  Nov.  5-7,  1959. 
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Texas  Orthopaedic  Association 
To  Meet  April  20  in  San  Antonio 


Talks  by  two  of  the  nation’s  leading  ortho- 
paedists from  areas  other  than  Texas  and  the 
Southwest  will  feature  the  annual  meeting  of  the 
Texas  Orthopaedic  Association  which  will  be  held 
April  20  in  San  Antonio  in  conjunction  with  the 
annual  sessions  of  the  Texas  Medical  Association. 

Dr.  Lenox  D.  Baker,  professor  of  orthopaedic 
surgery,  Duke  University,  Durham,  N.C.,  will 
speak  on  “Marie-Strumpell  Arthritis  and  Low 
Back  Pain.” 

Dr.  Edward  L.  Compere,  professor  and  chair- 
man of  the  department  of  orthopaedic  surgery, 
Northwestern  University  Medical  School,  Chicago, 
will  discuss  “Diagnosis  and  Treatment  of  Whip- 
lash Injuries  of  the  Neck.” 


Dr.  Baker 
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Other  speakers,  all  from  Texas,  will  be  Dr.  E. 
Burke  Evans,  Galveston;  Dr.  Herbert  Hipps, 
Waco;  Dr.  Paul  Harrington,  Houston;  Dr.  Louis 
J.  Levy,  Fort  Worth;  L.  Col.  J.  J.  Brennan,  Wil- 
liam Beaumont  Army  Hospital,  El  Paso;  Dr.  J. 
H.  Cherry,  Galveston;  Dr.  C.  F.  Gregory,  Dallas; 
Col.  E.  W.  Brannon,  Lackland  Air  Force  Base 
Hospital,  San  Antonio;  Dr.  H.  H.  Brindley  and 
Dr.  Warren  A.  Ross,  both  of  Temple. 

The  orthopaedic  meeting  program  was  arranged 
by  Dr.  John  J.  Hinchey,  former  president  of  the 
Texas  Orthopaedic  Association. 

Officers  of  the  association  are  Dr.  Louis  J. 
Levy,  Fort  Worth,  president;  Dr.  R.  A.  Murray, 
Temple,  vice-president;  and  Dr.  Margaret  Wat- 
kins, Dallas,  secretary-treasurer. 


Dr.  Compere 
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Dr.  Lockhart  of  Alpine 
New  President 
of  Texas  District  One 
Medical  Unit 


Dr.  W.  E.  Lockhart,  Mayor  of  Alpine,  Texas, 
was  elected  new  President  of  District  One  of  the 
Texas  Medical  Association  at  the  association’s  an- 
nual meeting  Feb.  12  in  Fort  Stockton.  Dr.  H.  D. 
Garrett  of  El  Paso  is  the  retiring  President. 

Other  new  officers  are  Dr.  W.  H.  McClure, 
vice-president,  Kermit;  and  Dr.  Gordon  L.  Black, 


El  Paso,  secretary-treasurer.  District  One  is  com- 
posed of  El  Paso,  Hudspeth,  Culberson,  Reeves, 
Loving,  Jeff  Davis,  Presidio,  Pecos,  Brewster, 
Ward,  and  Winkler  Counties.  The  1960  meeting 
will  be  in  Pecos,  with  the  date  to  be  announced. 

Dr.  C.  E.  Oswalt,  Jr.,  Fort  Stockton,  Councilor 
for  District  One,  spoke  on  current  legislation  in 
Washington. 


DISTRICT  ONE  OFFI- 
CERS— Elected  with  Dr.  W. 
E.  Lockhart,  Alpine , Presi- 
dent, are  two  new  officers 
of  District  One  of  the  Texas 
Medical  Association  at  the 
annual  meeting  in  Fort 
Stockton  February  12:  Dr. 
W.  H . McClure,  right,  Vice- 
President;  and  Dr.  Gordon 
L.  Black,  center,  El  Paso, 
Secretary-Treasurer.  On  the 
left  is  Dr.  H.  D.  Garrett,  El 
Paso,  retiring  President. 
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Born  in  Robert  Lee,  Texas,  Dr.  Lockhart  re- 
ceived his  M.D.  from  the  University  of  Texas 
Medical  Branch  at  Galveston  and  took  internships 
at  Cleveland  City  Hospital  and  the  University  of 
Minnesota  Hospitals.  He  came  to  Alpine  in  1936 
to  start  the  practice  of  medicine.  He  served  three 
years  in  the  Army  Medical  Corps  during  World 
War  II,  with  two  years  service  in  the  Southwest 
Pacific.  He  left  the  service  with  the  rank  of  ma- 
jor. 

He  built  and  operated  the  Lockhart  Clinic- 
Hospital  in  Alpine  and  was  active  in  securing  the 


Brewster  County  Memorial  Hospital,  opened  in 
1957,  for  Alpine.  He  is  a charter  member  and 
Past  President  of  the  Alpine  Lions  Club  and  a 
member  of  the  Presbyterian  Church.  A member 
of  the  American  Academy  of  General  Practice,  he 
was  a charter  member  and  Past  President  of  the 
Big  Bend  County  Medical  Society. 

Dr.  and  Mrs.  Lockhart  have  three  daughters 
and  a son:  Mrs.  Hobson  Wildenthal,  22,  who  is 
attending  the  University  of  Kansas;  Lolly,  19, 
who  is  in  the  School  of  Nursing  at  John  Sealy 
Hospital  in  Galveston;  Billy,  16;  and  Mary  Bell. 
11. 


DISTRICT  ONE  AUXILI- 
ARY— Attending  the  District  One 
Auxiliary  meeting  of  the  Texas 
Medical  Association  February  12 
in  Fort  Stockton  (left  to  right) 
are  Mrs.  H.  D.  Hatfield,  El  Paso, 
President-Elect  of  the  Texas  Med- 
ical Association  Auxiliary;  Mrs. 
D.  J.  Sibley,  Jr.,  Fort  Stockton, 
retiring  Secretary  of  the  District 
One  Auxiliary;  and  Mrs.  Vincent 
Sherrod,  lraan,  retiring  Council- 
woman  for  District  One.  Mrs. 
Hatfield  will  take  office  as  Presi- 
dent of  the  Texas  Auxiliary  in 
April.  Mrs.  E.  W.  Schmidt  of 
Pecos  is  the  newly-elected  Coun- 
cilwoman  for  District  One  and 
Mrs.  Rufus  Roberts,  Pecos,  the 
new  Secretary. 
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Texas  Orthopaedist  to  Speak 
At  New  Mexico  Meeting  May  7 


Dr.  G.  W.  N.  Eggers,  Professor  of  Orthopae- 
dics at  the  University  of  Texas  Medical  Branch 
in  Galveston,  will  be  the  guest  speaker  for  the 
regular  spring  meeting  of  the  New  Mexico  Chap- 
ter of  the  Western  Orthopaedic  Association,  to 
be  held  at  the  close  of  the  New  Mexico  Medical 
Society  annual  meeting  in  Las  Cruces  on  May  7. 

Dr.  Eggers’  subject  will  be  “Experimental  Im- 
mobilization and  Remobilization  of  Joints”.  A 
panel  discussion  on  surgery  in  cerebral  palsy  will 
follow  with  Dr.  Eggers  as  chairman  of  this  panel 


discussion.  Physicians  are  invited  to  bring  problems 
for  the  discussion. 

The  meeting  will  be  held  at  12:45  p.m.  at  the 
Town  and  Country  Restaurant.  A business  meet- 
ing will  be  held  immediately  following  the  lunch- 
eon. 

Those  planning  to  attend  the  New  Mexico 
Society  meeting  should  contact  Mr.  Ralph  R. 
Marshall,  executive  secretary,  New  Mexico  Medi- 
cal Society  at  220  First  National  Bank  Building 
in  Albuquerque. 


APRIL,  1959 


251 
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Hypnosis:  Its  Uses  and  Limitations* 

By  C.  Pardue  Bunch,  M.D.,  Artesia,  New  Mexico 


I.  Introduction 

Hypnosis  as  defined  in  the  British  Medical  As- 
sociation report  of  1955  and  the  A.M.A.  report  of 
June  1958  is  “a  temporary  condition  of  altered 
attention  in  the  subject  which  may  be  induced  by 
another  person  and  in  which  a variety  of  phenom- 
ena may  appear  spontaneously  or  in  response  to 
verbal  or  other  stimuli.  These  phenomena  include 
alterations  in  consciousness  and  memory,  increased 
susceptibility  to  suggestion,  and  the  production  in 
the  subject  of  responses  and  ideas  unfamiliar  to 
him  in  his  usual  state  of  mind.  Further,  phe- 
nomena such  as  anesthesia,  paralysis,  and  the 
rigidity  of  muscles,  and  vaso-motor  changes  can  be 
produced  and  removed  in  the  hypnotic  state.” 

This  paper  does  not  purport  to  give  a full 
history  and  discussion  of  various  theories  of  the 
mechanism  of  hypnotic  phenomena,  but  a brief 
summary  of  the  high  spots  of  its  history  and 
theories  will  help  introduce  the  subject  of  its  uses 
and  limitations. 

Ancient  Writings 

Professor  William  T.  Heron  of  the  University 
of  Minnesota  in  his  book  “Clinical  Applications 
of  Suggestion  and  Hypnosis”  tells  us  that  ancient 
writings  and  works  of  art  gave  evidence  that  men 
were  even  then  cognizant  of  some  of  the  tech- 
niques which  are  traditionally  associated  with  the 
induction  of  the  hypnotic  state.  Priests  of  ancient 
Greece,  Egypt  and  Oriental  cultures  used  hypno- 
tism in  some  of  its  forms.  Mesmer  began  work 
in  1773  with  the  idea  of  animal  magnetism,  claim- 
ing that  he  had  some  peculiar  and  unusual  power 
to  influence  others.  He  moved  from  Vienna  to 
Paris  in  1778  and  developed  a large  following  with 
many  reported  cases.  He  was  discredited  by  an 
investigation  by  the  French  Academy  in  1784  and 
his  cures  were  announced  as  resulting  from  imagi- 
nation. 

‘Presented  before  the  second  Annual  Southern  New  Mexico  Clinical 
meeting,  Artesia,  Nov.  23,  1958. 

252 


Heightened  interest  in  “Mesmerism”  came  in 
Britain  from  1820  to  1840  and  in  the  United 
States  from  1840  to  1850.  John  Elliotson,  a leading 
English  doctor,  Dean  of  Edinburg  Medical  School, 
who  introduced  the  stethescope,  worked  with 
Mesmerism  from  1845  to  1851.  James  Briad,  at 
the  same  period  advanced  the  theory  of  the  trance 
resulting  only  from  suggestion;  and  he  first  coined 
the  term  “hypnosis”  (literally  sleep)  and  then  at- 
tempted to  change  it  to  “monoideaism”.  James 
Esdaile,  working  in  India,  performed  over  3,000 
operations  under  mesmeric  anesthesia  in  the 
1840’s.  He  was  first  discredited  and  lost  his 
license  but  later  was  recognized  and  honored  by 
the  naming  of  a large  hospital  in  his  memory  in 
Perth. 

Interest  Lags 

From  1885  to  1900  interest  in  hypnosis  lagged 
due  primarily  to  the  advent  of  chemo-anesthesia 
which  was  almost  universally  adaptable.  At  the 
turn  of  the  century  Freud  re-awakened  interest, 
then  discarded  hypnosis  in  favor  of  psychoanalysis. 
World  War  I revived  interest,  and  Hadfield  first 
used  hypnosis  analytically.  Hull  at  Yale  did  a 
long  series  of  scientifically  controlled  experiments 
with  hypnosis. 

World  War  II  brought  great  increase  of  interest 
which  is  still  manifested.  The  University  of  Cali- 
fornia at  Los  Angeles  was  the  first  to  offer  in- 
struction on  the  graduate  level,  but  now  instruc- 
tion is  being  offered  at  Tufts,  Marquette,  Texas 
and  Yale  Universities  and  many  others.  Prin- 
ciples of  hypnosis  are  used  by  Christian  Scientists, 
Natural  Childbirth  advocates,  Progressive  Relaxa- 
tion and  Dianetics,  although  these  groups  do 
not  use  the  term  “hypnosis”.  No  completely  ac- 
ceptable theory  of  trance  or  hypnosis  has  been 
offered;  it  can  be  described  but  not  fully  defined. 

II.  Lises  of  Hypnosis  in  Medicine 

We  all  use  suggestion  in  our  practice  whatever 
our  specialty  may  be.  When  we  say,  “this  will  not 
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bother  you,  it  will  feel  like  a little  pin-prick”  we 
have  given  the  suggestion  and  the  penicillin  shot 
that  is  then  given  or  the  injection  of  novocaine 
at  the  onset  of  a minor  surgical  procedure  will  not 
be  unpleasant  and  in  most  cases  the  patient  will 
feel  the  “shot”  as  only  a little  pin-prick.  Or  if 
some  procedure  usually  gives  noticable  pain  and 
we  say,  “you  will  notice  a feeling  of  pressure”, 
many  patients  feel  the  pressure  suggested  instead 
of  severe  pain. 

The  prestige  of  the  doctor  as  he  hands  his 
patient  the  prescription  adds  to  the  effectiveness 
of  the  medication  as  he  suggests,  “this  medicine 
will  make  you  feel  better;  you  will  soon  be  your 
old  self  again”.  No  doubt  you  have  noticed  how 
many  patients  have  told  you,  “Doctor,  I began  to 
feel  better  the  minute  I left  your  office — ” or 
“that  really  was  good  medicine  you  gave  me  Doc, 
my  headache  was  gone  within  tw'o  minutes  after 
I took  the  pill”. 

Illustrations 

These  instances  are  cited  to  illustrate  how  the 
power  of  suggestion  operates  in  almost  all  that  we 
do  as  physicians.  In  hypnosis  this  power  of  sug- 
gestion is  taken  somewhat  further  in  that  we 
actively  secure  the  patient’s  cooperation  in  getting 
into  a relaxed,  receptive  state  so  that  suggestion 
can  become  even  more  effective  in  eliminating 
pain,  the  desire  for  sweets,  the  cough  reflex,  or 
some  other  undesirable  symptom  or  mannerism. 
It  is  not  the  purpose  of  this  paper  to  go  into  de- 
tails of  technique,  but  to  enumerate  the  uses  to 
which  hypnosis  can  be  put  as  a medical  tool. 

When  the  Subcommittee  appointed  by  the 
Psychological  Medicine  Group  Committee  of  the 
British  Medical  Association  made  its  report  on 
“Medical  Use  of  Hypnotism”  in  the  British  Med- 
ical Journal,  April  23,  1955,  it  was  stated  that 
“Hypnotism  should  not  be  regarded  as  a specialty 
independent  of  psychological  medicine.”  The  re- 
port continues:  “In  addition  to  the  treatment  of 
psychiatric  disabilities,  there  is  a place  for  hypno- 
tism in  the  production  of  anaesthesia  or  analgesia, 
for  surgical  and  dental  operations;  and  in  suitable 
subjects  it  is  an  effective  method  of  relieving  pain 
in  childbirth  without  altering  the  normal  course  of 
labour.  It  has  been  claimed  that  the  shock  of 
operative  procedures  can  be  mitigated  when  these 
are  carried  out  under  deep  hypnosis,  but  further 
research  is  desirable.  The  amount  of  work  neces- 
sary to  prepare  a patient  to  undergo  surgical 
operation  under  hypnotism  limits  its  usefulness.” 


Description  Recommended 

The  British  Subcommittee  recommended  that  a 
description  of  hypnotism  and  its  therapeutic  pos- 
sibilities, limitations,  and  dangers  should  be  given 
to  medical  undergraduates  during  their  psychiatric 
course.  They  advised  that  instruction  in  the  clin- 
ical use  of  hypnotism  be  given  to  all  medical 
postgraduates  training  as  specialists  in  psycholog- 
ical medicine,  anesthesia  and  obstetrics.  The  sub- 
committee holds  that  no  special  “gift”  is  required 
to  induce  hypnosis;  there  are  various  techniques 
of  equal  efficacy. 

The  Council  on  Mental  Health  of  the  American 
Medical  Association  made  a thorough-going  study 
of  the  “Medical  use  of  Hypnosis”,  listing  a Biblio- 
graphy in  Volume  168,  page  186  of  the  J.A.M.A. 
of  76  articles  from  medical  journals  and  37  books 
on  the  subject.  The  report  states  that  there  is  no 
need  at  this  time  to  question  the  validity  of  various 
phenomena  elicited  by  hypnotic  techniques. 

In  the  Conclusion  to  this  report  the  Council 
states:  “General  practitioners,  medical  specialists 
and  dentists  might  find  hypnosis  valuable  as  a 
therapeutic  adjunct  within  the  specific  field  of 
their  professional  competence.  It  should  be  stressed 
that  all  those  who  use  hypnosis  need  to  be  aware 
of  the  complex  nature  of  the  phenomena  in- 
volved. 

Responsible  Direction 

“Teaching  related  to  hypnosis  should  be  under 
responsible  medical  or  dental  direction,  and  inte- 
grated teaching  programs  should  include  not  only 
the  techniques  of  induction  but  also  the  indica- 
tions and  limitations  for  its  use  within  the  specific 
area  involved.  Instruction  limited  to  induction 
techniques  alone  should  be  discouraged. 

“Certain  aspects  of  hypnosis  still  remain  un- 
known and  controversial,  as  is  true  in  many  other 
areas  of  medicine  and  the  psychological  sciences. 
Therefore,  active  participation  in  high-level  re- 
search by  members  of  the  medical  and  dental  pro- 
fessions is  to  be  encouraged.  The  use  of  hypnosis 
for  entertainment  purposes  is  vigorously  con- 
demned”. 

The  House  of  Delegates  at  its  meeting  in  San 
Francisco  in  June,  1958  approved  this  report.  It 
was  a source  of  personal  satisfaction  to  me  to  be 
present  when  this  report  was  voted  on  by  the 
House  of  Delegates.  So  thoroughly  had  the  matter 
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been  studied  and  so  ready  is  American  Medicine 
to  have  an  open-mind  about  this  newly-revived 
therapeutic  tool  that  apparently  there  was  not  a 
dissenting  vote. 

Analgesia  in  Obstetrics 

Let  us  start  with  analgesia  in  obstetrics  since 
that  is  the  medical  use  of  hypnosis  with  which  I 
am  most  familiar.  Articles  in  LOOK  in  June  and 
LIFE  in  November  3,  1958  and  earlier  in  that 
other  famous  “medical  journal”,  Readers  Digest, 
as  well  as  in  other  popular  magazines  by  medical 
and  lay  writers  have  fairly  well  informed  the  lay 
public  of  the  thousands  of  women  who  are  today 
having  their  babies  with  hypnosis  as  the  only  anal- 
gesia or  with  a combination  of  hypnosis  and  drugs. 
Dr.  William  S.  Kroger  of  Chicago  has  reported 
that  some  forty  per  cent  of  his  patients  were  able 
to  go  through  labor  and  delivery  with  no  other 
analgesic  drugs  and  (or)  gases  in  lesser  amounts 
than  is  average,  and  that  the  remaining  twenty 
per  cent  were  unable  to  get  any  help  from  hyp- 
nosis. 

During  the  past  twelve  months  in  my  experience 
with  a group  of  sixteen  obstetrical  patients  who 
chose  to  try  hypnosis  (seven  primigravida  and 
nine  multigravida),  there  were  only  two  (both 
multigravida,  requiring  no  forceps  or  episiotomy) 
who  required  no  additional  analgesic  drugs.  How- 
ever there  were  six  others  who  went  through  the 
first  stage  of  labor  on  hypnosis  only  and  only  re- 
quired brief  use  of  Trilene  given  by  the  attending 
nurse  for  the  second  stage.  Thus  fifty  per  cent  of 
this  series  required  no  other  drugs  than  Trilene. 
There  were  two  of  these  who  had  outlet  forceps 
applied  without  pain  while  using  only  Trilene  for 
three  to  five  minutes.  Of  the  remaining  eight  there 
were  five  who  required  the  injection  of  fifty  milli- 
grams of  Demerol  late  in  the  first  stage  as  well  as 
Trilene  or  cyclopropane  for  the  second  stage  and 
three  who  required  about  the  usual  amount  of 
analgesic  drugs  and  gas  as  patients  on  whom  I 


did  not  attempt  any  hypnosis. 

In  percentages  this  would  mean: 

Hypnosis  only  2 12.5% 

Hypnosis  in  labor  only  plus 

trilene  at  delivery  6 37.5% 

Hypnosis  plus  limited  amount 

of  analgesic  drugs  and  gas  5 31.3% 

No  decrease  in  use  of  drugs  and 

gas  when  hypnosis  attempted  3 18.7% 


Totals  16  100.  % 


Let  me  hasten  to  state  that  I realize  this 
series  is  too  small  to  be  statistically  significant  but 
it  has  been  encouraging  enough  to  me  to  lead  me 
to  offer  the  use  of  hypnosis  to  the  majority  of 
obstetrical  patients  in  the  future  with  the  realiza- 
tion that  many  do  not  wish  to  use  it  because  of 
prejudice  or  fear  and  that  many  will  attend  one 
group  session  to  see  how  suitable  they  will  be  for 
hypnosis  and  will  decide  that  they  prefer  the 
conventional  analgesic  drugs. 

The  comment  of  the  obstetrical  nursing  person- 
nel was  that  all  sixteen  on  whom  hypnosis  was 
used  were  quiet  and  generally  relaxed  throughout 
labor  and  delivery  in  marked  contrast  to  the 
average  patient  in  labor  with  or  without  drugs. 
Admittedly  more  of  my  time  was  required  at  the 
hospital  during  labor. 

Even  when  hypnosis  is  not  used  the  presence 
of  the  doctor  asleep  four  doors  down  the  hall  is 
about  equivalent  to  the  analgesic  effect  of  a half 
grain  of  morphine  to  most  women  in  labor.  The 
chief  value  of  eliminating  heavy  use  of  drugs  and 
inhalant  analgesics,  is,  of  course,  to  have  a more 
lively  baby  with  less  danger  of  pulmonary  com- 
plications of  mother  or  baby.  Most  women  are 
happy  to  be  wakeful  enough  to  see  their  baby 
right  after  birth,  or  actually  watch  it  being  born. 

Another  Situation 

Another  situation  in  Obstetrics  and  Gynecology 
in  which  hypnosis  is  useful  is  in . treatment  of 
hyperemesis  gravidarum.  Dr.  William  S.  Kroger 
has  reported  that  in  three  hundred  cases,  using 
the  double  blind  method  he  has  been  able  to  show 
that  a placebo  gave  as  much  relief  as  any  type  of 
tablet  for  nausea  when  posthypnotic  suggestion 
was  used.  This  method  is  used  in  relieving  dysme- 
norrhea and  amenorrhea  of  psychic  origin,  pseu- 
docyssis,  heartburn  of  pregnancy,  after-pains,  and 
in  improving  lactation. 

During  a trance  state  suggestions  are  made  to 
the  subject  that  upon  becoming  alert  at  a pre- 
arranged signal  the  subject  will  be  comfortable, 
free  of  whatever  undesirable  symptom  is  bother- 
ing her.  They  may  be  repeated  weekly  at  first  then 
reinforced  at  longer  intervals.  Various  symptoms 
in  menopausal  patients  have  been  improved  by 
this  method  also. 

Aid  in  Surgery 

In  the  field  of  surgery  there  are  many  situations 
where  hypnosis  can  help.  Before  the  discovery  of 
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ether  and  other  inhalation  anesthetics  James  Es- 
daile  performed  thousands  of  minor  surgical  pro- 
cedures and  about  300  major  operations,  including 
nineteen  amputations,  one  lithotomy  and  the  re- 
moval of  numerous  large  scrotal  tumors  that  were 
common  in  his  part  of  India,  with  the  use  of 
hypnosis  and  the  absence  of  pain.  This  is  a clear 
indication  that  motivation  is  a powerful  force  in 
making  anesthesia  by  hypnosis  effective. 


When  there  is  no  other  way  available  to  re- 
lieve pain  and  an  operation  is  necessary,  full 
patient  cooperation  can  be  expected.  Even  today 
the  use  of  hypnosis  to  relieve  pain  in  major 
surgery  can  be  successful  in  those  patients  who 
cannot  use  conventional  types  of  analgesia.  In 
present  day  reports  it  has  been  stated  only  some 
ten  per  cent  of  patients  on  whom  hypnosis  has 
been  tried  have  been  able  to  get  deep  enough  in 
a trance  to  go  through  a major  operation  with 
hypnosis  as  the  sole  analgesia. 


Higher  Percentage 

A much  higher  percentage  of  cases  have  had 
hypnosis  to  alleviate  fear  of  surgery,  replacing 
pre-operative  medication.  A very  high  percentage 
have  been  kept  free  of  pain  by  mimimal  amounts 
of  local  anesthetic  in  the  skin  and  peritoneum. 
Control  of  cough  reflex  and  nausea  following 
surgery  are  made  possible  by  posthypnotic  sug- 
gestion. Some  reports  indicate  there  is  less  capil- 
lary bleeding,  with  less  tendency  to  shock,  and 
increased  rate  of  healing  due  to  increased  com- 
fort when  hypnosis  is  used. 

A report  in  the  British  Medical  Journal,  Vol. 
I;  page  765,  1953,  publicized  in  several  popular 
magazines,  tells  of  a man  who  was  able  to  main- 
tain a cateleptic  position  with  his  hand  to  his 
abdomen  three  weeks  and  later  his  hand  to  his 
foot  four  weeks  to  enable  a skin  graft  to  be  moved 
from  his  abdomen  to  his  foot.  When  the  second 
operation  was  completed  and  he  was  brought  out 
of  hypnosis,  he  was  able  to  move  with  no  evidence 
of  stiffness  or  other  painful  after-effects.  This 
gives  some  indication  of  the  possibilities  in  the 
field  of  plastic  surgery. 


Suggestion  in  Dermatology 

In  the  field  of  dermatology  suggestion  first  of 
warmness  causing  more  itching,  followed  by  sug- 
gestion of  soothing  coolness  have  helped  alleviate 
pruritis  and  pain  of  eczema,  neurodermatitis  and 
some  other  skin  conditions.  Warts  have  been 


bought  successfully  from  children  with  the  prom- 
ise of  a dime  when  the  child  returns  two  to  three 
weeks  later  to  prove  to  the  doctor  that  the  wart 
is  gone.  Of  course,  you  remember  Huckleberry 
Finn  had  an  elaborate  scheme  for  removal  of 
warts  by  suggestion  involving  a dead  cat,  a grave 
yard  and  the  right  phase  of  the  moon.  You  see 
this  is  no  new  method.  The  power  of  suggestion 
started  in  the  Garden  of  Eden. 

Children,  because  of  their  active  imaginations 
and  freedom  from  prejudice  are,  on  the  whole, 
better  hypnotic  subjects  than  adults.  The  painting 
of  a face  on  the  thumb  nail  is  an  aid  in  keeping 
the  five  year  old’s  attention  centered  while  verbal 
suggestion  of  drowsiness,  imaginary  scenes  and 
situations,  and  finally  suggestions  of  a pointed 
nature  are  made.  Changing  of  dressings  on  chil- 
dren who  have  suffered  burns  can  thus  be  ac- 
complished without  a general  anesthetic.  Post- 
hypnotic suggestions  can  be  made  that  will  aid 
in  elimination  of  many  behaviour  problems  such 
as  bed-wetting,  nail-biting,  tics,  stuttering  and 
others.  In  many  cases  the  aid  of  a psychiatrist 
will  be  necessary  where  deep-seated  maladjust- 
ments are  made. 

Allergic  Disorders 

The  symptoms  of  many  allergic  disorders  that 
may  be  responding  poorly  to  conventional  treat- 
ments can  be  alleviated  in  many  cases  through 
hypnosis.  The  correspondence  section  of  the 
J.A.M.A.,  Vol.  168,  page  895,  quoted  a report 
from  Lancet  of  a woman  whose  asthma  was  com- 
pletely eliminated  through  hypnosis  even  to  the 
point  of  changing  her  positive  skin  reactions  to 
allergens  to  negative. 

Other  conditions  in  the  field  of  Internal  Medi- 
cine that  have  been  helped  are  functional  hyper- 
tension, stress  diseases  such  as  angina,  and  ulcers; 
migraine  and  “nervous  headaches,”  obesity,  ex- 
cessive smoking,  insomnia,  constipation,  and  in- 
tractable pain  of  cancer,  to  mention  a few.  The 
little  experience  I have  had  in  treating  obesity 
and  constipation  by  this  method  has  been  encour- 
aging. 

I can  only  mention  some  of  the  conditions  that 
Dr.  Milton  A.  Erickson  of  Phoenix  has  stated 
psychiatrists  have  found  can  be  successfully  al- 
leviated by  hypnosis  for  I do  not  feel  qualified  to 
attempt  hypnosis  in  these  conditions:  Anxiety 
states,  amnesia,  compulsion,  delusion,  depression, 
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functional  speech  disorders,  sexual  disorders,  and 
other  neuroses  and  psychoses. 

In  Dentistry 

In  the  field  of  dentistry  thousands  of  patients 
have  been  able  to  approach  the  dental  chair  free 
of  fear  and  have  dental  work  done  without  pain 
through  the  use  of  “hypnalgesi.”  There  are  today 
as  many  or  more  dentists  as  physicians  using  hyp- 
nosis successfully  in  their  practices.  The  elimina- 
tion of  the  “gag-reflex”  has  been  accomplished 
through  hypnosis. 

Let  us  begin  the  discussion  of  the  limitations  of 
hypnosis  by  stating  that  three  problems  still  re- 
main in  the  field  of  psycho-therapy  that  have 
been  especially  stubborn  to  management  by 
hypnosis;  alcoholism,  drug  addiction  and  stutter- 
ing in  adults. 

In  the  1955  report  of  the  British  Medical  As- 
sociation mentioned  above  the  following  is  quoted: 

“The  dangers  of  hypnotism  have  been  exag- 
gerated in  some  quarters.  The  Subcommittee  is 
convinced,  however,  that  they  do  exist,  especially 
when  it  is  used  without  proper  consideration  on 
persons  predisposed,  constitutionally  or  by  the 
effects  of  diseases,  to  severe  psychoneurotic  reac- 
tions or  antisocial  behaviour.”  This  report  further 
states  that  over-dependency  of  the  patient  on 
the  therapist  may  develop  and  must  be  avoided. 

Adequate  Training 

The  following  quotation  from  the  A.M.A.  re- 
port of  June,  1958  illustrates  the  importance  of 
adequate  training  of  the  hypnotist.  “It  has  al- 
ready been  emphasized  in  this  report  that  a back- 
ground of  psychodynamic  psychology  and  psychia- 
try is  essential  in  order  to  understand  the  phe- 
nomena of  hypnosis. 

“It  is  equally  important  to  insist  on  the  fact 
that  the  utilization  of  hypnotic  techniques  for 
therapeutic  purposes  should  be  restricted  to  those 
individuals  who  are  qualified  by  background  and 
training  to  fulfill  all  the  necessary  criteria  that 


are  required  for  a complete  diagnosis  of  the  ill- 
ness which  is  to  be  treated.  Hypnosis  should  never 
become  a single  technique  used  under  all  circum- 
stances by  a therapist.  — Under  no  circumstances 
would  it  be  proper  for  him  (a  dentist)  to  use 
hypnosis  for  the  treatment  of  neurotic  difficulties 
of  his  patient.  The  surgeon,  obstetrician,  anes- 
thesiologist, gynecologist,  internist,  and  general 
practitioner  may  legitimately  utilize  these  tech- 
niques within  the  framework  of  their  own  par- 
ticular field  of  competence.” 

Chief  Limitations 

After  considering  the  above  cautioning  state- 
ments the  chief  limitations  that  lie  in  the  way 
are  the  refractoriness  of  a minority  of  patients 
to  hypnosis  and  the  negativism  on  the  part  of 
some  patients  under  certain  circumstances  who 
might  not  otherwise  be  refractory.  (For  example: 
During  an  operation  under  hypnosis  some  un- 
expected distracting  activities  or  noise  might  bring 
the  patient  out  of  the  trance.)  Most  authorities 
agree  that  there  is  a minimum  of  about  ten  per 
cent  who  are  not  hypnotisable  to  any  degree. 

Fears  that  a subject  may  not  “come  out  of  it” 
are  unfounded.  Anxiety  that  a person  may  be 
made  to  do  some  act  against  his  moral  code  is 
groundless. 

The  greatest  limitation  is  the  amount  of  the 
physician’s  time  required  ot  prepare  a patient  so 
that  on  a given  signal  analgesia  will  be  produced 
or  some  other  desired  state  will  come  about.  In 
my  practice  I have  an  hour-long  class  two  eve- 
nings a month  at  which  four  to  six  obstetrical 
patients  receive  group  training.  The  average  ex- 
pectant mother  needs  four  or  five  of  these  sessions 
to  prepare  her  so  that  a firm  pressure  on  the 
shoulder  by  the  doctor  or  nurse  in  charge  will 
induce  analgesia  immediately.  Some  doctors  use  a 
taped  “induction  talk”  to  have  the  subject  listen 
to  in  his  training  sessions.  It  remains  for  each 
physician  to  learn  of  the  value  hypnosis  can  have 
in  his  practice  and  then  decide  if  it  is  worth  the 
additional  training  and  time  required  for  its 
successful  use. 
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Pelvic  Exenteration  in  Two  Stages 

(A  new  surgical  tactic) 

By  Carlos  Albores  Culebro,  M.D.,  Hospital  General  de  Torreon,  Coahuila,  Mexico 


Ultraradical  surgery  in  the  treatment  of  cancer, 
and  especially  pelvic  exenteration  in  advanced 
cancer  of  the  cervix  in  third  and  fourth  stages,  has 
won  a definite  place  within  the  various  methods 
used  at  present  in  the  struggle  against  this  disease. 

This  method,  initiated  eleven  years  ago,  has 
spread  rapidly  and  today  is  practiced  in  most 
parts  of  the  world  as  confirmed  by  reports  pub- 
lished with  growing  frequency.  Furthermore,  in  the 
third  Latin  American  Congress  of  Gynecology  and 
Obstetrics  which  took  place  in  Mexico  City  in 
June,  1958,  the  theme  was  the  subject  of  several 
reports  presented  by  many  countries:  Argentina, 
Chile,  Uruguay,  Venezuela,  Mexico,  etc. 

After  more  than  ten  years  of  experience  and 
some  thousands  of  cases  treated  in  different  places, 
one  can  attempt  to  appraise  this  method  which 
has  been  possible  thanks  to  the  advancement  of 
the  other  branches  of  medicine  and  add  some 
considerations  as  to  its  advantages  and  disad- 
vantages. 

Numerous  Reports 

Bearing  in  mind  numerous  reports,  of  which 
we  mention:  Brunschwing  (1),  Parson  (2),  Meigs 
(3),  Bricker  (4),  J.  Cesar  Graham  (5),  G.  Gallo 
(6),  Arenal  Camargo  (7),  C.  Zuckerman  (8), 
Garcia  Noriega  (9) — etc.,  we  can  assert  that, 
with  ultraradical  surgery,  the  following  has  been 
achieved:  clinical  cure  of  advanced  cancer  of  the 
cervix,  in  some  cases  (Brunschwing)  with  survival 
of  more  than  ten  years;  survival  of  more  than  five 
years  perhaps  in  18  per  cent;  satisfactory  improve- 
ments during  years  or  months  which  have  allowed 
the  patient  to  lead  an  almost  normal  life  without 
hemorrhage,  infection,  and  in  a psychic  condition 
suitable  enough  to  permit  her  customary  occupa- 
tion. 

But,  unfortunately,  this  surgery  confronts  two 
serious  problems: 

a) . — -High  surgical  mortality. 

b) .- — Infection  of  kidney  post-anastomosis  of  the 
ureters  to  colon. 

The  surgical  mortality  is  so  very  high,  (from  20 
to  30  per  cent  according  to  several  surgeons), 

APRIL,  1959 


mainly  owing  to  the  general  condition  of  the 
patients,  the  long  duration  of  the  operation  (four 
to  seven  hours),  the  great  shock  of  the  surgical  act 
which  extirpates  various  organs,  the  fact  that  the 
working  area  is  very  large,  and  also  the  great 
loss  of  blood  that  at  times  causes  irreversible 
shock. 

To  lessen  this  great  mortality  rate  we  have  pro- 
posed a technique  we  have  used  since  1953  namely 
to  practice  pelvic  exenteration  in  two  stages  (10), 
that  is,  we  have  tried  to  reduce  traumatism  and 
shock  in  half,  in  such  a manner  as  to  allow  our 
patients  to  withstand  two  minor  traumatisms  in- 
stead of  a major  one.  With  this  policy  we  have 
succeeded  in  lessening  our  surgical  mortality  as 
much  as  9.5  per  cent. 

Incidence  of  Surgical  Mortality  in  Pelvic 
Exenteration 

Surgeon One  stageTwo  stages  Date  Mortality 


Per  Cent 


Brunschwing 

100 

Nov.  1950 

20 

Brunschwing-Daniel 

315 

Sept.  1954 

18 

Parson-Taymor 

86 

Oct.  1955 

28 

Albores  Culebro 

35 

fan.  1953 

20.5 

Albores  Culebro 

41 

May  1956 

9.5 

Dividing  the  surgical  act  in  two  stages,  with  the 
less  traumatic  stage  first,  the  patient  can  endure 
it  perfectly  even  though  her  general  condition  is 
bad.  Since  it  is  possible  to  perform  the  first  stage 
in  about  one  hour  and  a half,  there  is  the  great 
advantage  that  the  general  condition  of  these 
patients  improve  markedly  after  this  first  opera- 
tion, and  we  can  better  prepare  the  patient  for 
the  final  stage. 

The  second  problem:  ascending  kidney  infection 
which  may  prove  fatal  to  our  patients  months 
or  years  later.  We  are  trying  at  the  present  time 
to  solve  the  problem  by  using  artificial  bladders 
instead  of  using  the  sigmoid  to  anastomose  the 
ureters,  since  from  this  organ,  rich  in  pathogenic 
flora,  infection  ascends  to  destroy  the  kidney 
later. 

Many  ingenious  procedures  have  been  resorted 
to  to  form  substitute  bladders  and  remove  this 
difficulty,  but  one  which  to  us  seems  most  logical 
and  most  surgical  is  the  one  introduced  by  E. 
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Bricker,  consisting  of  utilizing  a terminal  segment 
of  ileum,  complete  with  its  meso  and  irrigation,  to 
serve  as  a receptacle;  its  extreme  right  is  drawn 
near  to  the  abdominal  wall,  the  internal  end  is 
closed  and  within  it  both  ureters  are  anastomosed, 
after  having  reconstructed  the  continuity  of  the 
ileum.  Thus  one  succeeds  avoiding  any  retro- 
gressive pressure,  since  urine  flows  freely  into  a 
Rutzen  bag;  and  avoiding  contamination  from 
fecal  matter;  hyperchloremic  acidosis  has  not 
appeared,  and  what  is  more  important,  the  ascen- 
dent infection  is  avoided  too. 

Pelvic  Exenteration  in  Two  Stages 
First  Stage 

Needless  to  say,  presurgical  care  must  be  ex- 
tremely thorough  to  achieve  the  very  best  con- 
dition. With  appropriate  anesthesia  one  performs 
a medial  and  extensive  laparotomy  exploring  the 
abdominal  organs  and  very  especially  the  liver 
and  the  para-aortic  nodes  looking  for  metastasis. 
In  a positive  case,  after  finding  metastasis,  we 
continue  and  perform  the  first  stage  which  is 
highly  palliative  even  though  we  cannot  think  of 
continuing  with  the  second  stage  later. 

a )  . — Bilateral  Salpingo-Oophorectomy. 

Castration  considerably  lessens  the  production 
of  estrogen  deemed  a stimulant  of  carcinogenesis. 

b) . — Ligature  of  both  hypogastric  arteries. 

With  this  we  succeed  in  lessening  the  blood 
nutrition,  the  hemorrhage,  and  devitalizing  the 
tumor:  desideratum  of  all  anticancerous  therapy. 

c) . — Anastomosis  of  both  ureters  to  the  intestinal 
tube. 

Whether  to  sigmoid  as  generally  done,  oi 
better  still  to  an  artificial  bladder  formed  from 
the  ileum  with  Bricker’s  technique. 

In  such  a manner  we  strive  effectively  against 
the  uremic  condition  almost  constant  in  patients 
with  cancer  of  the  cervix  by  lessening  the  retro- 
gressive pressure  in  these  ureters  affected  by 
stenosis  in  their  inferior  portion.  And  by  using  the 
ileal  bladder  we  avoid  another  of  the  complica- 
tions most  frequent  in  this  type  of  surgery:  the 
ascending  kidney  infection. 

Second  Stage 

We  customarily  practice  this  stage  from  two  to 
six  weeks  after  the  first.  Our  procedure  depends 
upon  the  general  condition  of  the  patient  which 
we  try  to  improve  during  this  time  by  adequate 


nourishment,  transfusions,  vitamin  therapy,  and 
also  indicated  antibiotics.  We  try  to  carry  this  out 
under  the  best  conditions  so  as  to  enable  her  to 
withstand  this  second  stage,  more  traumatic  than 
the  first,  and  which  consists  of: 

a). — Extirpation  of  all  the  pelvic  organs  accom- 
panied by  their  peritoneum,  sub-peritoneal  cellular 
tissue,  and  all  the  lymphatic  nodes  up  to  the  bifur- 
cation of  the  aorta. 

The  bladder,  the  uterus  and  the  rectum  are  re- 
moved when  dealing  with  total  exenteration  in 
cases  where  the  invasion  is  principally  anterior 
and  towards  the  bladder.  We  must  not  assume  in 
these  cases  that  the  posterior  lymphatic  passage 
is  undamaged,  so  we  must  tend  to  total  exentera- 
tion. 

When  it  is  partial  exenteration  and  only  the 
bladder  and  uterus  are  extirpated  it  would  be 
more  logical  to  guide  the  urine  to  sigmoid,  even 
though  one  risks  the  danger  of  ascending  infection, 
b.) — -Formation  of  a permanent  left  colostomy. 

Summary 

Pelvic  exenteration  is  good  treatment  for  ad- 
vanced cancer  of  the  cervix  (radioresistent)  in 
stages  three  and  four.  With  this  treatment  one 
can  succeed  with  clinical  cure  prolonging  life  for 
more  than  five  years,  and  even  ten. 

This  being  a highly  traumatic  procedure  with 
great  mortality,  we  describe  succinctly  the  prin- 
cipal steps  to  a new  tactic  in  two  stages  which 
simplifies  the  surgical  risk  and  lessens  the  surgical 
mortality  to  9.5  per  cent. 

Bearing  in  mind  the  ascending  renal  infection 
so  frequent  when  performing  anastomosis  of  the 
ureters  to  the  colon,  we  recommend  following 
Bricker’s  technique  forming  a substitute  bladder 
with  segment  of  terminal  ileum  to  which  one  per- 
forms an  anastomosis  of  the  ureters  and  which 
will  communicate  and  free  the  skin  of  the  right 
iliac  fossa.  After  the  first  stage  one  attains  a 
definite  improvement  of  the  patient  shown  by  the 
better  general  condition,  lessening  of  the  infection 
and  hemorrhage,  increased  appetite  and  improved 
psychic  condition. 
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EL  PASO  GENERAL  HOSPITAL  i^m 


Frederick  P.  Bornstein,  M.D. — Editor — Case  No.  1162 
Presentation  of  case  by  Rita  L.  Don,  M.D. 


History:  Dr.  Nathan  Kleban: 

A 25-year-old  unmarried,  unemployed  Latin- 
American  man  entered  the  hospital  on  Nov.  7, 
1958  and  died  Nov.  24. 

Illness  began  one  year  before  admission  with 
anorexia,  nausea,  vomiting,  a sense  of  abdominal 
heaviness  and  feverishness.  Symptoms  subsided 
after  two  weeks  but  recurred  intermittently  and 
persisted  during  the  preceding  two  months,  during 
which  time  the  patient’s  eyeballs  became  yellow 
and  he  lost  20  pounds  in  weight. 

About  one  week  before  hospital  entrance  he 
was  seen  by  a doctor  who  found  jaundice,  en- 
larged spleen  and  liver,  temperature  of  99,  12.5 
gms.  Hb.,  3000  WBC,  normal  differential,  bile 
in  the  urine,  thymol  turbidity  of  nine,  bilirubin  of 
five  mg.  per  cent  with  equal  direct  and  indirect 
fractions,  serum  albumin  of  3.5  mg  per  cent  and 
globulin  of  2.0  mg.  per  cent. 

Shortly  afterward  he  became  severely  feverish 
and  profoundly  weak,  with  all  symptoms  present 
when  he  was  admitted  to  the  hospital. 

Physical  Examination 

T.  104.  P.  120.  R.  20.  B.P.  90/60. 

There  was  evidence  of  weight  loss  with  poor 
muscle  mass  and  loose  subcutaneous  tissue. 
Sclerae  were  icteric.  Dry  blood  was  present  on  the 
nasal  mucosa.  Liver  edge  was  felt  two  finger- 
breadths  below  the  right  costal  margin.  The  spleen 
was  enlarged  down  to  the  iliac  crest.  “Currant 
jelly  material”  was  present  in  the  rectum.  Cervi- 
cal, axillary  and  inguinal  nodes  were  palpable  but 
were  neither  tender  nor  matted. 

Hospital  Course 

Sternal  marrow  aspiration  and  removal  of  right 
axillary  lymph  nodes  for  biopsy  were  done  on 
the  4th  day.  Pathological  diagnosis  was  “axillary 
lymph  node.”  Interpretation  of  bone  marrow 
smears  was  maturation  arrest  of  red  and  white 


cell  series.  There  were  megakaryocytes  but  failure 
of  platelet  formation. 

Xanthochromic  fluid  under  pressure  equivalent 
to  16.0  cm.  of  water  was  removed  by  spinal  punc- 
ture; when  repeated  on  the  12th  day,  generalized 
grand  mal-convulsions  occurred. 

Therapy  consisted  of  whole  blood;  intravenous 
ACTH  drip  and  prednisone  100  mg.  daily  be- 
cause of  the  thrombocytopenia;  tetracycline  pro- 
phylactically  for  the  leukopenia  and  use  of  the 
steroids;  vitamins  C,  K,  oxide  and  B-12. 

Maximum  daily  temperatures  ranged  from 
101.2  to  104  rectally.  The  surgical  wound  in  the 
right  axilla  failed  to  heal.  His  condition  deterio- 
rated steadily  until  death  occurred  on  the  18th 
hospital  day. 

Laboratory  Findings 

X-ray:  Chest,  11-10-58:  “Radiographic  exami- 
nation of  the  chest  reveals  no  evidence  of  bone, 
lung  or  heart  disease.” 

Pelvis,  femurs  and  lumbar  spine,  11-12-58: 
“Radiographic  examination  of  the  pelvis,  femurs 
and  lumbar  spine  reveals  no  evidence  of  bone  or 
joint  disease.” 

Blood  counts: 

11-7-58:  Hb.  9 gms.,  Ht.  35%,  WBC  3,000; 
Stabs.  16,  Segs.  44,  Lymphs.  30,  Juveniles  4, 
Monos.  6. 

11-9-58:  Hb.  13.0  gms.,  Ht.  39%,  WBC  6,100; 
Stabs.  4,  Segs.  56,  Lymphs.  40. 

11-13-58:  Hb.  11.5  gms.,  Ht.  35%,  WBC  1,650; 
Stabs.  7,  Segs.  55,  Lymphs.  36,  Juveniles  2. 

11-19-58:  Hb.  , Ht.  32%,  RBC  3.66,  WBC 
1,800. 

11-19-58:  Hb.  10.2  gms.,  Ht.  30%,  WBC  2,100, 
RBC  2.62. 

11-22-58:  Hb.  8.9  gms.,  Ht.  27%,  WBC  1,100. 

11-23-58:  Hb.  11.1  gms.,  Ht.  34%,  WBC  5,400, 
Segs.  76,  Lymphs.  21,  Monos.  3. 
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Urinalyses: 

11-9-58:  Amber,  clear,  acid,  S.G.  1.119,  sugar 
and  albumin  neg.,  rare  WBC,  few  bacteria. 

1 1-1 1-58:  Urine  for  bile  strongly  positive. 

11-11-58:  Urine  for  Bence- Protein  negative. 

Blood  Chemistry: 

11-7-58:  Glucose — 83  mg.%.  Urea  nitrogen — 
8.5  mg.  %.  Van  den  Bergh  direct — 2.3;  indirect — 
5.95. 

11-10-58:  Alkaline  phosphatase — 8.6,  Total  pro- 
tein— 5.2.  A/G — 1.6/1.  Van  den  Bergh  direct — 
3.45;  indirect — 5.88. 

11-13-58:  Total  protein — 6.4  gm.%.  Albumin — 
3.6.  Globulin— 3.2.  A/G— 1.12/1. 

11-20-58:  Acid  Phosphatase — 0. 

Prothrombin  times: 

11-9-57  — 21%.  11-10-58  — 22%.  11-14-58  - 
29%.  11-17-58—80%.  11-19-58—45%.  1 1-19-58 — 
54%.  11-22-58—29%.  11-22-58—45%.  1 1-23-58 — 
22%. 

Clinical  Discussion: 

Dr.  Rita  Don: 

The  case  that  concerns  us  tonight  is  the  case 
of  a 25  year  old  Latin-American  male  who  was 
in  good  health  until  one  year  prior  to  his  admis- 
sion to  the  hospital.  His  initial  episode  one  year 
prior  to  admission  consisted  of  anorexia,  nausea, 
vomiting,  a sense  of  abdominal  heaviness,  fever- 
ishness, which  lasted  for  a period  of  about  two 
weeks.  From  that  time  until  two  months  prior 
to  his  admission  to  the  hospital  he  had  recur- 
rences of  similar  episodes.  Two  months  prior  to 
admission  he  apparently  developed  increasing 
jaundice,  lost  20  pounds,  and  had  increasing 
weakness  and  feverishness.  He  was  seen  by  a 
physician  one  week  prior  to  his  admission  who 
found  that  he  was  jaundiced,  had  hepato-spleno- 
megaly,  a temperature  of  99,  anemia,  leukopenia 
with  a normal  differential  count,  bile  in  his  urine, 
thymol  turbidity  of  nine,  bilirubin  of  five  mg.  per 
cent  with  equal  direct  and  indirect  fractions, 
serum  albumin  of  3.5  mg.  per  cent  and  globulin 
of  two  mg.  per  cent.  On  admission  to  the  hospital 
he  had  temperature  of  104,  pulse  120,  respiration 
20,  B.P.  90/60.  Physical  examination  revealed 
evidence  of  weight  loss,  jaundice,  bleeding  from 
the  nose  and  gastro-intestinal  tract,  marked 
splenomegaly,  slight  hepatomegaly,  and  slight 
generalized  lymphadenopathy.  During  his  hospi- 


talization he  had  essentially  no  response  to  treat- 
ment which  consisted  of  whole  blood  transfusions, 
vitamins  C,  K and  B-12,  tetracycline  and 
steroids.  His  condition  deteriorated  steadily  and 
he  expired  on  the  18th  hospital  day.  May  we  see 
the  X-rays  at  this  time,  please? 

Dr.  Charles  McVaugh: 

Radiographic  examinations  of  the  chest  are  es- 
sentially negative.  The  abdomen  shows  a shadow 
which  represents  the  enlarged  spleen  which  was 
palpated  on  the  physical  examination.  I cannot 
see  any  indication  of  an  enlarged  liver  on  the 
X-ray.  There  is  no  evidence  of  peritonitis  or 
fluid  in  the  abdomen,  or  of  calculi,  there  is  no 
evidence  of  hyaline  masses  in  the  chest  X-ray 
and  so  on.  The  long  bone  examinations  are  within 
normal  limits,  the  marrow  cavity  appears  normal, 
it  is  not  in  keeping  with  any  particular  blood 
dyscrasia.  The  only  positive  finding  I believe  is’ 
the  confirmation  of  the  large  spleen  on  the  X-ray; 
Dr.  Don: 

In  the  protocol  approximately  a page  and  a 
half  is  dedicated  to  the  laboratory  findings.  In 
summary,  they  show  a persistent  pancytopenia, 
jaundice  due  primarily  to  a hemolytic  process 
as  evidenced  by  an  elevation  of  the  indirect  serum 
bilirubin  and  by  bone  marrow  studies  which  re- 
vealed hyperplasia  of  all  the  cellular  elements 
with  maturation  arrest.  There  is  some  evidence 
of  liver  impairment  as  shown  by  an  elevated 
BSP,  increased  cephalin  flocculation,  alkaline 
phosphatase  and  increased  prothrombin  times. 

Serology  was  negative,  febrile  agglutinations 
were  negative,  four  peripheral  blood  cultures  and 
one  bone  marrow  culture  were  negative,  stool 
culture  shows  a salmonella,  type  not  stated  in  the 
protocol,  and  the  urine  culture  showed  a gram- 
negative bacillus,  identification  not  stated  in  the 
protocol  but  sensitive  to  Chloromycetin.  Skin 
tests  for  tuberculosis  and  coccidioidomycosis  were 
negative.  Urine  for  Bence-Jones  protein  was 
negative. 

Intermittent  Febrile  Episodes 

In  essence,  in  this  case  we  are  dealing  with  a 
25-year-old  male  who  had  intermittent  febrile 
episodes  of  one  year’s  duration  with  massive 
splenomegaly,  and  with  pancytopenia  and  hemo- 
lytic jaundice  due  apparently  to  hypersplenism. 
As  a result  of  these  findings  I should  like  to  dis- 
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cuss  the  differential  diagnosis  from  the  point  of 
view  of  splenomegaly. 

In  the  classification  of  splenomegaly  there  are 
five  major  classifications:  First,  congestive  spleno- 
megaly; second,  infectious  splenomegaly;  third, 
hyperplastic  splenomegaly;  fourth,  infiltrative 
splenomegaly,  and  fifth,  collagen  and  granuloma- 
tous diseases.  I should  like  to  limit  this  discussion 
primarily  to  infectious  and  infiltrative  types  of 
splenomegaly.  The  hyperplastic  splenomegalies 
consist  primarily  of  the  hemolytic  anemias,  per- 
nicious anemia,  polycythemia  vera,  myelophthisic 
anemia,  hemoglobin  C.  syndrome,  Mediterranean 
anemia,  thrombocytopenic  purpura,  primary 
splenic  neutropenia.  In  general,  the  diseases  in 
this  group  are  largely  due  to  congenital  and  he- 
reditary factors.  In  the  protocol  it  is  stated  that 
there  is  no  family  history  of  any  bleeding  dis- 
orders or  similar  disorders  in  this  patient.  Also 
he  was  in  good  health  until  he  was  24  years  of 
age. 

Multiple  Systems 

In  collagen  and  granulomatous  diseases,  pri- 
mary systemic  lupus  erythematodes,  sarcoidosis 
and  rheumatoid  diseases,  multiple  systems  are  in- 
volved. In  this  patient  the  systems  involved  were 
primarily  the  reticulo-endothelial  system  and 
lymphatic  system.  His  pulmonary,  cardiac  and 
renal  systems  were  not  involved. 

Congestive  splenomegaly  is  due  to  portal  hyper- 
tension, primarily  from  cirrhosis  of  the  liver, 
splenic  vein  thromboses,  portal  vein  changes  which 
include  thrombosis,  cavernous  transformation,  tu- 
mor invasion,  blood  dyscrasias,  or  extended  pres- 
sure on  the  portal  or  splenic  veins  or  splenic  artery 
aneurysm. 

This  patient  may  have  had  some  secondary 
congestive  splenomegaly  but  I doubt  that  it  was 
a primary  disease  such  as  occurs  with  cirrhosis  of 
the  liver  which  is  usually  of  long  standing.  Also 
there  isn’t  even  any  mention  in  the  protocol  here 
of  the  one  or  two  beers  which  the  patient  may 
have  consumed  in  the  past  which  is  quite  fre- 
quently found  in  cases  which  suggest  cirrhosis  of 
the  liver. 

Infectious  Splenomegaly 

Now  for  the  cases  of  infectious  splenomegaly.  II 
this  were  infectious  mononucleosis  it  would  be  of 


unusually  long  duration.  The  usual  case  of  in- 
fectious mononucleosis  lasts  three  to  six  months. 
This  patient’s  symptoms  were  of  one  year’s  dura- 
tion. In  sub-acute  bacterial  endocarditis  or  acute 
septic  diseases,  the  initial  episode  is  the  serious 
one  and  death  usually  occurs  early.  The  disease 
is  most  serious  in  its  early  stage  rather  than  being 
progressively  worse  in  the  later  stages  as  was  the 
case  in  this  patient. 

In  chronic  infectious  processes  such  as  tubercu- 
losis, splenomegaly  is  usually  the  result  of  hema- 
togenous spread.  In  this  case  the  chest  X-ray 
and  also  the  tuberculin  test  was  negative.  Cases 
have  been  reported  of  primary  tuberculosis  of  the 
spleen,  but  they  are  extremely  rare  and  the  tu- 
berculin test  in  this  patient  was  negative.  Febrile 
agglutinations  and  many  repeated  blood  cultures 
for  brucellosis  were  negative.  One  could  consider 
typhoid  fever  since  we  have  in  the  protocol  a 
stool  culture  for  salmonella  and  also  in  the  urine 
a gram-negative  bacillus  which  is  sensitive  to 
Chloromycetin. 

Again,  in  typhoid  fever,  if  death  results  from 
such  it  is  usually  early  in  the  disease  or  may  be 
the  result  of  complications  thereof,  either  from 
rupture  of  the  spleen,  which  can  occur  in  rare  in- 
stances earlier  in  the  disease,  or  from  perforation 
of  the  intestinal  tract,  or  from  massive  hemor- 
rhage. It  rarely  occurs  late  in  the  disease  and 
again  if  there  are  relapses  they  are  of  a milder 
nature  than  the  initial  episode. 

Other  Parasitic  Diseases 

There  are  other  parasitic  diseases  that  should 
be  considered,  particularly  in  massive  splenomega- 
ly, such  a schistosomiasis,  leishmoniasis  and  try- 
panosomiasis, but  again  there  is  no  history  that 
this  patient  had  resided  outside  this  area;  and 
these  diseases  are  not  endemic  to  this  area.  One 
should  also  consider  malaria  which  can  cause 
splenomegaly  in  an  infectious  process.  The  malaria 
parasite  that  may  be  considered  endemic  here  is 
the  vivax.  One  might  consider  that  this  patient 
might  have  had  black  water  fever  which  usually 
is  the  result  of  falciparum  type  which  is  not  en- 
demic in  this  area.  Also,  if  his  demise  had  been 
due  to  black  water  fever  it  would  have  been  due 
to  hemoglobinuria  with  the  end  result  of  renal 
shut-down  and  his  demise  was  not  of  such  a 
nature. 

Now  for  the  section  which  I consider  to  be  the 
important  one  in  this  case,  that  is  the  infiltrative 
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type  of  splenomegaly  which  include  the  lipodys- 
trophies, Gaucher’s  disease  and  the  xanthoma- 
toses. In  Gaucher’s  disease  massive  splenomegaly 
is  a common  finding  but  it  is  usually  found  in 
patients  of  good  health  and  one  who  has  not  had 
intermittent  febrile  episodes  preceding  the  finding 
of  the  massive  splenomegaly.  And  the  other  xan- 
thomatoses such  as  Nieman  Pick,  Hand  Schueller 
Christian,  have  usually  a familial  history  of  such. 

Leukemias 

In  regard  to  the  leukemias,  the  most  famous 
one  for  producing  massive  splenomegaly  is  the 
myelogenous  leukemia  and  in  this  case  the  bone 
marrow  findings  did  not  confirm  such  a diagnosis. 

And  last  but  not  least  and  the  one  I consider 
to  be  the  most  important,  is  the  group  of  the 
malignant  lymphomas  or  Hodgkins’  disease,  and 
it  is  my  belief  that  that  is  what  this  patient  had. 
It  is  not  usual  for  massive  splenomegaly  to  be  the 
presenting  symptom  in  these  patients  but  it  may 
occur.  In  this  case  the  primary  site  may  have 
been  in  the  spleen,  or  secondarily  it  may  have 
been  in  the  abdominal  lymph  nodes  with  exten- 
sion into  the  spleen.  Or  the  splenomegaly  resulted 
because  of  compression  in  the  retroperitoneal  area 
of  the  splenic  vein.  I think  that  the  history  of  this 
patient  and  his  demise  is  compatible  with  such 
a diagnosis. 

Dr.  Francisco  Licon: 

It  is  my  experience  that  people  who  live  in 
this  area  go  to  the  south  of  Mexico,  to  Acapulco 
and  so  on.  I was  wondering  whether  just  prior 
to  the  onset  of  the  illess  he  may  have  come  back 
from  Mexico  with  amoebiasis. 

Dr.  Bornstein: 

We  didn’t  have  any  evidence  of  any  amoebae 
on  the  fecal  findings.  This  case,  by  the  way,  was 
discussed  at  length  at  three  Saturday  morning 
conferences. 

Dr.  Ira  Budwig: 

I think  it  was  a very  interesting  presentation 
and  I would  go  along  with  Dr.  Don’s  diagnosis. 
At  the  present  time  I have  a patient,  Dr.  Don 
has  seen  that  patient,  12  years  old.  We  have  been 
treating  him  about  three  months  now,  for  prac- 
tically the  same  symptoms.  He  came  in  the  first 
time  with  a huge  spleen,  he  had  fever  up  to  106 


two  or  three  times  a day,  bone  marrow  had  been 
negative.  Dr.  Crossett  took  out  a lymph  node — 
he  does  not  have  enlarged  lymph  nodes — which 
did  not  show  anything  specific.  His  course  for  the 
last  three  months  we  think  has  been  one  of  Hodg- 
kins’. He  has  responded  to  X-ray  therapy  fairly 
well,  and  is  in  fair  shape  at  the  moment.  His 
course  is  almost  identical  to  this,  and  I think  it 
is  interesting  because  we  feel  that  this  patient, 
who  is  still  alive,  also  has  Hodgkins’. 

Dr.  Pablo  Ayub: 

I would  like  to  present  this  consideration  and 
see  if  it  helps  on  the  differential  diagnosis:  Ap- 
parently as  you  can  see  on  these  blood  counts 
the  red  blood  cells  were  apparently  kept  up  with 
transfusions,  but  the  peculiar  thing  about  it  is  that 
the  white  blood  cells  apparently  were  not  kept  up 
with  transfusions.  For  some  reason  or  other  the 
white  cells  would  vary  between  1,600  which  is 
the  lowest,  to  6,100  which  apparently  was  due  to 
the  blood  transfusion.  But  what  is  the  explanation 
for  the  variation  of  the  white  cells,  when  the  red 
cells  did  not  vary  considerably?  Was  the  spleen 
involved?  Was  it  destroying  the  white  cells? 

Dr.  Don: 

I think  this  patient  had  a definite  hypersplen- 
ism. 

Dr.  Ayub: 

And  the  white  cells  were  selected  by  the  spleen 
for  destruction? 

Dr.  Don: 

All  of  the  cellular  elements  were. 

Dr.  Ayub: 

But  the  red  cells  were  kept  up,  I mean  they  did 
not  vary  in  the  same  proportion  that  the  white 
cells  did. 

Dr.  Don: 

I do  not  think  these  variations  are  too  much 
out  of  proportion. 

Dr.  Jack  Postlewaite: 

It  is  an  excellent  discussion.  The  case  fouled  us 
up  clinically  on  this  round  table  that  we  have 
on  Saturdays,  and  you  are  invited,  by  the  way, 
gentlemen.  It  is  an  instructive  meeting.  I would 
add  only  two  other  possibilities.  This  is  hyper- 
splenism,  I don’t  know  that  it  is  the  primary 
disease  of  the  spleen  or  of  the  liver  or  both.  We 
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have  left  out  one  other  consideration  a toxic 
hepatitis,  phosphorus  is  not  unlikely  to  give  us 
such  a down  hill  course.  I presume  this  death  was 
a hepatic  coma.  The  only  other  thing  to  add 
would  be  in  the  neoplastic  diseases  like  a carci- 
noma of  the  liver.  We  have  missed  those  routine- 
ly here;  you  have  to  have  a biopsy  which  was 
never  obtained  and  could  not  be  obtained  due  to 
the  critical  condition  of  the  patient. 

Dr.  J.  C.  Dotson: 

I would  like  to  be  able  to  raise  some  questions 
by  making  a surgical  statement  because  the  pa- 
tient was  seen  by  the  surgical  service  several 
times.  But  Dr.  Postlewaite  asked  about  the  demise, 
I noticed  in  the  protocol  there  was  very  little 
about  it.  The  fact  of  the  matter  was  that  at  one 
time  we  were  considering  cerebral  metastases,  be- 
cause the  patient,  whether  because  of  the  fever  or 
associated  with  it  or  completely  unrelated,  was 
in  a coma. 

He  was  alert  for  several  days  after  he  entered 
the  hospital  and  then  lapsed  into  a coma.  He  had 
several  spinal  taps,  so  that  the  diagnosis  was  con- 
siderably in  doubt  as  to  whether  it  was  even  a 
reticulo-endothelial  or  other  primary  malignancy. 
On  entering  the  hospital  he  was  in  such  good 
shape  that  a primary  splenectomy  was  considered 
as  soon  as  work-up  could  be  obtained.  Unfortu- 
nately, the  further  the  work-up  went  along,  the 
worse  the  patient’s  condition  continued  to  be. 

Dr.  Don: 

In  the  protocol  there  is  mention  made  that  on 
the  12th  hospital  day  this  patient  had  several 
generalized  convulsive  seizures  and  there  is  also 
mention  of  the  spinal  fluid  that  was  obtained  at 
that  time.  It  is  well  known  that  one  of  the  com- 
plications of  thrombocytopenia  can  be  bleeding 
from  any  site  and  since  the  spinal  fluid  findings 
were  essentially  normal  with  the  exception  of 
xanthrochromic  fluid,  it  is  my  belief  that  the  ce- 
rebral manifestations  in  this  case  were  due  to  in- 
tercranial  hemorrhage. 

Clinical  Diagnosis:  Fever  of  unknown  origin, 
possible  malignant  lymphoma. 

Dr.  Don’s  Diagnosis:  Hodgkins’  disease. 

Pathological  Diagnosis:  Splenomegaly  and  dis- 
ease of  the  reticulo-endothelial  system  suggestive 
of  Hodgkin’s  disease. 

Pathological  Discussion:  Dr.  Bornstein: 

The  pathologist  in  discussing  such  a case  as 


this  labors  under  the  handicap  that  he  is  sup- 
posed to  have  and  give  out  the  last  word.  Some- 
times I try  to  wiggle  out  of  it  by  saying  we  don’t 
have  the  last  word  and  here  I have  to  use  at 
least  two  ploys  to  provide  some  sort  of  an  answer. 
On  autopsy  there  was  firstly,  ascites,  and  pleural 
effusion;  secondly,  a great  number  of  small  hem- 
orrhages all  over.  The  liver  weighed  2000  grams. 
The  markings  were  slightly  accentuated.  The 
spleen  weight  1000  grams  which  implies  a real 
solid  splenomegaly. 

It  had  one  area  of  infarction,  but  did  not  show 
grossly  any  of  the  significant  changes  that  might 
identify  it  as  let’s  say  a Hodgkins’,  or  as  a leu- 
kemia. The  retro-peritoneal  lymph  nodes  were 
markedly  enlarged.  There  was  an  obvious  severe 
bronchopneumonia  which  was  confirmed  micro- 
scopically. This  gives  us  at  least  an  adequate 
cause  of  death  for  the  patient.  The  brain  grossly 
and  microscopically  was  essentially  normal. 

Microscopic  Examination 

For  microscopic  examination  we  cut  about  25 
lymph  nodes,  and  naturally  the  bone  marrow. 
The  bone  marrow  showed  evidence  of  hemolytic 
anemia  and  showed  a great  many  cells  with  a 
moderate  degree  of  maturation  arrest.  Of  the  25 
lymph  nodes,  24  were  essentially  normal.  One 
only  was  abnormal.  In  this  lymph  node  the  nor- 
mal pattern  had  disappeared,  there  was  inten- 
sive proliferation  of  reticulo-endothelial  elements, 
and  some  rather  large,  hyperchromatic,  irregular 
cells  were  seen.  Under  high  power  the  nuclei 
were  bilobate  and  markedly  hyperchromatic. 
(Fig.  1).  Another  feature  was  a foamy  infiltrate 
throughout  the  lymph  node.  The  microscopic  ex- 
amination of  the  spleen  showed  a diffuse  hyper- 
plasia and  a few  of  these  hyperchromatic  cells. 

Reasonable  Interpretation 

Now,  how  can  we  make  any  reasonable  inter- 
pretation of  these  findings?  There  is  a strong 
temptation  to  simply  close  the  book  and  call  it 
Hodgkins’,  on  the  evidence  of  a few  cells  that 
have  a marked  resemblance  to  Sternberg  giant 
cells.  I think  it  is  defensible,  but  I do  not  feel 
comfortable  with  it.  There  is  the  extenuating  cir- 
cumstance that  this  patient  had  large  amounts  of 
ACTH  and  steroids.  You  may  remember  the  case 
of  a proven  myeloid  leukemia  where  under  steroids 
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Figure  1 


the  entire  myeloid  picture  disappeared  and  the 
patient  died  of  miliary  tuberculosis. 

That  is  a nice  way  out.  My  feeling  is  that  it 
is  more  honest  to  say  that  we  have  here  a splen- 
omegaly. With  the  splenomegaly  we  have  a 
splenic  anemia  and  a bronchopneumonia..  We 
also  have  a profound  disturbance  of  the  reticulo- 
endothelial apparatus,  the  nature  of  which  we 
really  should  consider  undetermined  at  the  pres- 
ent time  and  regretfully  admit  our  ignorance. 

I cannot  argue  that  this  is  not  Hodgkins’,  the 
clinical  course  speaks  for  it  and  some  of  the  cells 
speak  for  it.  The  anatomical  features  as  we  see 
them  now  really  don’t  permit  me  to  say  more 
than  splenomegaly  with  a splenic  anemia  and 
some  suggestion  of  a profound  disturbance  in 
the  reticulo-endothelial  system  in  which  the  mor- 
phology was  modified  by  cortisone.  However, 
the  cortisone  did  not  prevent  the  fatal  outcome 
of  the  disease. 

Dr.  Don: 

In  the  retro-peritoneal  lymph  node  involve- 
ment, was  there  any  evidence  of  Hodgkins’  that 
you  could  see? 

Dr.  Borns tein: 

No.  As  a matter  of  fact  I described  the  lymph 
nodes  as  grossly  enlarged,  but  not  matted;  they 
did  not  have  the  firm,  package  shape  that  per- 
mits you  to  make  a gross  diagnosis  of  Hodgkins’. 
They  were  merely  large,  soft  lymph  nodes  and 
that  is  all.  Most  of  them  microscopically  showed 
inflammatory  hyperplasia  and  only  one  showed 
this  particular  change  which  suggests  Hodgkins’ 
or  profound  reticulo-endothelial  damage  without 
being  absolutely  diagnostic. 


SO  YOU  HAVE  GLAUCOMA,  by  Everett 
R.  Viers,  M.D.,  published  by  Grune  & Stratton, 
Inc.,  New  York,  July  1958,  $2.75. 

Of  great  value  to  the  physician  is  a recently 
published  book,  “So  You  Have  Glaucoma”  by 
Everett  R.  Viers,  M.D.  The  book  was  written  to 
help  the  patient’s  understanding  of  glaucoma.  It 
is  the  feeling  of  the  author  that  adequate  treat- 
ment and  control  of  glaucoma  is  predicated  on 
the  patient’s  fundamental  knowledge  of  the  causes 
and  methods  of  control. 

Dr.  Viers  has  painted  a very  clear  picture  of 
the  seriousness  of  glaucoma  colored  with  overtones 
of  optimism  if  proper  treatment  is  followed.  A 
growing  awareness  of  the  prevalency  of  glaucoma 
demanded  a clear,  simple  presentation  of  the  dis- 
ease to  which  the  physician  might  refer  his  patient. 
Dr.  Viers’  book  reinforces  the  physicians  treat- 
ment by  allowing  the  patient  to  see  and  evaluate 
the  treatment. 

Serves  As  Manual 

Significantly,  this  book  is  written  in  such  a 
manner  as  to  be  of  appeal  and  value  to  the  indi- 
vidual interested  in  glaucoma,  to  the  physician 
treating  and  explaining  glaucoma,  and  the  patient 
who  has  glaucoma.  This  book  serves  the  same 
purpose  to  the  glaucoma  patient  as  the  “Diabetic 
Manual”  by  Elliott  P.  Joslin  serves  for  the  dia- 
betic patient.  The  book  is  so  organized  that  that 
individual  who  wishes  to  may  read  about  the 
anatomical  and  physciological  basis  for  glaucoma, 
while  other  individuals  may  delete  this  amount  of 
detail  without  jeopardizing  their  understanding. 

Dr.  Viers  limits  his  terminology  and  well  de- 
fines those  terms  which  he  does  use.  The  book  is 
not  overly  technical  and  may  be  easily  read  in 
several  hours  by  a layman. 

Immediate  treatment  of  glaucoma  is  stressed 
because  that  vision  lost  by  glaucoma  is  never  re- 
covered, although  adequate  treatment  can  help 
retain  “useful  vision”.  The  only  way  to  be  safe 
from  glaucoma  is  to  have  an  adequate  examina- 
tion for  its  presence  by  a competent  ophthalmo- 
logist at  periodic  intervals  after  forty  years  of  age. 

Charles  P.  Elsberg,  M.D. 

800  Montana  Avenue 
El  Paso,  Texas 
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Suite  3B  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1426  El  Paso,  Texas 

E.  J.  ETTL,  M.D.,  F.C.A.P. 

Certified  by  American  Board  of  Pathology 
Pathology 

3317  Fort  Blvd.  LO  6-4351  El  Paso,  Texas 

A.  J.  DINGACCI,  M.  D. 

C.  B.  FREYDENLUND,  M.  D. 

V.  E.  ELLIOTT,  M.  D. 

GENERAL  PRACTICE 

HA  3-3311  Fallon,  Nevada 

WARD  EVANS,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 
SURGERY 

414  Banner  Bldg.  KE  3-7587  El  Paso,  Texas 

J.  C.  DOTSON,  M.  D. 

General  Surgery 

800  Montana  Ave.  KE  2-81  II  El  Paso,  Texas 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

404  Banner  Bldg.  KE  2-5771  El  Paso,  Texas 
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Whether  the  response  in 

acute  skeletal 
muscle  spasm 

is  tftwi6ett 
finatuMtocect 
“exceMwt 
aiyoi^icattt 

or 


it  all  adds  up  to 

94.4%  beneficial 
results  with 


Robaxin  has  become  the  leader  in  prescription 
preference  for  skeletal  muscle  relaxation,  because: 

• It  is  highly  potent— and  long  acting.1,2 

• It  is  relatively  free  of  adverse  side  effects.1, 2,4,5 

• In  ordinary  dosage,  it  does  not  reduce  normal  muscle 
strength  or  reflex  activity.1 

Robaxin’s  outstanding  effectiveness  is  authenticated  by  the  results 

of  five  recent  clinical  studies  in  which  it  was  administered  to 

198  patients.1,2,3,4,5  Good  results  were  reported  in  80.3%  of  the  patients 


and  moderate  results  in  14.1%— or  an  over-all  beneficial  effect 
in  94.4%.  Conditions  treated  included  spasm  secondary  to  trauma, 
ligamentous  strains,  herniated  disc,  torticollis,  whiplash  injury, 
contusions,  fractures,  fibromyositis,  acute  myalgic  disorders, 
and  skeletal  muscle  spasms  afflicting  industrial  workers. 

Supply:  Robaxin  Tablets,  0.5  Gm.  (white,  scored)  in  bottles  of  50. 

References: 

1.  Carpenter,  E.  B.:  Southern  M.  J.  51:627,  1958.  2.  Forsyth,  H.  E:  J.A.M.A. 

167:163,  1958.  3.  O’Doherty,  D.  S.,  and  Shields,  C.  D.:  J.A.M.A.  167:160,  1958. 

4.  Park,  H.  W.:  J.A.M.A.  167:168,  1958.  5.  Plumb,  C.  S.:  Journal-Lancet  78:531,  1958. 
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Methocarbamol  Robins,  U.S.  Pat.  No.  2770649 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 
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JOE  R.  FLOYD,  M.  D„  F.  A.  C.  S. 
JOHN  A.  PONSFORD,  M.  D. 

HERBERT  E.  HIPPS,  M.  D. 

GENERAL  SURGERY 

ORTHOPEDIC  SURGERY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-5881  El  Paso,  Texas 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 

1130  N.  Central  Ave.  2021  N.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 

JOHN  W.  KENNEDY,  M.  D. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

JAMES  R.  MATHESON,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Diplomates  of  American  Board  of  Radiology 
X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY 

MEDICAL  ARTS  BUILDING 

AL  8-8436  AL  3-4131  AL  8-753! 

Phoenix,  Arizona 

415  East  Yandell  Blvd.  KE  3-3443  El  Paso.  Texas 

CHARLES  E.  GALT,  JR.,  M.  D. 

RALPH  H.  HOMAN,  M.  D„  F.  A.  C.  P. 

CARDIOLOGY 

Practice  Limited  to  Obstetrics  and  Gynecology 

ROBERT  B.  HOMAN,  JR.,  M.  D„  F.  A.  C.  S. 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

513  West  Fox  St.  Phone  TUxedo  5-6666  Carlsbad,  N.  M. 

Suite  7D  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1409  El  Paso,  Texas 

H.  M.  GIBSON.  M.  D„  F.  A.  C.  S. 

GEORGE  W.  HORTON,  M.  D. 

(Certified  by  American  Board  of  Urology) 

PRACTICE  LIMITED  TO  ORTHOPEDICS 

PRACTICE  LIMITED  TO  UROLOGY 
209  Medical  Arts  Bldg.  KE  2-8130  El  Paso,  Texas 

413  N.  Lincoln  FEderal  2-1271  Odessa,  Texas 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

LOUIS  G.  JEKEL,  M.D. 
ROBERT  H.  SNAPP,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 

Diplomates  American  Board  of  Dermatology 

DIAGNOSIS  — GASTROENTEROLOGY 

DERMATOLOGY 

701  First  National  Building  KE  2-6221  El  Paso,  Texas 

550  W.  Thomas  Rd.  CR  4-4901  Phoenix,  Ariz. 

EMMIT  M.  JENNINGS,  M.D.,  F.A.C.S. 

J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S. 

Diplomate  American  Board  of  Surgery 

GENERAL  and  GYNECOLOGICAL  SURGERY 

SURGERY  — ENDOSCOPY 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  2-9032  El  Paso,  Texas 

207  N.  Union  St.  Main  2-4360  Roswell,  N.  Mex. 

W.  A.  JONES,  M.  D. 

RALPH  G.  GREENLEE,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Neurological  Surgery 

Diplomate  American  Board  of  Internal  Medicine 

NEUROLOGICAL  SURGERY 

INTERNAL  MEDICINE 

401  N.  Garfield  MUtual  4-8072  Midland,  Tex. 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7579  El  Paso,  Texas 

SOLOMON  HELLER,  M.D. 

S.  H.  Jordan,  M.D..  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

INTERNAL  MEDICINE 
Hematology  — Endocrinology 
800  Montana  Ave.  KE  3-0406  El  Paso,  Texas 

Diplomates  American  Board  of  Surgery 

GENERAL  and  GYNECOLOGICAL  SURGERY 
Suite  7B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-1693  El  Paso.  Texas 
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LINDELL  M.  KINMAN,  M.  D. 

HOWARD  J.  H.  MARSHALL,  M.  D. 

Diplomate  American  Board  of  Urology 

Member  American  Academy  of  General  Practice 

UROLOGY 

GENERAL  PRACTICE 

300  West  Alameda  Phone  MA  2-41 II  Roswell,  N.  M. 

Suite  8E  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-2431  El  Paso,  Texas 

M.  NATHAN  KLEBAN,  M.  D. 

DRS.  MASON,  HART,  BOVERIE 

Certified  by  American  Board  of  Internal  Medicine 

BLACK,  CLAYTON  & GREEN 

INTERNAL  MEDICINE 

PATHOLOGY  AND  CLINICAL  LABORATORIES 
X-RAY  DIAGNOSIS  AND  THERAPY 

304  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  KE  2-7079  El  Paso,  Texas 

Radioactive  Cobelt 

Isotopes  Beam  Therapy 

PATHOLOGY 

M.  S.  HART,  M.  D. 

GILBERT  LANDIS,  M.D. 

Diplomate  American  Board  of  Obstetrics  & Gynecology 

OBSTETRICS,  GYNECOLOGY 
and  GYNECOLOGICAL  SURGERY 
Suite  15-D  KE  3-5023  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 

C.  L.  GREEN,  M.  D. 

Diplomate*  American  Board  of  Pathology 
RADIOLOGY 

R.  F.  BOVERIE,  M.  D. 

G.  L.  BLACK,  M.  D. 

R.  S.  CLAYTON,  M.  D. 

J.  E.  WHITE,  M.  D. 

Diplomates  American  Board  of  Radiology 

CHARLES  P.  C.  LOGSDON,  M.  D. 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona  Ave.,  Suite  2-A  415  E.  Yandell  Blvd.,  Suite  101 

CARDIOLOGY 

KE  3-4478  KE  3-6926 

415  E.  Yandell  Blvd.  KE  3-7916  El  Paso,  Texas 

EL  PASO.  TEXAS 

TRUETT  L.  MADDOX,  D.  D.  S. 

MEDICAL  CENTER 
AND  WOMEN'S  CLINIC 

ORAL  SURGERY 

E.  G.  McCarthy,  M.  D„  F.  A.  C.  S.,  F.  1.  C.  S. 
Diplomate  American  Board  of  Obstetrics  and  Gynecology 
Jeff  H.  Davis,  M.  D.  ■ — Joe  Horn  M.  D. 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-3659  El  Paso,  Texas 

James  C.  Meade,  D.  S.  C.(  Chiropodist 

Plainview  CA  4-7426  Texas 

WALTER  B.  MANTOOTH,  Jr.,  M.D. 

LEROY  J.  MILLER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

Dermatology  and  Cancer  of  the  Skin 

NEUROLOGICAL  SURGERY 

2615  - 19th  Street  PO  5-6619  Lubbock,  Texas 

717  Encino  Place,  NE  Phone  3-1150  Albuquerque,  N.  M. 

MARSHALL  CLINIC 

J.  H.  MULLEN,  D.  D.  S. 

1.  J.  Marshall,  M.  D. 
General  Surgery 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

U.  S.  Marshall,  M.  D. 
Surgery  and  General  Practice 

1335  First  National  Bldg.  KE  3-8687  El  Paso,  Texas 

E.  A.  Latimer,  Jr.,  M.  D. 
General  Practice 

C.  H.  Fowler,  Jr.,  M.  D. 
Internal  Medicine  and  Diagnosis 

A.  WILLIAM  MULTHAUF,  M.  D.,  F.  A.  C.  S. 
UROLOGICAL  DIAGNOSIS  AND  SURGERY 

H.  D.  Johnson,  D.  D.  S. 

1315  First  National  Bldg.  KE  3-8986  El  Paso,  Texas 

ROSWELL  NEW  MEXlCU 
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E.  K.  NEIDICH,  M.  D„  D.  A.  B.  R. 

RADIOLOGY 

Memorial  General  Hospital  JAckson  6-2411  Las  Cruces,  N.  M. 


WALLACE  E.  NISSEN,  M.  D„  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D„  F.  A.  C S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 


F.  KEITH  OEHLSCHLAGER,  M.  D. 

Practice  Limited  to 
OBSTETRICS  and  GYNECOLOGY 
1208  W.  10th  St.  Phone  FE  7-4639  Odessa,  Texas 

THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP.  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D.,  F.  A.  C.  S. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D..  F.  A.  C.  S 
THOMAS  H.  TABER,  JR.,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2420  North  Third  Street — Phone  CRestwood  7-6211 — Phoenix,  Ariz. 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  8-8074  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.D.S. 

GENERAL  DENTISTRY 

SIdg.  I,  Suite  E 1501  Arizona  Ave. 

Phone  KE  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomats  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1385  El  Paso,  Texas 


JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  and  ENDOCRINOLOGY 

619  Professional  Building 

15  E.  Monroe  Phoenix,  Arizona 

Phone  ALpine  2-3577 


VINCENT  M.  RAVEL,  M.D. 
CHARLES  C.  McVAUGH,  M.D. 
WILLIAM  H.  MELTON,  M.D. 

Diplomates  American  Board  of  Radiology 

RADIOLOGY  — RADIO-ISOTOPES 
COBALT60  — TELETHERAPY 

616  Mills  Building  KE  2-3459 

800  Montana  Avenue  KE  2-1126 

El  Paso,  Texas 

RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER.  M.  D.,  F.  A.  C.  C. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE  — CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.  D„  F.  A.  C.  S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  KE  3-1601  El  Paso,  Texes 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  & CARDIOVASCULAR  DISEASES 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 


CECIL  A.  ROBINSON,  M.  D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Practice  Limited  to  Orthopaedics 
III  Pine  Street  2541  Kermit,  Texas 

S.  PERRY  ROGERS,  M.  D. 

W.  HUNTER  VAUGHAN,  M.  D. 

(Diplomates  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-4433  El  Paso,  Texas 


WILLARD  W.  SCHUESSLER,  M.D. 
DONALD  H.  EWALT,  M.D. 

Diplomates  of  the  American  Board  of  Plastic  Surgery 
Plastic,  Reconstructive  Surgery  and 
Maxillo-faciel  Surgery 

1501  Arizona  Ave.  Medical  Center,  Suite  4-C 

El  Paso,  Texas 
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A workhorse 
“mycin” 
for 

common 

infections 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-tolerated  Cyclamycin,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


CYCLAMYCIN 


Conforms  to  Code  for  Ad vertisir* 


Triocetyloleandomycin,  Wyeth 


® 

Philadelphia  1,  Pa. 
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F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 
BRADFORD  HARDIE,  M.  D. 

JESSON  L.  STOWE,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 
BEN  Z.  TABER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

First  National  Bldg.  KE  2-1495  El  Paso,  Texas 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Avenue  KE  2-4631  El  Paso,  Texas 

O.  J.  SHAFFER,  D.  D.  S„  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 

WINSLOW  P.  STRATEMEYER,  M.  D 

ORAL  SURGERY 

Diplomate  American  Board  of  Neurological  Surgery 

Suite  ID  El  Paso  Medical  Center  i50l  Arizona  Ave. 

NEUROLOGICAL  SURGERY 

Phone  KE  3-6742  El  Paso,  Texas 

Sjite  1 1 A Office  KE  2-916/  1501  Arizona  Ave. 

El  Paso  Medical  Center  Home  JU  4-0553  El  Paso,  Texas 

D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

Box  367  Phone  584  Ft.  Stockton,  Texas 

M.  D.  THOMAS,  M.  D. 

Diplomate  American  Board  of  Anesthesiology 
Suite  1 2-D  KE  3-3745 

1501  Arizona  Ave.  El  Paso,  Texas 

El  Paso  Medical  Center 

EUGENE  P.  SIMMS,  M.  D. 

- GENERAL  PRACTICE  — 

ROBERT  F.  THOMPSON,  M.  D„  F.  A.  C.  S. 

Medical  Arts  Center 

(Certified  by  American  Board  of  Urology) 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

UROLOGY 

816-818  Mills  Bldg.  KE  2-4321  El  Paso,  Texas 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

TURNER'S  CLINICAL 

Diplomates  American  Board  of  Dermatology  and  Syphilology 

DISEASES  OF  THE  SKIN 

& X-RAY  LABORATORIES 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-6172  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

GEORGE  TURNER,  M.  D. 
DELPHIN  von  BRIESEN,  M.  D. 
HELEN  W.  ANDERSON,  M.  D. 

EAR,  NOSE  AND  THROAT 

MEDICAL  center 

Bronchoscopy  — Esophagoscopy 
307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  2-9449  El  Paso,  Texas 

1501  Arizona  Ave.  Phone:  KE  2-4689 

Building  No.  6 El  Paso,  Texas 

ROBERT  HEALY  STEVENS,  B.  S.,  M.  D., 

F.  C.  C.  P. 

ALLERGY  — INTERNAL  MEDICINE 
1313  N.  Second  St.  AL  4-8841  Phoenix,  Arizona 

HARRY  H.  VARNER,  M.  D. 

LEIGH  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 

HERMAN  RICE,  M.  D. 

GENERAL  SURGERY 

Suite  5E  1501  Arizona  Ave. 

El  Paso  Medical  Center 

Phone  KE  2-6529  El  Paso,  Texes 

C.  S.  STONE,  M.D.,  F.A.C.S. 
A.  J.  JENSON,  B.A.,  M.D. 

RICHARD  P.  WAGGONER,  M.  D. 
M.  S.  (SURG.),  F.A.C.S. 

Phones:  3-5323  - 3-3033  - 3-4427 

GENERAL  SURGERY 

301  East  Cain  Street  Hobbs,  N.  M. 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 
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(phenylbutazone  geigy) 


tablets  • alka  capsules  potent  • nonhormonal  • anti-inflammatory  agent 


BUTAZOLIDIN  tablets  ortheAlka  cap- 
sules are  equally  effective  but  indi- 
vidually adaptable  in  a wide  range  of 
arthritic  disorders. 

Recent  clinical  reports  continue  to 
justify  the  selection  of  Butazolidin 
for  rapid  relief  of  pain,  increased 
mobility,  and  early  resolution  of 
inflammation. 

Gouty  Arthritis:  "...95  per  cent  of  pa- 
tients experienced  a satisfactory  re- 
sponse . . 

Rheumatoid  Arthritis:  In  "A  total  of 
215  cases... over  half,  50.7  per  cent 
showed  at  least  major  improvement, 


with  21.8  per  cent  showing  minor  im- 
provement  ”3  Osteoarthritis:  301 

cases  showed  "...a  total  of  44.5  per 
cent  with  complete  remission  or  ma- 
jor improvement.  Of  the  remainder, 
28.2  per  cent  showed  minor  improve- 
ment  ”3  Spondylitis:  All  patients 

“...experienced  initial  major  improve- 
ment that  was  maintained  throughout 
the  period  of  medication.”3  Painful 
Shoulder  Syndrome:  Response  of  70 
patients  with  various  forms  showed 
“...8.6  per  cent  complete  remissions, 
47.1  per  cent  major  improvement,  20.0 
per  cent  minor  improvement...."3 


References:  1.  Graham,  W.:  Canad. 
M.  A.  J.  79:634  (Oct.  15)  1958. 
2.  Robins,  H.  M.;  Lockie,  L.  M.;  Nor- 
cross,  B.;  Latona,  S.,  and  Riordan, 
D.  J.:  Am.  Pract.  Digest  Treat. 
8:1758,  1957.  3.  Kuzell,  W.  C.;  Schaf- 
farzick,  R.  W.;  Naugler,  W.  E.,  and 
Champlin,  B.  M.:  New  England  J. 
Med.  256:388,  1957. 

Availability  BUTAZOLIDIN®  (phenyl- 
butazone geigy):  Red  coated  tablets 
of  100  mg.  BUTAZOLIDIN®  Alka: 
Capsules  containing  BUTAZOLIDIN® 
(phenylbutazone  geigy),  100  mg.j 
dried  aluminum  hydroxide  gel, 
100  mg.;  magnesium  trisilicate 
150  mg.;  homatropine  methylbro- 
mide,  1.25  mg.  g 

geigy 

ARDSLEY,  NEW  YORK 


02959 
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Southwestern  General  Hospital 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

Member  Hospital: 

American  Hospital  Association 
Texas  Hospital  Association 

Blue  Cross  of  Texas 

• 


COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 


The  Clinic-Hospital  of  San 


D.  D.  WALL,  M.  D. 

Obstetrics  & Gynecology 

R.  M.  FINKS,  M.  D. 

Pediatrics 

M.  D.  KNIGHT,  M.  D. 

Surgery 


W.  H.  BRAUNS,  M.  D. 

Internal  Medicine 

ROY  E.  MOON,  M.  D. 

Obstetrics  & Gynecology 

CHAS.  F.  ENGELKING,  M.D. 

Ear,  Nose  and  Throat 

DALE  W.  HAYTER,  M.  D. 

Ophthalmology 


Angelo 


R.  A.  MORSE,  M.  D. 

Internal  Medicine 


RALPH  R.  CHASE,  M.  D. 

Pediatrics 


TOM  R.  HUNTE-R,  M.  D. 

Surgery 


Consultants  in  Radiology 

JOHN  E.  BALLARD,  M.  D 
JOHN  G.  BOLEN,  M.  D. 
224-234  W.  Beauregard  Ave. 


Consultant  in  Pathology 

LLOYD  R.  HERSHBERGER,  M.  D. 

J.  B.  ADCOCK,  Administrator  San  Angelo,  Texas 


2)ieu 
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the  Clock. 

EL  PASO,  TEXAS 

Fully  Approved  by  the 
Joint  Commission  on  Accreditation 
of  Hospitals. 

Fully  approved  by  the 
National  Nursing  Accrediting 
Service. 

Applicants  May  Apply 
To 

Sister  Mildred  Mary,  Director 

Fully  Approved  by  the  American 
Medical  Association,  American 
Society  of  Clinical  Pathologists, 
and  Registry  of  Medical  Tech- 
nologists. 

Latest  Facilities  For  All  Services. 
Emergency  Service  Around 

EL  PASO,  TEXAS 

EL  PASO,  TEXAS 
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Front  View  — Enclosed  Patio 


Sandia  Ranch  Sanatorium 

Rt  4,  Box  4104  Phone  4-3273  Albuquerque,  New  Mexico 

Licensed  by  State  Health  Department  as  a Psychiatric  Hospital  of  50  Beds 
For  the  Care  and  Treatment  of  Nervous  or  Mental  Disorders 

VARIOUS  ACCEPTED  FORMS  OF  THERAPY  AVAILABLE 

OCCUPATIONAL  THERAPY  AND  OUTDOOR  ACTIVITIES 

CLINICAL  LABORATORY  AND  ELECTROENCEPHALOGRAM 
LIMITED  FACILITIES  FOR  DOMICILIARY  CARE 

Favorable  Year  Round  Climate  — 20  Acres  Landscaped  Grounds 
JOHN  W.  MYERS,  M.  D.,  Medical  Director 

ALAN  JACOBSON,  M.D.,  Psychiatrist  FRED  W.  LANGNER,  M.  D.,  Psychiatrist 


DU  T T O N 
LABORATORY 

L.  O.  Dutton,  M.  D. 

Frederick  Bornstein,  M.  D. 

Rita  L.  Don,  M.  D, 

J.  A.  Hancock,  Ph.  D. 

Now  Available  for  Physicians,  Hospitals 
and  Laboratories 

A COMPLETE  MEDICAL 
LABORATORY  SERVICE 

In  addition  to  the  usual  procedures,  the  more 
complete  chemical  determinations  of  Protein 
Bound  Iodine,  Steroids,  etc.,  are  offered. 

Autopsy  procedures  with  special  attention  to 
medico-legal  aspects  are  available. 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


WATTS  CLINIC 
AND  HOSPITAL 

• 

MEDICINE 

Warren  Hall,  M.  D. 

Certified  by  American  Board  of  Internal 
Medicine 

J.  N.  Byrd,  Jr.,  M.D.,  A.A.G.P. 

• 

SURGERY 

Randolph  E.  Watts,  M.  D.,  F.  I.  C.  S. 
John  B.  Spriggs,  M.  D.,  F.  A.  C.  S. 

Diplomate,  American  Board  of  Surgery 
Member  of  the  American  Hospital  Association 

PHONE  1550 

500  E.  18th  Silver  City,  N.  M. 
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HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


505  5 north  thirty  fourth  street  phoenix,  Arizona  OTTO  L.  BENDHEIM,  M.  D.,  F.  A.  P.  A.,  Med.  Dir. 

CRestwood  7-7431 


INSTITUTE 

O F 

NEUROLOGY 

AND 

PSYCH 

1 A T R Y 

PROFESSIONAL  X-RAY 

AND 

CLINICAL  LABORATORY 

507  Professional  Bldg.  • Phoenix,  Arizona 

PHONE  ALpine  3-4105 
AND 

MEDICAL  CENTER  X-RAY 

AND 

CLINICAL  LABORATORY 

1313  North  2nd  Street  • Phoenix,  Arizona 

PHONE  ALpine  8-3484 
DIAGNOSTIC  X-RAY  — X-RAY  THERAPY 
RADIUM  THERAPY  — CLINICAL  PATHOLOGY 
TISSUE  PATHOLOGY  —ELECTROCARDIOGRAPHY 
BASAL  METABOLISM 
R.  Lee  Foster,  M.  D.,  Director 
Martin  L.  List,  M.  D.,  Radiologist 
George  A.  Gentner,  M.  D.,  Radiologist 
Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.  D.,  Consultant  Pathologist 


OVERTON  CLINIC 

300  Hughes  Building  PAMPA,  TEXAS 

M.  C.  Overton,  Jr.,  M.  D. 

Surgery  and  Gynecology 

E.  S.  Williams,  M.  D. 

Pediatrics  and  Obstetrics 

J.  R.  Donaldson,  M.  D. 

Surgery 

G.  R.  Hrdlicka,  M.  D. 

Radiology 

C.  M.  Lang,  M.  D. 

Surgery 

R.  W.  Moore,  M.  D. 

Internal  Medicine 
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WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

• 

Direct  Physician's  Phone  to 
Prescription  Department  — KE  3-2352 

FREE  DELIVERY 

UNIFORMS 

Doctors  • Nurses  • Interns  • Technicians 

Poplin,  Nylon,  Dacron 
White  and  Colors 

SURE-FIT  UNIFORM  CO. 

412  N.  Oregon  St.  KE  2-1374  El  Paso,  Texas 

TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  St.  KE  3-0952  El  Paso,  Texas 

Nights  — Call  LO  5-0359,  or  LO  5-3060 


RICHARD  E.  MARTIN 
MARTIN  MORTUARY 

Dial  KE  2-3691 

710  N.  Stanton  St.  El  Paso,  Texas 


C.  G.  McDow  and  Son,  Props. 

Rio  Grande  Pharmacy 

419-421  South  Stanton  St.  KE  2-4473  El  Paso,  Texas 


Raster  & Maxon 

Funeral  Home 

El  Paso,  Texas  KE  2-343 1 


For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 


El  Paso,  Texas 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  12  Conveniently  Located  Stores 

EL  PASO,  TEXAS  YSLETA,  TEXAS 


the  while  house 


Southwestern 
Surgical  Supply 
Company 


Your  Complete  Source  in  The  Southwest 
For  All 

Ethical  Medical  Equipment 
and  Supplies 


EL  PASO 


ALBUQUERQUE 


PHOENIX 


3500  Physicians  Read 
Southwestern  Medicine 


HARDING  and  ORR 

Funeral  Home 


EL  PASO,  TEXAS 

320  Montana  KE  3-1646 

We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

McKEE’S  PRESCRIPTION  PHARMACY 

107  East  San  Antonio  St.,  El  Paso 
Dial  KE  2-2693 
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Goat’s  milk  is  deliciously 
sweet ( but  not  too  sweet). 
Neither  is  it  too  rich.  Easily 
digested,  it’s  often  recom- 
mended for  infants,  children 
and  adults  with  digestive 
ills  or  allergies.  Price’s 
Certified  Goat’s  Milk  is 
produced  under  the 
supervision  of  the  El  Paso 
County  Medical  Milk 
Commission. 


PRICE’S  CREAMERIES,  INC 


Give  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from  level 
of  shoulders  to  tip  of  sacrum;  circumference  of 
pelvis  above  trochanters;  circumference  of  waist; 
height  and  weight. 

CHRISTOPHERS 

BRACE  AND  LIMB  CO. 

2231  Montana  St. 

KE  2-9690  EL  PASO,  TEXAS 
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FETAM/H 


SAN  ANTONIO,  TEXAS 


More  Powerful 

Less  Pressor 
Activitq 

Avoids  Nervous 
Side  Effects 

Complete  Dietarq 
Supplement 


SOUTHWESTERN  MEDICINE 


! 


Convenient  information  for 
physicians  starting  diabetic 
patients  on 

DIABINESE 

simple  once-a-day  dosage  in  practice 

During  the  initial  control  period,  the  patient  should  check 
his  urine  at  frequent  intervals,  and  report  at  least  once  weekly 
for  review  of  symptoms,  physical  examination,  urine  and/or 
blood  examination  for  glucose. 

ThC  Ne\V  ’P&tl&i'tt no  previous  antidiabetic  therapy ) 

1.  Initial  daily  dose  500  mg.  (2  tablets  of  250 
mg.  each)  with  breakfast. 

2.  In  elderly  patients,  initial  dose  250  mg.  (1 
tablet)  daily. 

3.  CONTROL  PERIOD 

(a)  If  blood  sugar  reaches  normal  levels 
after  three  to  seven  days,  or  if  glycosuria  dis- 
appears, lower  daily  dose  of  500  mg.  to  a level 
between  250  mg.  (1  tablet)  and  375  mg.  (114 
tablets  of  250  mg.)  with  breakfast  daily.  In 
elderly  patients,  dosage  may  be  reduced  to  as 
low  as  100  mg. 

(b)  If  hyperglycemia  or  glycosuria  persists 
or  develops,  increase  the  daily  dose  from  500 
mg.  to  625  mg.  ( 2 Vi  tablets  of  250  mg.)  with 
breakfast  daily.  In  elderly  patients,  dosage 
should  be  increased  from  250  mg.  according  to 
patient  response. 

(c)  Continue  weekly  adjustments  during 
first  month  of  therapy  until  maintenance  dose 
has  been  established.  Adjustments  below  250 
mg.  daily  are  best  made  in  steps  of  100  mg.  (one 
100  mg.  tablet).  The  maintenance  dose  may 
occasionally  be  as  low  as  100  mg.  (one  100  mg. 
tablet  daily)  or,  rarely,  as  high  as  1.0  Gm.  (four 
250  mg.  tablets)  daily.  Do  not  exceed  daily  dose 
of  1.0  Gm. 

Science  lor  the  world’s  well-being  KljlZCr  PFIZER 


Transfer  of  Patient  from  Insulin 

1 . If  patient  is  taking  40  or  less  units  of  insulin 
daily  and  gives  no  history  of  severe  or  “brittle” 
diabetic  response,  discontinue  insulin  and  re- 
place with  DlABiXESE  as  in  The  New  Patient. 

2.  Complete  control  period  as  for  The  New 
Patient.  Priming  (“loading")  doses  should  not 
be  used. 

3.  If  patient  is  taking  more  than  40  units  of 
insulin  daily,  or  shows  evidence  of  severe  or 
brittle  diabetes,  reduce  insulin  dose  by  50  per 
cent  and  initiate  DlABiXESE  therapy  as  for  The 
New  Patient.  Further  reduction  of  insulin  dos- 
age depends  on  patient  response. 

Transfer  of  Patient  from 
Other  Oral  Medication 

Where  less  than  satisfactory  control  has  been 
achieved  with  other  oral  medication,  or  where 
a change  to  once-a-day  dosage  is  desired, 
DlABiXESE  may  be  successfully  substituted. 
Such  a transfer  may  be  made  by  discontinuing 
previous  oral  medication,  substituting 
DlABiXESE,  and  continuing  control  period  as 
for  The  New  Patient.  Avoid  priming  doses. 

The  clinical  safety  of  DlABiXESE  has  been  estab- 
lished by  more  than  two  years'  trial.  By  adher- 
ence to  the  above  dosage  schedule,  side  effects 
of  DlABiXESE  will  generally  be  infrequent, 
mild,  and  transient. 


DIABINESE 

j , brand  of  chlorpropamide 

once-a-day  dosage 

THE  MOST  EFFECTIVE  ORAL  ANTIDIABETIC  AVAILABLE 

SUPPLIED.  Tablets,  250  mg,  bottles  of  60  and  250,  white,  scored. 
100  mg,  bottles  of  100,  white,  scored. 


LABORATORIES  Division,  Chas.  Pfizer  & Co,  Inc.  Brooklyn  6,  N.  V, 
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Epinephrine  bitartrate,  7.0  mg.-. per  cc.,  suspended  in 
inert,  nontoxic  aerosol  vehicle.  Contains  no  alcohol. 
Each  measured  dose  contains  0.15  mg.  epinephrine. 


Isoproterenol  sulfate,  2.0  mg.  per  cc.,  suspended  in 
inert,  nontoxic  aerosol  vehicle.  Contains  no  alcohol. 
Each  measured  dose  contains  0.06  mg.  isoproterenol. 


NOTABLY  SAFE  AND 
EFFECTIVE  FOR  CHILDREN,  TOO 


i-oo.  Librarian 
New  York  Ccadsay  of  i: 
2 East  103  Street 
New  York  SO,  New  York 


NO  RTHKiDGE. 
CALIFORNIA 
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The  Most  Important 

Word  to  Remember... 
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automatically  measured- dose  aerosol  medications 
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MI-CEBRIN®..  .broad  vitamin-mineral 

support  to  help  maintain  tissue  integrity 


"Mere  duration  of  life  is  not  enough,”  stresses 
Spies;1  . . we  must  devise  methods  which 
make  old  age  wait.”  These,  he  says,  are  chiefly 
dependent  on  nutrition  and  the  metabolic  state. 
Although  nutrition  is  a problem  that  involves 
all  essential  nutrients,  vitamins  and  minerals 
play  a vital  role  in  the  production  and  main- 
tenance of  healthy  tissues. 


Mi-Cebrin  supplies  11  vitamins  and  10  min- 
erals in  an  attractive,  easy-to-take  tablet.  Just 
one  tablet  a day  will  prevent  practically  all 
known  vitamin-mineral  deficiencies.  Prescribe 
Mi-Cebrin  as  a part  of  your  total  effort  to  ex- 
tend the  prime  of  life  of  your  adult  patients. 

Mi-Cebrin®  (vitamin-mineral  supplements,  Lilly) 


1.  Spies,  T.  D.:  The  Influence  of  Nutritional  Processes  on  Aging,  South.  M.  J.,  50:216,  1957. 


In 

smooth 
muscle 
spasm . . . 


• controls 

stress 

• relieves 

distress 


Pro-Banthine’with  Dartal’ 


Pro-Banthme— 

unexcelled  for  relief  of  cholinergic  spasm  — 
has  been  combined  with 

Dartal— 

new,  well-tolerated  agent  for  stabilizing  emotions— 
to  provide  you  with 

Pro-Banthme  with  Dartal— 

for  more  specific  control  of  functional  gastrointestinal 
disorders,  especially  those  aggravated  by  emotional 
tension. 


Specific  Clinical  Applications:  Functional  gastroin- 
testinal disturbances,  pylorospasm,  peptic  ulcer,  gas- 
tritis, spastic  colon  (irritable  bowel), biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  containing  15  mg. 
of  Pro-Banthme  (brand  of  propantheline  bromide) 
and  5 mg.  of  Dartal  (brand  of  thiopropazate  dihydro- 
chloride). G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
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Providence  Memorial  Hospital 

The  Modern  Hospital  of  the  Southwest 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
ISOTOPE  THERAPY  AND  STUDIES  COBALT  60  ROTATIONAL  TELETHERAPY  UNIT 

OUTSTANDING  CHEMISTRY  LABORATORY 

FACILITIES  FOR  PSYCHIATRIC  THERAPY  ELECTROENCEPHALOGRAPHIC  LABORATORY 

2001  North  Oregon  Street  • El  Paso,  Texas 
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the  house-call  antibiotic 


e wide  range  of  action  is  reassuring  when 
culture  and  sensitivity  tests  are  imprac- 
tical 

• effectiveness  demonstrated  in  more 
than  6.000,000  patients  since  original 
product  introduction  (1956) 

COSA-SIGNEMYCIN* 

glucosamine-potentiated  tetracycline 
with  triacetyloleandomycin 

More  than  90  clinical  references  attest  to 
the  superiority  and  effectiveness  of  Cosa- 
Signemycin  (Signemycin).  Bibliography 
and  professional  information  booklet 
available  on  request. 

jyizerj  Science  for  the  world’s  well-being  $^8Sh 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  N.  Y. 


capsules 

125  mg.,  250  mg. 


oral  suspension 

raspberry  flavored, 

2 oz.  bottle,  125  mg. 
per  teaspoonful  (5  cc.) 


pediatric  drops 

raspberry  flavored, 

10  cc.  bottle  (with 
calibrated  dropper), 

5 mg.  per  drop  (100  mg. 
per  cc.) 

a 


TT 


MAY,  1959 


289 


NEW 


-N 


u.-- 


_ j 


^ C}  ~ - T j / ^ ^ ^ j 

— ^ ■ ~ • ■ - w ' ■ J — /__  J _/ 

not  an  antibiotic . . . not  a sulfonamide . . . not  a nitrofuran 


EFFECTIVE  EVEN  AGAINST 
ANTIBIOTIC-RESISTANT  STRAINS 


HIGHLY  ACTIVE 

■ against  most  “path- 
ogenic cocci  [both 
staphylococci  and 
streptococci]  regard- 
less of  their  resistance 
to  antibiotics.”1 

■ against  pathogens 
common  in  skin  and 
wound  infections. 


VIRTUALLY 

NONSENSITIZING 

■ in  more  than  4500 
stringent,  closed-patch 
sensitivity  tests,  the  in- 
cidence of  allergic  re- 
sponse was  less  than 
2 per  cent.2, 3 

■ in  initial  clinical 
studies,  only  15  of  1014 
patients  developed  evi- 
dence of  skin  irritation. 


MINIMAL  RESISTANT 
ORGANISMS 

■ laboratory  attempts 
to  develop  Triburon- 
resistant  strains  pro- 
duced no  substantial 
change  in  organism 
sensitivity.1 


■ WIDE-SPECTRUM 

■ RAPID-ACTING 

■ WELL  TOLERATED 

■ NONSTAINING 

■ ODORLESS 


DIAGNOSIS  AND  NO.  OF  PATIENTS 

DURATION 
OF  TREATMENT 

RESULTS 

ADVERSE 

REACTIONS 

Impetigo  contagiosa  (50) 

Triburon 
3-10  days 

excellent 

none 

Ecthyma  (24) 

Triburon 
5-14  days 

excellent 

none 

Pustular  folliculitis  (16) 

Triburon 
1-3  weeks 

infection 

controlled 

3 complaints 
of  burning 

Dermatitis  repens  (18) 

Triburon 
1-2  weeks 

infection 

controlled 

none 

Dermatitis  repens  (18) 

Triburon-HC 
1-4  weeks 

excellent 

none 

Secondarily  infected  .pen 
eczematous  eruption  ' ' 

Triburon 
1-2  weeks 

infection 

controlled 

none 

Secondarily  infected 
eczematous  eruption  ' ' 

Triburon-HC 
1-4  weeks 

excellent 

1 complaint 
of  irritation 

Chart  based  on  finding  of  E.  Edelson,  E.  G run  berg  and  T.V.  Morton,  Jr.  PACKAGES: 

Triburon  Ointment,  1-oz  tubes  and  1-lb  jars. 
Triburon-HC  Ointment,  5-Gm  and  20-Gm  tubes. 

REFERENCES:  1.  R.  J.  Schnitzer,  E.  Grunberg, 

W.  F.  DeLorenzo  and  R.  E.  Bagdon,  to  be 
published. 

2.  E.  Edelson,  E.  Grunberg  and  T.  V.  Morton. 

Jr.,  Antibiotics  Annual  1958-1959,  New  York, 
Medical  Encyclopedia,  Inc.,  1959. 

3.  R.  C.  V.  Robinson  and  L.  E.  Harmon, 

Antibiotics  Annual  1958-1959. 

TRIBURON'”-  tridobisonium  chloride  — N,N'-bisll-methyl-3- 
(2,2,6-trimethylcyclohexyl)  propyll-N,  - N'-di methyl- 1 ,6* hexane- 
diamine  bis  (methochloride).  ROCHE® 

ROCHE  LABORATORIES  ••  Division  of  Hoffmann-La  Roche  Inc  •Nutley  10  • New  Jersey 
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Current  Therapy — Hypotensive  Drugs  (continued)  Page  305 

By  Lester  C.  Feener,  M.D.,  F.A.C.P.,  El  Paso 

Orthopaedic  Surgery  Notes — The  Orthopaedic  Editor 
Views  THE  PRACTITIONER  Page  307 

By  W.  Compere  Basom,  M.D.,  El  Paso,  Orthopaedic  Editor 

Biological-Astronomical  Space  Missile  Expert  To  Speak  at 

New  Mexico  Medical  Society  Meeting  Page  308 

Aphorisms  and  Memorabilia — Miscellaneous  Truths  and  Concepts Page  311 

Edited  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  N.M. 

The  Selection  of  the  Proper  Operation  for  the  Individual  Ulcer  Patient  . Page  312 

By  John  O.  Dampeer,  Jr.,  M.D.,  Kermit,  Texas 

Treatment  of  Arteriosclerosis;  Intravenous  Use  of 

Allotropic  Colloidal  Iodine  Solution  Page  314 

By  Frederic  Damrau,  M.D.,  New  York,  and 
Albert  B.  Trencavel,  Ph.D.,  Los  Angeles 

Coming  Meetings  Page  318 

Monthly  Clinical  Pathological  Conference  of  El  Paso  General  Hospital  Page  321 

Frederick  P.  Bornstein,  M.D.,  Editor 
Presentation  of  Case  by  L.  A.  Gladstone,  M.D. 


WHY 

SENSITIZE? 

USE 

pqlysporin: 

Polymyxin  B— Bacitracin  Ointment 

when  treating  topical  and  ophthalmic  infections 


A BROAD -SPECTRUM  ANTIBIOTIC  OINTMENT 

For  topical  use:  Vz  oz.  and  1 oz.  tubes. 

For  ophthalmic  use:  Vs  oz.  tubes. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Clinical  findings  in  900  patients 
show  the 

selective  antihypertensive  action 

of  Singoserp 


IN  735  PATIENTS,  BLOOD  PRESSURE  FELL  AN  AVERAGE  OF  30.7  mm.  Hg: 

* more  than  half  of  these  patients  suffered  from  moderate 
to  severe  hypertension 

• more  than  half  of  the  cases  involved  hypertension  of  at 
least  6 years’  standing,  with  many  histories  of  up  to  20 

years’  duration 

THE  SIDE-EFFECTS  PROBLEM  WAS  MINIMIZED  IN  MOST  PATIENTS: 

Chart  shows  gratifyingly  low  incidence  of  side  effects  in  233 
patients  given  Singoserp  with  no  other  antihypertensive 
medication 


Side  Effect 

Number 

Per  Cent 

Lethargy 

7 

2.9 

Headache 

6 

2.5 

Gastrointestinal  upset 

3 

1.2 

Vertigo 

2 

0.8 

Nasal  congestion 

1 

0.4 

dosage:  Initially,  1 to  2 tablets  (1  to  2 mg.)  daily. 

supplied:  Singoserp  Tablets,  1 mg.  (white,  scored);  bottles  of  100. 

Samples  available  on  request.  Write  to  CIBA,  Box  277,  Summit,  N.J. 


C I B A 

SUMMIT,  N.J. 


a major 
improvement 
in  rauwolfia 

a major 
advance  in 
antihypertensive 
therapy 


MAY,  1959 
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From  basic  research— basic  progress 


A MEW  MEASURE  OF  ACTIVITY 


IN  EDEMA: 


■ shows  greater  oral  effectiveness  than  any  other 
class  of  diuretic  agent 

■ each  25  mg.  hydroDIURIL  orally  is  equivalent 
to  1.6  cc.  meralluride  I.M. 

■ has  been  reported  to  be  effective  even  in  patients 
who  do  not  respond  satisfactorily  to  other  diuretics 

■ has  prompt  onset  of  action  with  diuretic  effectiveness 
maintained  even  on  prolonged  daily  administration 

■ low  toxicity— extremely  well  tolerated 

■ often  achieves  the  benefits  of  a low  salt  diet 
without  the  unpleasant  restriction 

indications:  Hypertension,  congestive  heart  failure  of  all  degrees  of  sever- 
ity, premenstrual  syndrome  (edema),  edema  and  toxemia  of 
pregnancy,  renal  edema  — nephrosis,  nephritis;  cirrhosis 
with  ascites,  drug-induced  edema,  and  as  adjunctive  ther- 
apy in  the  management  of  obesity  complicated  by  edema, 
dosage:  In  edema— one  or  two  50  mg.  tablets  of  hydroDIURIL 
once  or  twice  a day. 

In  hypertension— one  or  two  25  mg.  tablets  or  one  50 
mg.  tablet  hydroDIURIL  once  or  twice  a day. 
supplied:  25  mg.  and  50  mg.  scored  tablets  hydroDIURIL  (Hydro- 
chlorothiazide) in  bottles  of  100  and  1,000. 

‘hydroDIURIL  and  DIURIL  are  trademarks  of  Merck  & Co.,  INC. 

Additional  information  on  HYDRODIURIL  is  available  to  the 
physician  on  request. 

bibliography:  1.  Esch.  A.  F.,  Wilson,  I.  M.  and  Freis,  E.  D.:  3,4-Dihydro- 
chlorothiazide: Clinical  Evaluation  of  a New  Saluretic  Agent. 
Preliminary  Report;  M.  Ann.  District  of  Columbia  28:9, (Jan.) 

1959.  2.  Ford,  R.  V.:  The  Clinical  Pharmacology  of  Hydro- 
chlorothiazide; Southern  Med.  J. 52:40,  (Jan.)  1959. 3.  Fuchs, 

M.,  Bodi,  T..  Irie,  S.  and  Moyer,  J.  H. : Preliminary  Evaluation 
of  Hydrochlorothiazide  (‘hydroDIURIL’);  M.  Rec.  & Ann. 

5 1 :872,  (Dec.)  1958.  4.  Moyer,  J.  H.,  Fuchs,  M.,  Irie,  S.  and 
Bodi,  T. : Some  Observations  on  the  Pharmacology  of  Hydro- 
chlorothiazide; Am.  J.  Cardiol.  3:113,  (Jan.)  1959. 
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j&ju&immm  n 


HYDRODIURIL  (HYDROCHLOROTHIAZIDE) 

■ highly-active  derivative  of  chlorothiazide 

■ qualitatively  similar  to  DIURIL®  but  at  least  10  to  12  times  more  potent  by  weight 

■ loss  of  potassium  is  clinically  insignificant  in  the  great  majority  of 
patients  on  normal  diets 


hydroDJURIL 

HYDROCHLOROTHIAZIDE 


IN  HYPERTENSION: 

■ effective  by  itself  in  some  patients— markedly 
potentiates  other  antihypertensive  agents 

■ provides  background  therapy  to  improve  and 
simplify  the  management  of  all  grades  of 
hypertension 

■ has  been  reported  by  some  investigators  to  have 
a greater  antihypertensive  effect  in  some 
patients  than  chlorothiazide  at  equivalent  dosage 

■ does  not  lower  blood  pressure  in  normotensives 

■ reduces  dosage  requirements  for  other 
antihypertensive  agents,  often  with  concomitant 
reduction  in  their  distressing  side  effects 

■ smooths  out  blood  pressure  fluctuations 

precautions:  It  is  important  that  the  dosage  be  adjusted  as  frequently 
as  the  needs  of  the  individual  patient  demand.  When 
HYDRODIURIL  is  used  with  a ganglion  blocking  agent,  it  is 
mandatory  to  reduce  the  dose  of  the  latter  by  at  least 
50  per  cent,  immediately  upon  adding  HYDRODIURIL  to 
the  regimen. 

HYDRODIURIL  has  shown  no  adverse  effects  on  renal 
function;  for  this  reason  it  may  be  used  with  excellent 
results  even  in  patients  for  whom  the  organomercurials 
are  contraindicated  because  of  renal  damage. 

The  excretion  of  potassium  is  much  lower  than  that  of 
sodium  or  chloride  and,  as  is  the  case  with  DIURIL®,  the 
loss  of  potassium  is  clinically  insignificant  in  the  great 
majority  of  patients  on  normal  diets.  If  indicated,  potassium 
loss  may  easily  be  replaced  by  including  potassium-rich 
foods  in  the  diet  (orange  juice,  bananas,  etc.). 


MERCK  SHAR 

Division  of  Merck  & Co.,  INC. 
© 1959  Merck  & Co.,  INC. 


& D 0 H M E 

Philadelphia  1,  Pa. 


MAY,  1959 
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unexcelled . 


' V * :S,\ 


potentiation  • efficacy  • toleration 


in  broad-spectrum  antibiotic  therapy 


COSA-TERRAMYCIN 

oxytetracycline  with  glucosamine 


capsules 
125  mg. 
250  mg. 


oral  suspension 
peach  flavored, 
125  mg.  per  tea- 
spoonful  (5  cc.), 

2 oz.  bottle 


■pediatric  drops 
peach  flavored, 
100  mg.  per  cc. 

(5  mg.  per  drop), 
10  ec.  bottle 
(with  calibrated 
dropper) 


Science  for  the  ivorld’s  well-being 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


KASTOFF 


toe  mact&Mt. 


methad  i<yi  reettaaiuy  ca4t&{ 


KASTOFF  ...  the  new  way  to  remove  casts 
quickly,  painlessly,  safely.  NOW  . . . with 
the  KASTOFF  method  even  your  technician 
can  easily  remove  casts  of  the  hardest 
materials  without  producing  the  fear,  cuts, 
or  burns  among  your  patients  of  old  fash- 
ioned cast  removal  methods. 

KASTOFF  comes  complete  with  turning 
clips  and  one  dozen  wires  at  $27.00, 
with  additional  wires  and  clips  for  $9.50 
per  dozen.  Write  for  illustrated  booklet 
outlining  the  use  of  KASTOFF.  Names  of 
successful  users  of  KASTOFF  will  be 
furnished  upon  request. 

Call  your  surgical  supply  man  or  write: 

KASTOFF 

P.  O.  BOX  8 7 8 2,  DALLAS  16,  TEXAS 


/ 


A 


★ QUICKLY 

★ ECONOMICALLY 

★ EASILY 

★ PAINLESSLY 

★ SAFELY  AH 

Use  Kastoff  on 
your  next  cast. 

You  and  your 
patient  will  be 
glad  you  did. 


\nr 


< 


PRICE 

COMPLETE 

$2700 

WIRES  PER 
DOZEN 

9.50 
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the  means  (second  to  none) 

to  end  nausea  and  vomiting 

Trilafon*  I 

perphenazine 

INJECTION  • SUPPOSITORIES  • REPETABS  • TABLETS 


• leads  all  phenothiazines  in  effective 
antinauseant  action 

• frees  patients  from  daytime  drowsiness 

• avoids  hypotension 

• proved  and  published  effectiveness  in 
practically  all  types  of  nausea  or  emesis 

FOR  RAPID  CONTROL  OF  SEVERE  VOMITING 

TRILAFON  INJECTION 

5 mg.  ampul  of  1 cc. 

Relief  usually  in  10  minutes1 ...  nausea  and 
vomiting  controlled  in  up  to  97%  of  patients2... 
virtually  no  injection  pain. 


ALSO  NEW  TRILAFON  SUPPOSITORIES 

4 mg.  and  8 mg. 


AND  FOR  ORAL  THERAPY 

TRILAFON  REPETABS®  TRILAFON  TABLETS 

8 mg.  — 4 mg.  in  outer  layer  for  prompt  effect,  2 mg.  and  4 mg. 

4 mg.  in  inner  core  for  prolonged  action 

(1)  Ernst,  E.  M.,  and  Snyder,  A.  M. : Pennsylvania  M.  J. 

67:355,  1958. 

(2)  Preisig,  R.,  and  Landman,  M.  E.:  Am.  Pract.  & Digest  Treat, 

9:740,  1958. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


TRJ-42* 


F’ 

i 


rs  ; 


they 

like 

it... 

cher 


flavored 


pediatric  drops 


syrup 


as 

they 

need 

it... 


ACHROMYCIN*  V 

Tetracycline  with  Citric  Acid  Lederle 

• broad  spectrum  control  of  more  than  90  per  cent  of  antibiotic- 
susceptible  infections  seen  in  general  practice1 

• fast,  high  concentrations  in  body  fluids  and  tissues 

• no  irreversible  side  effects  reported,  excellently  tolerated 

• readily  miscible  in  water,  juices,  formula. 

ACHROMYCIN  V:  10  cc.  plastic  dropper  bottle  for  precise  dosage;  100  mg. 
per  cc.  (20  drops).  Dosage:  one  drop  per  pound  body  weight  per  day. 

ACHROMYCIN  V Syrup:  Each  teaspoonful  (5cc.)  contains  equiv.  125  mg. 
tetracycline  HC1.  Bottles  of  2 and  16  fl.  oz.  Dosage:  at  45  lbs.,  one  teaspoonful 
'4  times  daily;  adjust  for  other  weights. 

1.  Based  on  six-month  National  Physicians  Survey. 

(JtfUrU)  LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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IN  URTICARIA  AND  PRURITUS 


A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 


(as  designated  by  A.M.A.  Council  on  Drugs,  19S8) 


SPECIFIC  ANTI HlSTAMi NIC  ACTION  in  the  treatment  of  a 
variety  of  skin  disorders  commonly  seen  in  your  practice. 
“While  some  of  the  tranquilizers  are  only  partially  effective 
as  far  as  antiallergic  activities  are  concerned...  [hydroxyzine] 
has  been  found,  by  comparison,  to  be  the  most  potent  thus 
far  . . .”i 


“The  most  striking  results  were  seen  in  those  patients  with 
chronic  urticaria  of  undetermined  etiology.”2 

PLUS 

PSYCHOTHERAPEUTIC  POTENCY  for  the  relief  of  anxiety 
and  tension. 


The  psychotherapeutic  effectiveness  of  hydroxyzine 
(VISTARIL)  was  confirmed  in  a series  of  479  patients  suf- 
fering from  a wide  variety  of  dermatoses,  including  atopic 
dermatitis,  neurodermatitis,  psoriasis,  lichen  planus,  nummu- 
lar eczema,  dyshidrosis,  pruritus  ani  and  vulvae,  and  rosacea. 
“Adverse  reactions  were  minimal.”3 


RECOMMENDED  ORAL  DOSAGE:  50  mg.  q.i.d.  initially ; 
adjust  according  to  individual  response. 
vistaril  Capsules:  25  mg.,  50  mg.,  100  mg. 
vistaril  Parenteral  Solution:  10 cc.  vials  and  2 cc.  Steraject® 
Cartridges.  Each  cc.  contains  25  mg.  hydroxyzine  (as  the  HCl). 


REFERENCES : 

1.  Eisenberg,  B.  C.:  Clinical  Medicine  5:897-904  (July)  1968. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  29:358  (July)  1958. 

3.  Robinson.  H.  M.,  et  al. : So.  Med.  J.  50:1282  (Oct.)  1957. 


Science  for  the  world’s  well-being 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co., 


•TRADEMARK 

Inc.,  Brooklyn  6,  N.  Y. 
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SQUIBB  TRIAMCINOLONE 


for  all  your 
patients  ''  & 
starting 
on  corticoids 


Kenacort  safely  starts  your  patients 
off  right  — with  all  the  benefits  of 
systemic  corticosteroid  therapy  and 
few  side  effects  to  worry  about. 

Increased  corticoid  activity  is  provided 
on  a low  dosage  schedule1'3  without 
edema,1'4  psychic  stimulation,1'3 
or  adverse  effect  on  blood  pressure.1'3'5 
A low  sodium  diet  is  not  necessary.4'5 
Gastrointestinal  disturbances  are 
negligible2'4'5  with  less  chance  of  peptic 
ulcer 4 This  makes  Kenacort  particularly 
valuable  in  treating  your  "problem 
patients”  — such  as  the  obese  or 
hypertensive  and  the  emotionally  disturbed. 


REFERENCES:  • 1.  Freyberg,  R.  H.;  Bemtsen, 
C.  A.,  Jr.,  and  Heilman,  L:  Arth.  & Rheum. 
1:215  (June)  1958.  • 2.  Sherwood,  H.,  and 
Cooke,  R.  A.:  J.  Allergy  28:97  (March)  1957. 

• 3.  Shelley,  W.  B.;  Harun,  J.S.,  and  Pillsbury, 
0.  M.:  J.A.M.A.  167:959  (June  21)  1958. 

• 4.  Dubois,  E.L.:  California  Med.  89:195 
(Sept.)  1958.  • 5.  Hartung,  E.F.:  J.A.M.A. 
167:973  (June  21)  1958. 


for  all  your 
arthritic 
patients 
requiring 
corticoids 


Kenacort,  particularly  in  the  treatment 
of  your  arthritic  patients,  has  proved 
effective  where  other  steroids  have  failed. 
It  provides  prompt,  safe  relief  of  pain, 
stiffness  and  swelling  by  suppressing  the 
rheumatic  process1'5  — and  may  even 
forestall  crippling  deformities  if 
started  soon  enough.  Because  of  its 
low  dosage13  and  relative  freedom 
from  untoward  reactions,1'5  Kenacort 
provides  corticosteroid  benefits  to  many 
patients  who  until  now  have  been 
difficult  to  control.  It  is  particularly 
valuable  for  arthritic  patients  with 
hypertension,  cardiac  disease,  obesity 
and  those  prone  to  psychic  disturbances. 

SUPPLIED: 

Scored  tablets  of  1 mg.  — Bottles  of  50 
Scored  tablets  of  2 mg.  - Bottles  of  50 
Scored  tablets  of  4 mg.  — Bottles  of  30  and  100 
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tablets  • alka  capsules 

BUTAZOUDIN  tablets  or  the  Alka  cap- 
sules are  equally  effective  but  indi- 


potent • nonhormonal  • anti-inflammatory  agent 

with  21.8  per  cent  showing  minor  im-  References:  1.  Graham,  w.:  Canad. 

x „ x „xx.  -x-  M.  A.  J.  79:634  (Oct.  15)  1958. 

provement....  3 Osteoarthritis:  301  2.  Robins,  h.  m.;  Lockie,  l.  m.;  Nor- 


vidually  adaptable  in  a wide  range  of 
arthritic  disorders. 

Recent  clinical  reports  continue  to 
justify  the  selection  of  Butazolidin 
for  rapid  relief  of  pain,  increased 
mobility,  and  early  resolution  of 
inflammation. 

Gouty  Arthritis:  “...95  per  cent  of  pa- 
tients experienced  a satisfactory  re- 
sponse...”’ 

Rheumatoid  Arthritis:  In  “A  total  of 
215  cases... over  half,  50.7  per  cent 
showed  at  least  major  improvement, 


cases  showed  “...a  total  of  44.5  per 
cent  with  complete  remission  or  ma- 
jor improvement.  Of  the  remainder, 
28.2  per  cent  showed  minor  improve- 
ment  ”3  Spondylitis:  All  patients 

“...experienced  initial  major  improve- 
ment that  was  maintained  throughout 
the  period  of  medication.”3  Painful 
Shoulder  Syndrome:  Response  of  70 
patients  with  various  forms  showed 
“...8.6  per  cent  complete  remissions, 
47.1  per  cent  major  improvement,  20.0 
per  cent  minor  improvement....”3 


cross,  B.;  Latona,  S.,  and  Riordan, 
D.  J.:  Am.  Pract.  Digest  Treat. 
8:1758,  1957.  3.  Kuzell,  W.  C.;  Schaf- 
farzick,  R.  W.;  Naugler,  W.  E.,  and 
Champlin,  B.  M.:  New  England  J. 
Med.  256:388,  1957. 

Availability  BUTAZOUDIN®  (phenyl- 
butazone geigy):  Red  coated  tablets 
of  100  mg.  BUTAZOLIDIN®  Alka: 
Capsules  containing  BUTAZOLIDIN® 
(phenylbutazone  geigy),  100  mg.; 
dried  aluminum  hydroxide  gel, 
100  mg.;  magnesium  trisilicate 
150  mg.;  homatropine  methylbro- 
mide,  1.25  mg.  R 

geigy 

ARDSLEY,  NEW  YORK 


02959 
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wine . . . 

Balm  for 

the  Convalescent 
and 

^Milk”  for  the  Aged 


Whether  wine  be  considered  as  digestive  aid,  food, 
gentle  sedative  or  tonic  medicine,  it  is  indisputedly  a 
boon  to  the  aged,  the  debilitated  and  the  convalescent. 


Appetite 

Stimulant... 


Used  as  an  aperitif,  wine,  through  its  content  of  alcohol,  its 
esters,  aroma  and  flavor,  excites  the  olfactory  sense  and 
the  gustatory  papillae — in  a word,  is  a stimulus  to  appetite. 


Digestive 

Aid... 


Wine  has  been  found  to  increase  salivary  flow  and  stimu- 
late gastric  secretion.  As  such,  it  is  a welcome  resource  for 
aged  persons  and  convalescents  whose  digestion  languishes. 


Food... 


Wine  provides  two  types  of  food  elements — those  supply- 
ing energy,  and  nutritive  elements  found  in  the  grape 
which  contribute  to  bodily  maintenance. 


Gentle 

Sedative... 


Described  as  the  safest  of  all  sedatives,  wine  can  often  dispel 
the  anxieties,  fears,  emotional  pressures  and  insomnia  of 
old  age  and  prolonged  illness. 


These  and  other  therapeutic  uses  of  wine  are  discussed  in 
"Uses  of  Wine  in  Medical  Practice.”  For  your  free  copy 
write — Wine  Advisory  Board,  717  Market  Street,  Sa r 
Francisco  3,  California. 
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Whatever  the  allergic  symptom,  Dimetane  provides  unexcelled  antihistaminic 
potency  and  minimal  side  effects.  Dimetane  works  in  certain  cases  where  other 
antihistamines  fail.  For  your  next  case  of  pruritus  or  urticaria  prescribe  Dimetane 
Extentabs®  (1  2 mg.),  Tablets  (4  mg.),  Elixir  (2  mg./5  cc.),  Dimetane-Ten  Injectable 
(10  mg./cc.)  or  Dimetane- too  Injectable  (100  mg./cc.).  A.  II.  Robins  Co., 

Inc.,  Richmond  20,  Virginia/Ethical  Pharmaceuticals  of  Merit  Since  1 878 


REGAIN 


ELECTROLYTE  BALANCE  PROMPTLY 

• improve  blood  volume 

• restore  circulatory  and  renal  efficiency 

• control  or  prevent  hypopotassemia 

wi  th  POLYSAL  for  replacement 
Electrolyte  Composition 

(milliequivalents  per  liter) 

CATIONS 

Sodium  140  mEq. 

Potassium  10  mEq. 

Calcium  5 mEq. 

Magnesium  3 mEq. 


ANIONS 

Chloride  103  mEq. 

^Bicarbonate  55  m Eq. 

^Obtained  from  metabolic 
conversion  of  acetate  ion. 


Available  in  Distilled  Water  or  5%  Dextrose  in  250,  500, 
1000  cc.  Saftiflasks.® 


MAINTAIN 

ELECTROLYTE  BALANCE  SMOOTHLY 

• eliminate  "saw-tooth"  effect  to  prevent  water 
intoxication,  edema,  overloading 

• supply  basic  needs  of  electrolytes 

• provide  uniform  hydration 

with  POLYSAL-M  for  maintenance 
Electrolyte  Composition 

(milliequivalents  per  liter) 

CATIONS  ANIONS 

Sodium  40  mEq.  Chloride  40  mEq. 

Potassium  16  mEq.  *Bicarbonate  24  mEq. 

Calcium  5 mEq.  *Obtained  from  metabolic 

Magnesium  3 mEq.  conversion  of  lactate  and 

acetate  ions. 

Available  in  2'/2%  Dextrose  in  Saftiflasks®— 250,  500  cc.; 
in  5%  Dextrose  in  Saftiflasks— 250,  500  and  1000  cc.;  in 
10%  Dextrose  in  Saftiflasks— 500  and  1000  cc. 


Ask  your  Cutter  man 

for  detailed  literature 
or  write  to  Dept.  9-7E 


CUTTER  LABORATORIES  Berkeley,  California 
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Hypotensive  Drugs 

By  Lester  C.  Feener,  M.D.,  F.A.C.P.,  El  Paso 
(Continued) 


No.  5 


For  the  sake  of  completeness,  the  antiserotonins 
must  be  mentioned.  It  is  felt  that  perhaps  the  anti- 
hypertensive effect  of  Reserpine  is  related  to  its 
effect  on  the  serotonin  body  stones.  Some  investi- 
gators believe  that  it  actually  depletes  the  body  of 
serotonin.  Serotonin  is  under  investigation  in  a 
number  of  diseases,  and  essential  hypertension  is 
one  of  them. 

An  agent  called  BAS  has  been  used  in  the  treat- 
ment of  hypertension.  It  has  been  discontinued  in 
most  cases,  mainly  because  the  side-effects  of  ex- 
cessive sedation  have  limited  its  use.  However,  in 
the  same  connection,  Iproniazid  has  been  used  in 
hypertension.  This  however  is  strictly  not  anti- 
serotonin. It  may  be  better  called  a “proserotonin. ” 

However,  we  do  know  that  when  this  drug  is 
added  to  certain  cases  of  hypertension,  which  are 
resistant  to  all  drugs  including  chlorothiazide,  this 
drug  has  reduced  blood  pressure.  We  do  not,  how- 
ever, know  what  its  action  is.  We  do  know  that  it 
can  produce  postural  hypertension,  and  it  may 
cause  serious  liver  damage.  For  that  reason  it 
should  be  considered  as  a purely  experimental 
drug  at  the  present  time  in  the  treatment  of  hyper- 
tension. 

Headache  Plus  Convulsions 

The  parental  use  of  antihypertensive  drugs  is 
probably  limited  to  severe  hypertension  with  head 


* Dr.  Feener  this  month  is  substituting  for  Dr.  Jack  A. 
Bernard,  regular  condustor  of  this  section. 
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ache  plus  convulsions.  The  drug  most  frequently 
used  is  intramuscular  Reserpine  in  a dose  of  1 to 
2.5  mgs  several  times  daily,  checking  the  blood 
pressure  frequently.  To  this  may  be  added  intra- 
muscular magnesium  sulphate,  (two  cc  of  50  per 
cent  solution)  every  few  hours. 

This  combination  of  drugs  has  usually  been 
sufficiently  effective.  However,  if  it  is  felt  that  an 
emergency  exists,  where  a speedy  reduction  is  ur- 
gently required,  then  intravenous  or  intramuscular 
blocking  agents  may  be  used.  It  must  be  remem- 
bered that  the  use  of  these  drugs  is  fraught  with 
danger,  and  they  must  be  supervised  very  care- 
fully. The  drug  usually  used  is  hexamethonium. 

Perhaps  the  safest  way  to  use  it  is  by  the  sub- 
cutaneous or  intramuscular  route,  giving  not  more 
than  five  mgs  every  15  minutes  until  the  desired 
result  is  obtained.  Other  workers  have  used  this 
blocking  agent  in  one  mg  doses  intravenously  every 
three  to  five  minutes. 

It  is  repeated  that  the  use  of  these  drugs  must 
be  carefully  supervised,  and  usually  this  type  of 
urgent  therapy  is  not  required,  and  the  patient 
docs  very  well  on  intramuscular  Reserpine  with 
magnesium  sulphate  plus  sedation. 

Lumbodorsal  Sympathectomy 

Since  the  advent  of  antihypertensive  drugs,  lum- 


CURRENT  THERAPY 


305 


bodorsal  sympathectomy  has  not  been  used  to  the 
extent  that  it  had  been  previously.  However,  it 
must  be  remembered  that  a young  hypertensive 
who  has  the  disease  severely  may  not  be  able  to  be 
adequately  controlled,  upon  drug  therapy  alone. 

In  the  past  few  months,  there  is  a growing  tend- 
ency to  feel  that  one  might  do  a less  extensive  op- 
eration, and  then  add  in  the  antihypertensive  ther- 
apy, and  this  would  be  an  effective  means  of  con- 
trolling this  type  of  case  over  a period  of  years. 

There  is  not  any  large  series  of  cases  and  for 
the  present  one  must  evaluate  his  young  hyper- 
tensive and  if  sympathectomy  is  to  be  considered 
probably  an  adequate  type  of  operation  should  be 
done. 

It  is  entirely  possible  if  one  is  careful  to  add  a 
hypotensive  regime  to  an  adequately  sympathecto- 
mized  patient  should  this  become  necessary  after 


a period  of  years. 

Diet  in  Hypertension 

In  closing,  a few  words  should  be  said  about  diet 
in  the  treatment  of  hypertension.  Since  the  advent 
of  the  drugs,  especially  since  the  use  of  chlorothia- 
zide, dietary  regimes  have  not  been  considered  as 
necessary.  However,  it  will  be  found  that  certain 
cases  of  severe  hypertension  with  kidney  damage 
plus  nitrogen  retention  will  still  require  dietary 
therapy,  and  these  cases  will  require  as  stringent 
a diet  as  the  so-called  rice-fruit-sugar  diet  which 
is  essentially  a low  protein,  low  sodium  regime. 
Hypertension  may  exist  with  the  collagen  diseases, 
such  as  periarteritis  nodosa  and  disseminated 
lupus.  Hypertension  is  simply  part  of  the  disease, 
and  will  respond  to  steroid  therapy. 

404  Banner  Building 


“Before  and  After”  Atherosclerosis 


“Many  patients  operated  upon  for  aneurysms 
and  occlusive  disease  are  in  the  later  decades  of 
life  and  have  a relatively  short  life  expectancy. 
Thus,  the  time  from  operation  to  death  is  an  op- 
portunity to  investigate  certain  aspects  of  lipid 
metabolism  as  it  relates  to  atherosclerosis.  At  op- 
eration, the  diagnosis  of  atherosclerosis  could  be 
made  with  certainty  and  the  type  and  extent  of 
the  atheromatous  lesions  recorded.  Subsequently, 
at  necropsy,  whether  months  or  years  later,  the 
arterial  system  could  be  re-examined  and  the  find- 
ings compared  with  those  obtained  previously. 
Thus,  a series  of  “before  and  after”  observations 


would  be  available  against  which  factors  such  as 
the  natural  history  of  the  disease,  metabolic  altera- 
tions, and  effectiveness  of  drug  therapy  could  be 
evaluated.  To  a surgeon,  at  least,  this  sort  of  in- 
vestigation is  more  appealing  than  one  in  which 
the  diagnosis  is  based  solely  upon  clinical  manifest- 
ations, the  electrocardiogram,  the  blood  lipids,  and 
in  which  the  same  indirect  criteria  are  employed 
in  evaluating  results.” 

—OSCAR  CREECH,  Jr.,  M.  D. 
in  American  Heart  Journal 
p.  642,  Nov.  1957 
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W.  Compere  Basom,  M.D.,  El  Paso,  Orthopaedic  Editor 


ORTHOPAEDIC  SURGERY  NOTES 


The  Orthopaedic  Editor  Views  THE  PRACTITIONER 


Sir  Heneage  Ogilvie,  the  editor  of  THE  PRAC- 
TITIONER published  in  London  very  kindly  gave 
this  editor  permission  to  abstract  orthopaedic  in- 
formation from  this  excellent  publication. 

The  August  1958  issue  is  concerned  with  indus- 
trial medicine. 

This  journal  contains  an  article  each  month  en- 
titled “Motoring  Notes”  and  also  an  item  concern- 
ing “Travel  Notes”.  These  are  very  interesting 
subjects. 

‘Notes  From  The  Continent”  touch  on  some 
of  the  latest  developments  from  the  European 
Countries.  “Notes  Concerning  Preparations”  give 
information  on  the  newer  medications  and  medical 
news  of  Great  Britain. 

The  industrial  medicine  issue  contains  an  article 
concerning  “Sprains”  by  F.  C.  Derwin,  orthopae- 
dic surgeon  (Elizabeth  Orthopaedic  Hospital,  Ex- 
eter). 

Ligaments  and  Muscles 

In  this,  the  synovia,  ligament  and  muscle  at- 
tachment damage  is  discussed.  Even  though  the 
radiological  examination  may  be  negative,  it  is 
important  that  the  condition  not  be  necessarily 
regarded  as  trivial  or  unimportant. 

Joints  like  the  knee  and  ankle  are  mechanically 
unstable.  These  joints  depend  on  their  ligaments 
and  muscle  control  for  stability.  If  the  muscles  are 
inadequate,  then  they  give  way  and  the  strain 
effects  fall  on  the  ligaments. 

These  may  be  stretched  or  torn  or  the  attach- 
ment of  the  ligament  to  the  bone  may  be  torn  off 
bringing  with  it  a small  flake  of  bone. 

The  ligament  can  be  ruptured  completely.  Com- 
plete tears  of  the  ligaments  are  uncommon  but 
when  they  occur  the  rupture  seldom  takes  place 
in  the  middle  of  the  ligament.  It  is  nearly  always 
situated  at  the  proximal  or  distal  end.  It  is  im- 
portant to  recognize  this  early,  as  in  some  in- 
stances operative  repair  is  required. 

Swelling  of  the  joint  is  due  to  out-pouring  of 
serofibrinous  exudate  occurring  as  an  immmediate 
synovial  response  to  the  injury.  If  the  swelling  oc- 
curs within  a few  minutes  after  the  injury  then 
usually  it  is  a hemarthrosis  following  rupture  of 
blood  vessels. 


Sometimes  this  exudate  undergoes  organization 
leading  to  the  formation  of  fibrous  bands  or  ad- 
hesions and  this  may  produce  long  standing  dis- 
ability of  pain,  restricted  movement  and  swelling. 

With  a complete  tear  there  is  usually  instability 
before  pain  occurs  on  testing  and  in  case  of  doubt 
it  is  well  to  examine  the  joint  under  anesthesia 
and  to  combine  this  with  radiological  examination. 

It  is  most  important  that  the  treating  physician 
insist  on  a radiographic  examination  in  case  of 
injury  even  though  it  appeared  trivial  and  that  ra- 
diography is  unnecessary.  It  is  also  essential  that 
special  views  be  taken  in  order  to  disclose  certain 
occult  fractures,  notably  the  fracture  of  the  carpal 
os  scaphoideum. 

Also,  it  is  well  to  remember  that  occasionally  a 
fracture  of  this  bone  will  show  up  several  weeks 
later  whereas  a hairline  fracture  may  not  even  be 
discernible  by  radiographic  examination  early.  “So 
that  it  is  wise  to  repeat  the  radiographs  in  one  to 
two  weeks  if  the  first  are  negative  but  the  fracture 
may  seem  likely”  (Editor’s  opinion) . 

Treatment.  Cold  compresses,  elevation  and  rest 
support  for  relief  of  swelling,  contrast  baths  and 
whirlpool  baths  can  be  used.  Plaster  support 
should  be  used  if  there  is  any  doubt  or  question 
as  to  ligament  rupture.  Complete  recovery  from 
most  simple  sprain  should  take  place  in  3 to  4 
weeks. 

With  chronic  sprains  it  may  be  necessary  to  do 
a manipulation  under  anesthesia  to  free  up  the  ad- 
hesions which  are  restricting  motion  and  causing 
it  to  be  painful.  It  is  also  a good  idea  to  re-x-ray 
the  area  again  prior  to  the  manipulation. 

Editor’s  Note:  Actually  all  practitioners  are  spe- 
cialists in  that  there  are  conditions  which  they  do 
treat  and  conditions  which  they  don’t.  Every  spe- 
cialist must  be  a general  practitioner  in  that  the 
human  body  cannot  be  divided  up  into  areas  and 
treated  solely  with  regard  to  the  area.  The  patient 
must  be  treated  as  an  entire  entity  and  therefore 
the  average  specialist  must  be  a general  practi- 
tioner at  least  in  the  diagnostic  field. 

It  is  therefore,  always  of  interest  to  this  reviewer 
to  read  some  of  the  general  medical  publications, 
and  “THE  PRACTITIONER”  is  most  interesting. 
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MEETINGS 


Dr.  Blasingame 


Biological- Astronomical  Space  Missile  Expert 
To  Speak  at  New  Mexico  Medical  Society  Meeting 


Dr.  Eugene  B.  Konecci  of  Douglas  Aircraft  in 
Santa  Monica,  head  of  the  Department  on 
Human  Factors  in  Biological- Astronomical  Mis- 
siles in  Space  Travel,  has  been  added  to  the  group 
of  outstanding  speakers  who  will  address  the  77th 
annual  meeting  of  the  New  Mexico  Medical  So- 
ciety at  Las  Cruces,  N.  M.,  on  the  subject  of 
space  medicine,  May  5-7. 

Dr.  Konecci  will  act  as  moderator  of  a panel 
of  experts,  who  will  discuss  “Atmospheres  for 
Space  Travel.” 

Present  will  be  Dr.  F.  J.  L.  Blasingame,  Chi- 
cago, Executive  Vice  President  of  the  American 
Medical  Association  and  Past  President  of  the 
Texas  Medical  Association.  His  roundup  on  AMA 
activities  is  scheduled  for  the  noon  luncheon  in 
Milton  Hall  May  6. 

Other  Panels 

Other  panels  will  be  moderated  by  Col.  John 
P.  Stapp,  MC,  Chief,  Aeromedical  Laboratory  at 
Wright  Air  Development  Center,  Dayton,  Ohio; 
Dr.  Randolph  W.  Lovelace  of  the  Lovelace  Clinic 
in  Albuquerque,  chairman,  National  Aeronautics 


and  Space  Administration  Special  Advisory  Com- 
mittee on  Life  Sciences;  Col.  John  C.  Pickering, 
MC,  Randolph  Air  Force  Base,  San  Antonio, 
Chief  of  Research,  School  of  Aviation  Medicine; 
Capt.  George  Ruff,  MC,  Chief,  Biophysics 
Branch,  Aeromedical  Laboratory  at  Wright  Air 
Development  Center,  Dayton,  Ohio;  and  He- 
bertus  Strughold,  M.D.,  Ph.  D.,  Randolph  Air 
Force  Base,  San  Antonio,  Professor  of  Space 
Medicine  and  Adviser  for  Research  at  Head- 
quarters School  for  Aviation  Medicine. 

Experts  in  the  field  of  space  medicine  through- 
out the  U.  S.  will  participate  in  the  panels.  Avail- 
ability of  several  was  not  expected  to  be  known 
until  convention  time. 

Tour  of  Holloman 

The  panels  will  be  held  on  May  6 and  7 in 
Milton  Hall  of  New  Mexico  State  University  in 
Las  Cruces.  On  the  preceding  day  physicians  at- 
tending the  convention  will  go  on  a tour  of  Hollo- 
man Air  Force  Base,  a few  miles  from  Alamogor- 
do, where  the  Air  Force  Missile  Development 
Center  of  the  Air  Research  and  Development 
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Command  is  located.  The  program  may  include 
a high  speed  rocket  sled  run  on  the  new  35,000 
foot  captive  missile  test  track  and  a MACE  or 
Aerobee  launching. 

In  announcing  the  final  program,  Dr.  James  C. 
Sedgwick  expressed  appreciation  to  Lt.  Col.  Ru- 
fus R.  Hessberg,  MC,  Chief,  Aeromedical  Field 
Laboratory,  Air  Force  Missile  Development  Cen- 
ter at  Holloman  Air  Force  Base,  and  his  staff  for 
arranging  the  complete  scientific  program  for  the 
space  medicine  meeting. 

Registration 

Registration  will  start  at  7:30  a.m.  May  5 in 
Milton  Hall  for  those  who  do  not  plan  to  take 
the  Holloman  tour  that  day.  At  8:30  a.m.  buses 
will  leave  Milton  Hall  for  the  Holloman  tour 
and  return  at  5 p.m.  There  will  be  a buffet  and 
unstylish  style  show  at  the  Las  Cruces  Country 
Club  starting  at  6:30  p.m. 

The  annual  dinner  dance  will  be  held  in  the 
country  club  at  6:30  p.m.  May  6. 

Officers  of  the  New  Mexico  Medical  Society 
are: 

Dr.  James  C.  Sedgwick,  Las  Cruces,  Presi- 
dent; Dr.  Lewis  M.  Overton,  Albuquerque,  Pres- 
ident-Elect; Dr.  Allan  L.  Haynes,  Clovis,  Vice 
President;  Dr.  Omar  Legant,  Albuquerque,  Sec- 
retary-Treasurer; and  Dr.  Samuel  R.  Ziegler,  Es- 
panola,  Immediate  Past  President. 

Committee  Chairmen 

Convention  Committee  Chairmen,  all  of  Las 
Cruces,  are: 


Dr.  James  C.  Sedgwick,  Convention  Coordi- 
nator; Dr.  Andrew  M.  Babey  and  Dr.  Charles  L. 
Harris,  General  Chairmen;  Dr.  A.  Daniel  Mad- 
dox and  Dr.  Ezra  K.  Neidich,  Exhibits;  Dr.  Wil- 
liam D.  Sedgwick,  Scientific  Program;  Dr.  Remo 
E.  Gay,  Publicity;  Dr.  Arthur  J.  Fischer,  Invited 
Guests. 

Dr.  Leland  S.  Evans  and  Dr.  George  Goossen, 
Entertainment;  Dr.  James  F.  McDowell  and  Dr. 
Carl  Tarlowski,  Housing  and  Transportation;  Dr. 
Charles  W.  Carroll  and  Dr.  John  S.  Drake,  Spe- 
cialty Luncheons. 

Mrs.  Leland  S.  Evans  is  in  charge  of  registra- 
tion and  arrangements  for  the  Women’s  Auxiliary 

Specialty  Meetings 

Wednesday,  May  6 

7:30  A.M.  Breakfast,  New  Mexico  Pediatric 
Society,  Milton  Hall 

Thursday,  May  7 

12:15  P.M.  Luncheon,  New  Mexico  Society  of 
Internal  Medicine,  Annex  Room, 
Town  and  Country 

12:15  P.M.  Luncheon,  New  Mexico  Chapter, 
Western  Orthopaedic  Association, 
Maple  Room,  Town  and  Country. 
Guest  Speaker:  G.  W.  N.  Eggers, 
M.D.,  Professor  of  Orthopaedics, 
University  of  Texas;  “Experimental 
Immobilization  and  Remobilization 
of  Joints.”  There  will  also  be  a panel 
discussion  on  surgery  in  cerebral 
palsy. 
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Friday,  May  8 


Technical  Exhibits 


New  Mexico  Heart  Association 
Milton  Hall 


8:45  A.M.  Registration 

9:15  A.M.  Welcome 

Alan  L.  Frankel,  M.D.,  Albuquerque, 
President,  New  Mexico  Heart  As- 
sociation 

9:20  A.M.  Outline  of  Program 

Andrew  M.  Babey,  M.D.,  Las 
Cruces,  Chairman,  Presiding 

9:25  A.M.  “Some  Shortcomings  of  the  Electro- 
cardiogram in  the  Diagnosis  of  Myo- 
cardial Infarction,”  Professor  Deme- 
trio  Sodi-Pallares,  M.D.,  Mexico 
City 

10:10  A.M.  Discussion 

10:30  A.M.  Coffee  Break 

10:45  A.M.  “Atypical  Rheumatic  Fever,”  Arthur 
Moss.  M.D.,  Los  Angeles,  Calif. 

1 1 :30  A.M.  Discussion 

12:00  Noon  Luncheon 


1:15  P.M.  “Anti-Coagulant  Therapy  in  Private 
Practice,”  Charles  Stephens,  Jr., 
M.D.,  Tucson,  Ariz. 

2:00  P.M.  Discussion 

2:20  P.M.  “The  Bedside  Diagnosis  of  Some 
Common  Congenital  Heart  Lesions,” 
James  K.  Conrad,  M.D..  Albuquer- 
que 


3:00  P.M.  Discussion 
3:30  P.M.  Adjournment 


Abbott  Laboratories 

Albuquerque  Typewriter  Exchange 

Allied  Medical  Supply 

A.  S.  Aloe  & Company 

Ayerst  Laboratories 

Ciba  Pharmaceutical  Products,  Inc. 

Coca-Cola  Company 
Eaton  Laboratories 
Eli  Lilly  and  Company 
Encyclopedia  Britannica 
Esco  Bio-Chemical  Company 
Exercycle  of  New  Mexico 
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Social  Security  Footnote  . . . 

“A  dangerous  thing  about  Social  Security  in  the 
United  States,”  said  Ray  D.  Murphy,  president  of 
Equitable  Society,  “is  that  the  American  people 
have  not  yet  come  to  realize  that  more  can  be 
given  only  by  taking  more.  The  nation  simply 
does  not  get  something  for  nothing  in  Social  Se- 
curity.” 
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Edited  By  Andrew  M.  Babey,  M.D.,  Las  Cruces,  N.M. 


APHORISMS  and  MEMORABILIA 


Miscellaneous  Truths  and  Concepts 


1 . . extreme  abdominal  distension,  a symp- 
tom to  which  I wish  to  call  your  attention  as  a 
complication  of  fractured  rib.”- — Ralph  Bettman, 
Surgical  Clinics,  North  America,  June  1935,  p.  656. 

2.  “Purpuric  spots  are  exceedingly  rare  in  ty- 
phoid fever.” — French,  Differential  Diagnosis,  p. 
670. 

3.  “Nothing  predisposes  so  much  to  an  attack 
of  erysipelas  as  the  fact  that  the  patient  has  suf- 
fered from  the  disease  previously.”- — Ker,  Infec- 
tious Diseases,  1929,  p.  463. 

4.  “I  should  say  about  one  case  of  typhoid  in 
five  gets  diarrhea.” — R.  Cabot,  Clinical  Confer- 
ence, 1932. 

5.  “Pea  sized  glands  mean  nothing.  Half  the 
people  in  the  world  have  them.  Grape  sized — no. 
That  means  pathology  of  some  kind” — R.  Cabot, 
New  England  J.  Med.,  204:  507,  1931. 

Chicken-Pox 

6.  “Of  all  the  eruptive  fevers,  chicken-pox  is 
perhaps  the  least  likely  to  occur  twice  in  the  same 
person.” — Ker,  Infectious  Diseases,  1929,  p.  216. 

7.  “(Rose  Spots) — are  seen  sometimes  in  cere- 
brospinal meningitis,  typhus  fever,  trichinosis  and 
acute  miliary  tuberculosis.” — L.  Barker,  Internat. 
Clin.,  Vol.  2,  27th  series,  p.  32. 

8.  “When  we  have  a fast  pulse  throughout  in 
typhoid,  we  should  turn  our  attention  to  the  thy- 
roid gland,  for  tachycardia  in  uncomplicated  ty- 
phoid fever  does  not  occur.” — L.  Barker,  Ibid., 
idem,  p.  33. 

9.  “About  one  third  of  the  perforations  in  ty- 


phoid fever  are  associated  with  preceding  hemor- 
rhage, an  association  more  common  than  you  might 
suppose.” — Ibid.,  idem,  p.  35. 

1 0.  “We  seldom  see  very  high  white  cell  counts 
in  simple  inflammatory  processes  within  the  abdo- 
men. Marked  leucocytosis  (25,000  to  40,000)  sug- 
gests very  strongly  that  the  blood  supply  to  some 
abdominal  viscus  has  been  shut  off.” — Leland  Mc- 
Kittrick,  New  England  J.  Med.,  205:  645,  1931. 

Causes  of  Death 

1 1.  “Causes  of  death  after  70:  1)  arterial  dis- 
ease— heart,  brain,  kidney;  2)  neoplasm;  3)  term- 
inal infection  such  as  pneumonia  and  streptococcus 
disease;  4)  prostatic  obstruction  and  urinary  sepsis. 
You  will  go  right  in  90  out  of  100  cases  if  you 
make  these  assumptions.” — R.  Cabot,  New  Eng- 
land J.  Med.,  205:  740,  1931. 

1 2.  “All  testicular  tumours  should  be  consid- 
ered malignant.” — O.  Cox,  New  England  J.  Med., 
202:  243,  1930. 

13.  “Always  do  a pyelogram  to  be  sure  of  a 
mass  in  the  left  upper  quadrant — it  may  be  kidney 
and  not  spleen,  however  sure  you  may  feel  on 
clinical  examination.” — Arlie  Bock,  New  England 
J.  Med.,  202:  1217,  1930. 

14.  “We  see  in  patients  (who  are  not  getting 
enough  fluid,  who  are  passing  a highly  concen- 
trated urine)  albumin  and  once  in  a while,  sugar 
that  seems  to  be  due  to  irritation  of  the  kidney  in 
secreting  a highly  concentrated  urine.” — Arlie 
Bock,  Ibid.,  idem,  p.  683. 
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The  Selection  of  the  Proper  Operation  for  the 
Individual  Ulcer  Patient 

By  John  O.  Dampeer,  Jr.,  M.D.,  Kermit,  Texas 


In  recent  years  it  has  been  possible  to  perform 
definitive  surgery  for  peptic  ulcer,  either  gastric 
or  duodenal,  with  a very  low  mortality  and  with 
extremely  good  assurance  against  recurrent  ulcer- 
ation. With  this  high  “cure”  rate,  more  attention 
has  been  focused  in  recent  years  on  the  post- 
gastrectomy symptoms  and  nutritional  disturb- 
ances which  have  all  too  frequently  been  the  price 
of  the  surgical  ulcer  cure. 

What  ever  the  more  remote  underlying  cause, 
the  final  etiologic  factor  in  peptic  ulceration  is 
acid-pepsin  autodigestion  of  the  patient’s  own  tis- 
sues. This  may  be  caused  either  by  excess  acidity 
or  by  reduced  tissue  resistance.  The  former  is  the 
usual  mechanism  in  duodenal  ulcer  and  the  latter 
more  frequent  in  gastric  ulcer. 

After  it  was  realized  that  recurrent  ulceration 
occurred  with  distressing  frequency  following  gas- 
trojejunostomy, subtotal  gastrectomy  became  the 
standard  operation  for  duodenal  ulcer.  This  de- 
creased the  incidence  of  stomal  ulceration  to  ap- 
proximately three  per  cent.5  Because  this  was  not 
an  entirely  unmixed  blessing,  since  undesirable 
after-effects  were  quite  common,  there  has  been 
a continued  interest  in  the  development  of  some 
procedure  which  would  eliminate  both  evils. 

Three  Phases 

In  a considerable  oversimplification,  it  might 
be  said  that  there  are  three  phases  of  gastric  se- 
cretion. The  cephalic  phase,  mediated  by  way  of 
the  vagus  nerves,  and  the  gastric  phase,  mediated 
by  the  hormone,  gastrin,  which  is  elaborated  by 
stimulation  of  the  antrum  and  travels  by  the 
blood  stream  to  stimulate  the  parietal  cells  of  the 
body  and  fundus,  are  the  two  most  important. 
Although  there  is  a complex  interaction  between 
these  two  phases,  I believe  that  it  is  safe  to  state 
that  the  abolition  of  both  eliminates  approxi- 
mately 90  per  cent  of  the  stimulation  of  gastric 


secretion.  The  remaining  10  per  cent  is  chiefly 
the  function  of  the  intestional  phase.2 

Gastrojejunostomy  combined  with  vagotomy, 
popularized  chiefly  by  Dragstedt  in  this  country, 
was  the  first  departure  which  gained  prominence. 
After  several  years  it  became  evident  that  the  in- 
cidence of  recurrence  was  unduly  high,  in  the 
neighborhood  of  13-20  per  cent.5  For  this  reason 
this  operation  has  been  abandoned  for  the  most 
part  except  in  the  occasional  patient  in  whom  it 
might  be  elected  because  of  technical  factors  in 
the  management  of  the  duodenal  stump  or  be- 
cause of  the  patient’s  precarious  general  condition. 

Gastroduodenostomy 

The  use  of  gastroduodenostomy  by  the  Billroth 
I method  in  the  reconstruction  following  excision 
of  the  stomach  has  been  reevaluated  by  a good 
many  surgeons.  Most  writers  agree  that  the  pa- 
tients do  better  nutritionally  and  the  incidence 
of  the  dumping  syndrome  is  notably  decreased. 
Unfortunately,  however,  the  incidence  of  recur- 
rence is  increased  in  duodenal  ulcer  although  it 
is  not  in  gastric  lesions. 

In  an  interesting  study  conducted  in  Sweden, 
considering  only  those  patients  operated  upon  by 
two  professors  of  surgery,  it  was  concluded  that 
the  Billroth  I operation  is  eminently  satisfactory 
for  women  and  for  men  with  gastric  ulcers.  There 
was,  however,  a significant  increase  in  the  inci- 
dence of  recurrence  in  men  with  duodenal  ulcer, 
and  they  felt  that  this  operation  probably  should 
not  be  used  for  the  latter  group.7 

Limited  Gastrectomy 

In  the  past  several  years,  a limited  gastrectomy 
combined  with  subdiaphragmatic  vagotomy  has  be- 
come increasingly  popular.  This  operation  is  on 
very  sound  physiologic  grounds,  since  it  abolishes 
both  the  gastric  and  cephalic  phases  of  gastric 
secretion. 
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Several  large  series  of  patients  who  have  under- 
gone this  operation  have  now  been  followed  for 
several  years.  The  results  have  been  very  good. 
There  are  virtually  no  reported  recurrences  in  the 
literature  except  for  a few  patients  in  whom  it  was 
established  that  the  vagotomy  had  been  incom- 
plete. 

There  is  general  agreement  among  those  sur- 
geons who  have  experience  with  this  operation 
that  the  patients  do  far  better  nutritionally,  and 
there  is  the  definite  impression  that  the  incidence 
of  the  dumping  syndrome  is  markedly  reduced. 

Many  people  have  adopted  a “wait  and  see” 
attitude  toward  this  operation,  since  they  recall 
that  for  many  years  it  was  felt  that  simple  gas- 
trojejunostomy was  quite  satisfactory.  If  this  opera- 
tion stands  the  test  of  more  time,  it  will  probably 
be  even  more  widely  adopted.3"6 

Stoma  Size 

For  a long  time  it  was  felt  that  stoma  size  in 
the  reconstruction  of  gastrointestinal  continuity 
was  of  little  importance.  People  felt  that  the  func- 
tional stoma  size  was  limited  by  the  size  of  the 
jejunal  lumen. 

This  is,  of  course,  true  for  large  stomas.  How- 
ever, recently  there  has  been  brought  forth  fairly 
convincing  evidence  that  there  is  a definite  rela- 
tionship between  the  size  of  the  stoma  and  dump- 
ing symptoms. 

These  writers  showed  that  with  stomas  ap- 
proaching the  one  centimeter  internal  diameter 
of  the  pylorus,  both  dumping  symptoms  and  nu- 
tritional disturbances  were  greatly  lessened.  They 
admitted,  however,  that  in  the  early  post-opera- 
tive period,  some  element  of  outlet  obstruction  was 
quite  common  with  this  small  stoma.1 

Considerable  Choice 

This  leaves  us  with  a considerable  choice  of 
operation  for  any  individual  patient.  For  gastric 
lesions,  I believe  a wise  choice  would  be  a Billroth 
I reconstruction  except  in  the  occasional  patient 
with  a high-lying  ulcer  in  whom  this  is  not  feas- 
ible. 


For  the  usual  patient  with  duodenal  ulcer,  the 
conventional  70-75  per  cent  gastric  resection  of 
the  Billroth  II  type  probably  should  be  the  usual 
operation.  I do  feel  that  one  should  consider 
stoma  size  in  the  reconstruction  and,  although  I 
would  be  hesitant  to  construct  a one  centimeter 
stoma,  a fairly  small  one  that  will  comfortably 
accommodate  the  thumb  probably  would  be  some 
assurance  of  a lowered  chance  of  undesirable  post- 
operative sequellae. 

For  those  patients  in  whom  nutrition  is  already 
a problem,  and  in  men  whose  occupation  requires 
strenuous  physical  labor,  hemigastrectomy  and 
vagotomy  is  probably  the  wiser  choice.  Whether 
the  gastric  resection  is  of  the  Billroth  I or  of  the 
Billroth  II  type  apparently  makes  little  difference. 

There  are  several  well  known  methods  for  deal- 
ing with  the  difficult-to-manage  duodenal  stump, 
but  rarely,  particularly  in  the  poor-risk  patient, 
it  is  probably  better  surgical  judgment  to  accept 
an  increased  risk  of  recurrence  and  to  settle  for  a 
gastrojejunostomy  and  vagotomy.4 

Summary 

I.  Several  of  the  commonly  used  operations  for 
peptic  ulcer  are  discussed. 

II.  My  own  choice  of  operation  in  some  of  the 
commonly  encountered  situations  is  given. 

110  N.  Poplar  Street 
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Treatment  of  Arteriosclerosis 
Intravenous  Use  of  Allotropic  Colloidal  Iodine  Solution 

By  Frederic  Damrau,  m.d.,  New  York,  and  Albert  B.  Trencavel,  Ph.d.,  Los  Angeles 


A clinical  investigation  of  allotropic  colloidal 
iodine  solution*,  administered  intravenously,  de 
monstrated  that  this  medication  is  more  effective 
in  the  treatment  of  arteriosclerosis  than  the  same 
dosage  of  iodine  given  orally.  In  another  series 
of  cases  intravenous  injections  of  this  solution 
were  found  to  be  free  from  any  toxic  reactions. 

Oral  Iodine 

A survey  of  medical  literature  shows  that  the 
value  of  iodine  and  the  iodides  for  arteriosclerosis 
has  been  known  since  1876  (Wyckoff1)  and  is  rec- 
ognized by  modern  authorities. 

In  1936  Damrau2  reported  favorable  results 
following  oral  treatment  of  a series  of  cases  of  ar- 
teriosclerosis with  a soluble  iodine  solution  over  a 
period  of  four  months.  In  most  cases  there  was 
effective  relief  of  the  symptoms  of  headache,  diz- 
ziness, fatigue,  palpitation  and  precordial  pain. 
The  author  concluded  that  the  benefit  of  this 
treatment  “may  be  attributed  to  the  fact  that  io- 
dine acts  specifically  upon  the  disturbed  choles- 
terol metabolism,  which  has  been  shown  to  be  so 
important  a factor  in  arteriosclerotic  hyperten- 
sion.” 

Sollmann3  in  1957  confirms  the  present-day 
consensus  of  medical  opinion  that  the  iodides  are 
useful  in  circulatory  diseases.  He  writes:  “Iodides 
are  employed  in  arteriosclerosis,  coronary  sclero- 
sis, angina  pectoris,  aortic  aneurysm  (Bouillaud, 
1858),  and  the  like.  In  the  lighter  grades  of 
these  conditions  their  continued  administration 
seems  to  give  gradual  relief  to  the  functional  phe- 
nomena, especially  the  pain.  The  effects  are  not 
due  to  any  change  in  the  blood  pressure,  but 
probably  to  structural  alterations  in  the  vessel 
walls,  perhaps  absorption  of  cellular  exudates.” 

Coronary  Sclerosis 

Keys4  in  1957  emphasizes  the  importance  of  hy- 
percholesteremia in  the  genesis  of  coronary  scler- 
osis. He  states:  “It  is  well  established  that  pa- 

tients with  coronary  heart  disease  tend  to  have 

♦Supplied  as  5 cc.  ampoules,  also  30  and  60  cc.  vials,  of  Iriodine 
Colloidal  Iodine  Solution  by  Trencavel  Laboratories,  P.  O.  Box 
No.  25853,  Los  Angeles  25,  Calif. 
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higher  serum  cholesterol  concentrations  than  their 
clinically  healthy  counterparts  ...  It  seems  that 
most  middle-aged  American  men  have  hypercho- 
lesteremia in  terms  of  the  world  distribution  of 
serum  cholesterol  values.  Autopsy  studies  indi- 
cate, further,  that  most  middle-aged  American 
men  have  severe  coronary  atherosclerosis.  These 
facts  are  compatible  with  the  theory  that  athero- 
sclerosis is  in  considerable  measure  a reflection  of 
the  habitual  serum  cholesterol  concentration. 

“In  American  men,  at  least,  coronary  athero- 
sclerosis is  often  well  marked  before  they  are  30 
years  old,  so  that  the  clinical  appearance  of  the 
disease  in  men  in  the  50’s  represents  the  cumula- 
tive effects  of  many  years.” 

In  view  of  the  established  relationship  between 
hypercholesteremia  and  arteriosclerosis,  the  value 
of  iodides  in  reducing  blood  cholesterol  is  of  es- 
pecial interest. 

Brown  and  Page5  in  1952  reported  that  iodides 
inhibit  the  increase  of  cholesterol  in  the  liver  and 
blood  and  thus  check  the  development  of  athero- 
sclerosis. In  1954  Page0  reaffirmed  the  tradi- 
tional use  of  iodides  in  the  treatment  of  arterio- 
sclerosis and  their  value  in  combating  cholesterol 
induced  atherosclerosis  in  rabbits. 

Cholesterol  in  Rabbits 

Bruger  and  Oppenheim7  in  1951  reported  that 
the  precipitation  of  cholesterol  in  the  intima  of  the 
arteries,  induced  by  feeding  cholesterol  to  rabbits, 
is  inhibited  by  iodides. 

The  increasing  evidence  of  close  relationship 
between  hypercholesteremia  and  atherosclerosis, 
coronary  sclerosis  in  particular,  and  the  established 
value  of  the  iodides  in  reducing  blood  cholesterol 
provide  the  rationale  for  using  Colloidal  Iodine 
Solution  intravenously  in  the  emergency  and  more 
effective  treatment  of  arteriosclerosis  and  its  se- 
quelae. 

Intravenous  Iodine 

As  Goodman  and  Gilman8  have  said,  “the  iodi- 
des have  been  employed  empirically  in  a wide 
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variety  of  diseases  too  numerous  even  to  be  fully 
listed.  As  examples,  one  might  cite  their  use  in 
the  treatment  of  encephalitis,  essential  hyperten- 
sion, portal  cirrhosis,  thromboangiitis  obliterans, 
etc.” 

Since  the  therapeutic  indications  for  the  iodides 
are  so  wide  and  diverse,  it  is  not  surprising  that 
many  papers  have  been  published  on  intravenous 
iodine  therapy. 

Sodium  Iodide  Injection  N.F,  X!l  is  an  official 
drug  for  intravenous  or  intramuscular  injection. 
It  is  classified  as  a fibrilloly tic. 

A survey  of  medical  literature  shows  that  intra- 
venous iodine  therapy  has  been  reported  by  num- 
erous investigators  in  a wide  variety  of  diseases 
including  (a)  acute  infections,  (b)  chronic  infec- 
tions, (c)  degenerative  conditions  and  (d)  general 
disturbances. 

Recent  Reports 

Of  particular  interest  is  a recent  report  by  Mir- 
anda Ortiz  and  Gonzalez  Calzada10  on  the  pallia- 
tive treatment  of  poliomyelitis  with  colloidal 
iodine  solution.  Favorable  response  to  the  medi- 
cation was  observed  in  5 acute  cases  with  full  re- 
covery after  three  weeks  to  three  months.  In  a 
series  of  65  chronic  cases  benefits  of  treatment 
were  observed  in  all  cases  and  included  restoration 
of  strength  and  tone  in  the  affected  muscles,  im- 
proved local  circulation,  ability  to  stand  and  walk 
without  aid,  correction  of  contractures,  and  avoid- 
ance of  the  need  for  orthopedic  surgery. 

Bix11  in  1925  reported  the  intravenous  use  of 
iodine  for  patients  with  atheromatous  lesions  in 
the  blood  vessels  with  definite  relief  of  headache 
and  dizziness.  Leitloff12  in  1928  observed  relief 
of  angina  pectoris,  as  well  as  of  headache  and 
vertigo,  following  intravenous  iodine.  Other  in- 
vestigators who  have  reported  benefit  from  intra- 
venous administration  of  iodine  in  angina  pectoris 
or  arteriosclerosis  include  Lian,  Blondel  and  Ra- 
cine13 in  1931;  Jacobi  14  in  1937;  Burlingame15  in 
1948;  and  Rosselli  16  in  1949. 

Allotroic  Colloidal  Iodine  Solution 

This  parenteral  medication  is  a stable,  neutral, 
isotonic  and  allotropic  colloidal  iodine  solution 
supplied  in  5 cc.  ampoules,  also  30  and  60  cc. 
vials.  Each  ampoule  contains  potassium  iodide  10 
mg.,  iodine  10  mg.,  beta  amylose  100  mg.  and  dis- 
tilled water  q.s.  ad  5 cc. 


The  recommended  dose  is  5 cc.  by  intramuscu- 
lar or  slow  intravenous  injection.  In  the  treat- 
ment of  arteriosclerosis  it  is  administered  twice 
weekly. 

The  unique  features  are  the  stability  and  allo- 
tropism of  the  element  iodine  in  an  aqueous  col- 
loidal solution  dispersion  preparation. 

The  ingredients  of  allotropic  colloidal  iodine 
solution,  when  mixed  in  accordance  with  the  Tren- 
cavel  process,  form  a stable  isotonic  and  allotropic 
colloidal  iodine  solution  having  a neutral  reaction 
of  pH  7.  It  is  essentially  an  aqueous  solution  of 
metalloid  iodine,  in  potassium  iodide  as  a solvent, 
suspended  in  an  amylose  colloidal  medium.  The 
iodine  element  is  held  peripherally  to  the  complex 
amylose  molecule  by  adsorption  with  an  angle  of 
rotation  of  approximately  159°  (dextrorotatory). 

Rationale  of  Vehicle 

The  rationale  of  the  amylose  vehicle  is  the  fact 
that  it  holds  the  iodine  metalloid  by  allotropism  in 
two  different  forms,  that  is  the  physical  and  the 
chemical  form,  by  adsorption  and  chemical  solu- 
tion. This  is  a unique  characteristic  not  present 
in  other  colloidal  iodine  solutions.  It  is  combined 
in  this  form  for  gradual  liberation  of  free  iodine, 
a condition  best  calculated  for  therapeutic  pur- 
poses. 

The  allotropic  characteristic  provides  a unique 
colloidal  iodine  solution  in  that  the  starch  fraction 
is  the  specific  antidote  for  iodine  and  renders  it 
non-toxic  and  at  the  same  time  gives  it  the  pro- 
perties of  a complex  and  harmonious  amylaceous 
compound.  The  unusual  therapeutic  properties 
of  allotropic  colloidal  iodine  solution  are  due  to 
this  allotropism  of  iodine. 

The  iodine  element  is  held  firmly  by  adsorption 
with  the  amylose,  to  be  released  as  free  iodine 
gradually  as  needed  on  contact  with  the  blood. 
The  ampoules  are  tested  for  sterility  and  pyrogens 
in  conformity  with  the  requirements  of  the  U.  S. 
National  Formulary. 

Clinical  Study  of  Safety 

Forty  intravenous  injections  of  allotropic  col- 
loidal iodine  solution  were  given  to  20  patients 
under  close  observation  to  determine  the  presence 
or  absence  of  toxic  manifestations.  Ten  patients 
received  injections  on  three  successive  days;  the 
other  10,  a single  injection.  In  all  cases  the  diag- 
nosis was  arteriosclerosis. 
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Sixteen  of  the  patients  were  females  and  four 
males.  The  average  age  was  63,  with  a range 
of  49  to  73.  The  average  height  was  65  inches, 
with  a range  of  61  inches  to  69  inches. 

The  technique  of  administration  was  slow  in- 
travenous injection,  over  a period  of  five  minutes 
(1  cc.  per  minute),  into  the  vein  in  the  antecu- 
bital  region.  The  pulse,  temperature  and  blood 
pressure  were  checked  before  and  after  each  in- 
jection. 

Close  observation  was  continued  after  each  in- 
jection for  the  possible  appearance  of  the  follow- 
ing symptoms:  (1)  shock,  (2)  change  of  blood 

pressure,  (3)  fever,  (4)  tachycardia,  (5)  dyspnea, 
(6)  headache,  (7)  vertigo,  (8)  nausea,  (9)  vom- 
iting, and  (10)  other  reactions. 

None  of  the  above  reactions  was  observed  in 
any  case.  One  patient  complained  of  slight  tingl- 
ing of  the  fingers  during  the  first  minute  of  the 
first  injection.  It  disappeared  when  the  needle 
was  withdrawn  and  did  not  recur  with  two  sub- 
sequent injections.  Apparently  it  was  due  to 
fear  of  the  procedure. 

The  conclusion  was  reached  that  slow  intra- 
venous injections  of  allotropic  colloidal  iodine  so- 
lution do  not  result  in  toxic  manifestations. 

Therapeutic  Results 

Intravenous  therapy  with  allotropic  colloidal  io- 
dine solution,  in  comparison  w'ith  the  same  dosage 
of  potassium  iodide  and  iodine  administered  oral- 
ly, was  evaluated  in  a series  of  30  cases  of  diag- 
nosed arteriosclerosis. 

The  series  included  18  females  and  12  males. 
The  average  age  was  65,  with  a range  of  50  to  78. 
The  average  weight  was  153  lbs.,  with  a range  of 
92  to  210  lbs.  The  average  height  was  65  inches, 
with  a range  of  60  inches  to  73  inches.  The  av- 
erage duration  of  the  illness  was  9.6  years,  with  a 
range  of  4 to  20  years.  Complicating  hyperten- 
sion (systolic  blood  pressure  over  150  mm.  Hg.) 
was  present  in  16  cases.  Three  cases  were  drop- 
ped from  the  study  because  of  lack  of  cooperation. 

The  principal  complaint  was  dizziness  (17  cases), 
fatigue  (16  cases),  headache  (12  cases),  in- 
somnia (8  cases),  anorexia  (7  cases),  dyspnea  (6 
cases)  and  tinnitus  (4  cases). 

Intravenous  injections  of  Iriodine  were  given 


twice  weekly  to  all  27  patients  for  a period  of 
two  months. 

27  Patients 

As  controls,  the  same  27  patients  were  given 
an  oral  medication  containing  the  identical 
amounts  of  potassium  iodide  and  iodine  dissolved 
in  water.  This  treatment  was  also  continued  for 
two  months. 

In  13  cases,  the  oral  medication  was  given  first 
and  then  changed  to  allotropic  colloidal  iodine 
solution  after  a rest  period.  In  the  other  14  cases 
the  parenteral  medication  was  administered  first. 

All  27  patients  (100  per  cent)  showed  clinical 
improvement  while  under  treatment  with  allotro- 
pic colloidal  iodine  solution. 

Dizziness,  which  was  a complaint  in  17  cases, 
was  relieved  under  treatment  with  allotropic  col- 
loidal iodine  solution  in  13  cases  (76  per  cent). 
This  symptom  was  relieved  in  1 1 cases  (65  per 
cent)  under  oral  iodine  medication. 

Fatigue,  which  was  a complaint  in  16  cases, 
was  relieved  under  treatment  with  allotropic  col- 
loidal iodine  solution  in  12  cases  (75  per  cent). 
This  symptom  was  relieved  in  8 cases  (50  per 
cent)  under  oral  iodine  medication. 

Headache,  which  was  a complaint  in  12  cases, 
was  relieved  under  treatment  with  allotropic  col- 
loidal iodine  solution  in  9 cases  (75  per  cent). 
This  symptom  was  relieved  in  5 cases  (42  per 
cent)  under  oral  iodine  medication. 

Insomnia 

Insomnia,  which  was  a complaint  in  8 cases, 
was  relieved  under  treatment  with  allotropic  col- 
loidal iodine  solution  in  5 cases  (63  per  cent). 
This  symptom  was  relieved  in  3 cases  (38  per 
cent)  under  oral  iodine  medication. 

Anorexia,  which  was  a complaint  in  7 cases, 
was  relieved  under  treatment  with  allotropic  col- 
loidal iodine  solution  in  6 cases  (86  per  cent). 
This  symptom  was  relieved  in  3 cases  (43  per 
cent)  under  oral  iodine  medication. 

Dyspnea,  which  was  a complaint  in  6 cases,  was 
relieved  under  treatment  with  allotropic  colloidal 
iodine  solution  in  5 cases  (83  per  cent).  This 
symptom  was  relieved  in  2 cases  (33  per  cent)  un- 
der oral  iodine  medication. 
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Tinnitus,  which  was  a complaint  in  4 cases, 
was  relieved  under  treatment  with  allotropic  col- 
loidal iodine  solution  in  2 cases  (50  per  cent). 
This  symptom  was  relieved  in  1 case  (25  per  cent) 
under  oral  iodine  medication. 

Case  Report 

P.  C.,  male,  age  67,  weight  153  lbs.,  height  5’8'’, 
complained  of  dizziness,  dyspnea  and  abdominal 
distress.  These  symptoms  had  persisted  over  a 
period  of  eight  years.  The  peripheral  arteries 
showed  thickening  with  rubor  of  the  extremities. 
The  pulse  rate  was  78.  The  systolic  blood  pres- 
sure was  200  mm.  Hg.,  diastolic  90.  Routine  lab- 
oratory tests  were  negative. 

Slow  intravenous  injections  of  allotropic  colloi- 
dal iodine  solution  were  administered  twice  week- 
ly for  a period  of  two  months.  With  this  treat- 
ment all  of  the  symptoms  were  relieved  complete- 
ly. The  systolic  blood  pressure  was  reduced  to 
178  mm.  Hg.,  diastolic  64.  There  were  no  unto- 
ward effects  of  the  injections. 

Summary 

A comprehensive  survey  of  medical  literature 
shows  that  iodides  have  been  used  in  the  treat- 
ment of  arteriosclerosis  since  1876  and  that  their 
therapeutic  value  is  recognized  by  modern  medi- 
cal authorities.  It  has  been  established  that  io- 
dides reduce  blood  cholesterol  and  its  deposition 
in  the  intima  of  the  arterial  walls,  thereby  check- 
ing the  progress  of  atherosclerosis. 

A clinical  study  has  demonstrated  that  allotro- 


pic colloidal  iodine  solution,  administered  by 
slow  intravenous  injection,  is  safe  and  free  from 
harmful  reactions. 

Intravenous  injections  of  allotropic  colloidal 
iodine  solution  twice  weekly  for  a period  of  two 
months  provided  improvement  in  all  27  cases  ( 100 
per  cent)  of  arteriosclerosis.  Dizziness  was  re- 
lieved in  76  per  cent  of  cases,  headache  in  75  per 
cent,  fatigue  in  75  per  cent,  anorexia  in  86  per 
cent,  dyspnea  in  83  per  cent,  insomnia  in  63  per 
cent,  and  tinnitus  in  50  per  cent. 

Comparable  benefits  were  not  observed  in  a con- 
trol study  of  the  same  patients  orally  for  a similar 
period  of  two  months  with  a solution  containing 
the  same  amount  of  iodine  and  potassium  iodide. 

2 Tudor  City  Place. 

References 

1.  Wyckoff,  J.,  in  Cowdry’s  Arteriosclerosis,  1933,  p.  572. 

2.  Damrau,  F.,  M.  Rec.  144:373,  1936. 

3.  Sollmann  T.,  Manual  of  Pharmacology,  8th  ed.,  1957,  p.  1121. 

4.  Keys,  A.,  J.A.M.A.  164:1912,  1957. 

5.  Brown,  H.  B.,  and  Page,  I.  H.,  Circulation  5:647,  1952. 

6.  Page,  I.  H.,  Circulation  10:1,  1954. 

7.  Bruger,  M.,  and  Oppenhcim,  E.,  Bull.  New  York  Acad. 
Med.  27:539,  1951. 

8.  Goodman.  L.  S.,  and  Gilman,  A..  Pharmacological  Basis  of 
Therapeutics,  2nd  ed.,  1955,  p.  827. 

9.  National  Formulary,  10th  ed.,  1955,  pp.  536-37. 

10.  Miranda  Ortiz,  E.,  and  Gonzalez  Calzada,  D.,  M.  Times 
83:107,  1955. 

11.  Bix,  K.,  Wien.  klin.  Wchnschr.  38:1256,  1925. 

12.  Leitloff.  H.,  Therap.  d.  Gegenw.  69:140,  1928. 

13.  Lian.  C.,  Blondel,  A.,  and  Racine,  Bull.  et.  mem.  Soc.  med. 
d.  hop.  de  Paris  47:1725.  1931. 

14.  Jacobi,  H.  G.,  Am.  J.  M.  Sc.  193:737,  1937. 

15.  Burlingame,  C.  C.,  Digest  Neurol.  & Psychiat.  16:647,  1948. 

16.  Rosselli.  M.,  Gior.  clin.  med.  30:949,  1949. 


Oral  Treatment  For 
Ringworm  Reported 


An  antibiotic,  which  can  be  taken  by  mouth, 
has  been  found  to  be  effective  in  the  treatment 
of  ringworm,  according  to  two  Florida  dermato- 
logists. 

In  a preliminary  report  in  the  Archives  of 
Dermatology,  published  by  the  American  Medical 
Association,  the  doctors  said  they  treated  31 
patients  with  various  types  of  ringworm  with 
griseofulvin. 

The  drug  is  called  griseofulvin  for  the  species 
of  penicillium  from  which  it  is  made.  Penicillin  is 
made  from  another  species  — notation.  Griseo- 
fulvin earlier  was  found  effective  against  fungus 
infections  in  plants. 


When  griseofulvin  was  taken  daily  by  mouth, 
ringworm  of  the  body  and  scalp  cleared  within 
one  to  three  weeks.  Onychomycosis  (ringworm  of 
the  nails)  cleared  within  three  to  four  months, 
they  said. 

Adverse  side  effects  from  griseofulvin  appear 
to  be  minimal  in  man,  they  said.  However,  animal 
experiments  indicate  that  griseofulvin  affects  the 
blood  and  the  doctors  recommended  that  regular 
blood  cell  counts  be  made  during  prolonged  use 
of  the  drug  in  humans. 

Drs.  Harvey  Blank  and  Frank  J.  Roth  of  the 
University  of  Miami  School  of  Medicine,  Miami. 
Fla.,  and  the  Veterans  Administration  Hospital, 
Coral  Gables,  Fla.,  were  the  authors. 
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Coming  Meetings 


A Case  of  Chess  Paralysis 

This  note  on  chess  paralysis  is  written  as  a 
warning  to  those  of  the  author’s  friends  who  are 
chess  fiends  rather  than  to  add  to  the  already 
cumbersome  literature  on  the  subject  of  neuritis. 

As  is  well  known,  the  diagnosis  of  neuritis  is 
made  too  frequently  and  too  loosely.  Even  if  one 
limits  the  diagnosis  to  cases  which  meet  definite 
criteria  (of  motor  weakness,  anatomically  valid 
sensory  change  and  tingling  of  the  involved 
nerve),  the  causes  of  neuritis  and  neuropathy  are 
legion.  They  may  be  classed  as  mononeuritis  and 
polyneuritis  due  to  refrigeration,  compression,  in- 
toxication (heavy  metals,  Jamaica  ginger,  alcohol, 
etc.),  infection,  hypoxia  and  hypoxemia,  poor  nu- 
trition, and  so. 

No  photograph  accompanies  this  paper.  Any 
classic  photograph  in  any  standard  text  illustrat- 
ing the  effect  of  trauma  of  the  ulnar  nerve  in  the 
ulnar  groove  will  suffice. 

A young  book  salesman  presented  himself  with 
classic  right  ulnar  nerve  paralysis  of  three  weeks’ 
duration.  In  reply  to  questions  on  a possible 
source  of  trauma  to  the  elbow,  the  patient  gave 
categorically  negative  answers.  As  he  was  leaving 
the  office,  he  said,  “You  know,  I began  to  learn 
chess  four  weeks  ago.  I rest  my  right  elbow  on 
the  table  and  keep  banging  it  there.  Could  this 
have  anything  to  do  with  my  trouble,  Doctor?” 

As  someone  is  said  to  have  said,  “If  you  let  the 
patient  talk  long  enough,  he  will  give  you  the 
diagnosis.” 

— Procrastines,  El  Paso 


National  Hospital  Week,  May  10-16 

The  nation’s  hospitals,  through  the  Ameri- 
can Hospital  Association,  have  invited  their  closest 
ally,  the  medical  profession,  to  help  them  develop 
greater  understanding  and  appreciation  of  their 
services  and  contributions  to  the  American  people. 

This  year’s  program,  centered  in  a seven-day 
observance  of  National  Hospital  Week,  May 
10-16,  will  emphasize  the  theme  of  “More  Roads 
to  Recovery.”  An  explanation  of  these  “roads” — 
better  care,  improved  techniques  and  skills,  greater 
numbers  of  personnel  to  apply  the  dramatic  suc- 
cesses of  medical  science — will  help  offset  a grow- 
ing myth  that  hospital  costs  are  greater  than  the 
services  received. 


New  Mexico  Medical  Society,  annual  meeting, 
Las  Cruces,  N.  Mex.,  May  5-7,  1959. 

Annual  Assembly,  Nevada  Academy  of  Gen- 
eral Practice,  Riverside  Hotel,  Reno,  Nev.,  May 
21-23,  1959.  Program  to  be  presented  by  the  facul- 
ty of  the  University  of  Southern  California  School 
of  Medicine. 

The  American  College  of  Physicians,  Postgra- 
duate Course,  Cardiac  Arrhythmias,  Philadelphia 
General  Hospital,  Philadelphia,  May  22-24,  1959. 

I he  American  College  of  Physicians,  Postgradu- 
ate Course,  Special  Topics  in  Internal  Medicine, 
University  of  Colorado  School  of  Medicine,  Den- 
ver, June  15-19,  1959. 

University  of  Colorado  Medical  Center,  Fifth 
Annual  Postgraduate  Course,  Dermatology  for 
General  Practitioners,  Denver,  July  16-18,  1959. 

Rocky  Mountain  Cancer  Conference,  Brown 
Palace  Hotel,  Denver,  July  22-23,  1959. 

Nevada  State  Medical  Association,  Annual 
Meeting,  Mapes  Hotel,  Reno,  Aug.  19-22,  1959. 

American  Fracture  Association,  Annual  Meet- 
ing, New  Orleans,  Nov.  1-3,  1959. 

Southwest  Obstetrical  and  Gynecological  So- 
ciety, Annual  Meeting,  El  Mirador  Hotel,  Palm 
Springs,  Calif.,  Nov.  2 and  3,  1959. 

Southwestern  Medical  Association,  Annual 
Meeting,  Roswell,  N.  M.,  Nov.  5-7,  1959. 


ATTEND  THE 
ANNUAL  MEETING 
OF  THE  NEW  MEXICO 
MEDICAL  SOCIETY 
IN  LAS  CRUCES 
MAY  5-7 
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This  modern  enema  is  non-irritating  and 
safe... its  longer  rectal  tip  makes  admini- 
stration easy.  Sigmol  enemas  also  save 
expensive  preparation  and  clean-up  time. 
Each  120cc  enema  contains:  Sorbitol 
Solution  N.F.  43  Gm.;  Dioctyl  Potassium 


V»e 

ISOLYTE® 


leader  in  parenterals  since  192! 
...a  symbol  of  quality  it 
research,  product  and  service 


for  more  effective  electrolyte  therapy 


® 

ISOLYTE,  the  balanced  electrolyte  solution, 
proven. ..widely  used. ..convenient  for  routine  use. 

ISOLYTE  — a product  of  Baxter... pioneer  in 
completely  integrated  parenteral  systems. 

prescribe  ISOLYTE 


ISOLYTE  contains  in  each  100  cc: 
Sodium  Acetate  N.F.  0.64  Gm.*; 
Sodium  Chloride  U.S.P.  0.50  Gm.; 
Potassium  Chloride  U.S.P.  0.075 
Gm.;  Sodium  Citrate  U.S.P.  0.075 
Gm.*;  Calcium  Chloride  U.S.P. 
0.035  Gm.;  Magnesium  Chloride 
Hexahydrate  0.031  Gm. 

*Bicarbonafe  precursors. 


DON  BAXTER,  INC.  Research  and  Production  Laboratories  • GLENDALE,  CALIFORNIA 

reu  a difference 


MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL  ^■RHnEM 


Frederick  P.  Bornstein,  M.D.,  Editor-Case  1181 
Presentation  of  case  by  L.  A.  Gladstone,  M.D. 


History: — Dr.  Nathan  Kleban: 

A 54-year-old  Latin-American  housewife  en- 
tered the  hospital  Dec.  3,  1958.  During  the  month 
before  admission  there  had  been  a 20-30  lb.  weight 
loss  associated  with  poor  appetite  and  occasional 
vomiting  after  eating.  The  patient  had  complained 
of  pain  in  the  left  upper  abdominal  quadrant  or 
left  breast;  “convulsions”  had  been  occurring  for 
three  days.  There  was  no  observed  blood  loss. 

No  additional  history  was  obtained. 

Physical  Examination: 

While  being  admitted  the  patient  had  “an 
aborted  grand  mal”  seizure  not  further  described. 
T.  98.6,  P.  84,  R.  18,  B.  P.  160/100.  She  was  obese 
and  had  icteric  sclerae.  Eye  grounds  were  not  vis- 
ualized because  of  lenticular  opacities.  The  abdo- 
men was  protruberant.  One  examiner  recorded 
tenderness  in  the  left  upper  quadrant,  another  in 
the  right.  There  was  uncertainty  as  to  whether 
the  liver  edge  was  two  finger-breadths  below  the 
right  costal  margin.  The  cervix  was  friable,  erod- 
ed, bled  easily;  vaginal  discharge  was  thick,  white. 
Neurological  examination  was  said  to  be  within 
normal  limits. 

Hospital  Course: 

Spinal  paracentesis  was  attempted  after  admis- 
sion but  was  not  successful  because  of  the  seizures. 
On  the  second  day  a pressure  equivalent  to  264 
mm.  of  water  was  measured,  dropping  to  220  after 
10  milliliters  were  removed. 

Except  for  a mild  cystocele  and  rectocelc  a re- 
peat pelvic  examination  was  considered  within 
normal  limits.  Smears  were  made  for  Papanicol- 
aou stain. 

After  the  sigmoidoscope  was  introduced  to  12 
cm.  the  patient  balked  at  further  examination.  A 
two  by  three  cm.  firm  black  fecal  mass  was  en- 
countered. There  were  external  and  internal  hem- 
orrhoids. 


Treatment  included  whole  blood,  chloroproma- 
zine  (Thorazine),  phenobarbital,  diphenylhydan- 
toin  sodium  (dilantin),  sulfamethoxypyridazine 
(kynex),  iron,  vitamins,  calcium  gluconate,  chlor- 
amphenicol (chloromycetin)  and  high  protein 
diet. 

Seizures  Not  Described 

Seizures  (not  described)  stopped  after  the  first 
day.  She  was  later  described  as  sluggish  and  mild- 
ly responsive.  On  the  fifth  day  the  patient  sus- 
tained a hematoma  of  the  forehead  when  she  fell 
out  of  bed.  Eleven  days  later  spinal  fluid  pressure 
was  not  elevated  and  fluid  was  clear. 

The  patient  improved  to  some  extent,  was  able 
to  get  out  of  bed  and  go  to  the  bathroom,  was 
less  confused. 

Two  ounces  ol  castor  oil  and  soap  suds  enema 
were  given  on  the  13th  and  14th  days  in  prepara- 
tion for  sigmoidoscopy  and  barium  enema.  Con- 
fusion and  weakness  returned  and  increased. 
Headache  developed.  Stupor  was  followed  by 
coma,  convulsions  and  death  on  the  17th  day, 
Dec.  19. 

There  was  no  fever  during  the  patient’s  hospital 
stay.  Diastolic  blood  pressure  was  usually  below 
90.  The  recorded  urine  output  for  24  hours  ranged 
from  1040  to  1250  milliliters.  From  the  ninth  to 
15th  days  the  patient  went  to  the  bathroom  and 
urine  output  was  not  measured.  There  was  no 
urine  output  during  the  last  day  of  life. 

Laboratory  Findings: 

X-rays:  12-4-58 — Chest — -“Sagittal  view  of  the 
chest  reveals  no  evidence  of  metastasis  to  the  vis- 
ualized bony  thorax  or  lung  fields.  The  heart  and 
mediastinal  structures  appear  natural.  Conclusion: 
Negative  for  evidence  of  metastasis”. 

12-11-58 — KL1B — “Survey  film  of  the  abdomen 
reveals  gas  in  the  stomach  and  large  bowel.  Two 
opacities  in  the  left  upper  quadrant  are  suggestive 
of  possible  renal  calculi.  The  psoas  shadows  and 


MAY,  1959 


321 


properitoneal  fat  lines  are  visualized  bilaterally. 
Due  to  the  habitus  of  the  patient,  the  kidney 
shadows  are  poorly  visualized.  The  lumbar  spine 
and  pelvis  reveal  no  evidence  of  osteolytic  or  os- 
teoblastic metastasis.  Conclusion:  Negative  for  evi- 
dence of  metastatic  disease;  possible  renal  calculi 
on  the  left”. 

12-16-58 — Barium  enema — “Barium  was  instilled 
into  the  rectum  and  flowed  easily  throughout  the 
colon  to  the  cecum.  There  were  no  significant  ad- 
dition or  subtraction  defects.  Evacuation  film  re- 
vealed good  motor  function.  Conclusion:  Negative 
for  evidence  of  colitis  or  neoplasm”. 

12-17-58 — Upper  GI — “Examination  of  the  upper 
gastro-intestinal  tract  reveals  no  evidence  of  ulcer 
or  neoplasm.  The  esophagus  is  intact  and  there  is 
a small  hiatus  hernia”. 

Electroencephalogram  — 12-8-58  — “This  record 
shows  an  absence  of  the  normal  rhythm  replaced 
by  diffuse  generalized,  moderately  deep  stupor 
suggesting  a nutritional  metabolic  disturbance,  in- 
cluding a possible  hypoglycemia.  Conclusions:  Ab- 
normal electroencephalogram,  generalized  diffuse 
stupor  with  increased  pressure”. 

Electrocardiogram — 1 2-18-58 — “Electrolyte  imbal- 
ance— (hyperkalemia  and  hypocalcemia)” 

Vaginal  and  cervical  Pap  smears — 12-5-58 — nega- 
tive for  cancer  cells. 

Blood  counts:  12-2-58 — Hb.  6.5  gm.  Ht.  19% 
WBC  12,400,  Eosins.  4,  Stabs.  1,  Segs.  71,  Lymphs. 
20,  Monos.  4,  12-8-58 — Hb.  11.1  gm.  Ht.  32 
vol.%,  WBC  9,600,  RBC  3.31,  12-16-58— Hb.  7.8 
gm.  Ht.  28%.  12-18-58 — Hb.  13.3  gm.  Ht.  40%. 

Blood  chemistry:  12-3-58 — Alkaline  phosphatase 
— 3.6,  Van  den  Bergh  Direct — .077,  indirect — 
.435,  Glucose — 140  mg.%,  Urea  Nitrogen — 47. 
12-4-58 — COL>  combining  power — 20  mEq/L.  Cal- 
cium— 6.7  mEq/L,  Sodium — 168  mEq/L,  Potas- 
sium— 4.5  mEq/L,  Chloride — 132  mEq/L,  Phos- 
phorus— 6.6  mg.%,  12-11-58 — Urea  Nitrogen — 
87  mg.%,  Calcium — 5.7  mg.%,  12-15-58 — Urea 
Nitrogen  — - 99  mg.%,  12-17-58  — Calcium  — 3.0 
mg.%,  Chlorides — 110  mEq/L,  Potassium  — 4.6 
mEq/L,  Sodium— 128  mEq/L,  12-18-58 — LTea 
Nitrogen — 101  mg.%,  Potassium — 5.2  mEq/L,  So- 
dium— 150  mEq/L. 

Platelet  count — 12-8-58 — 125,780 

Coagulation  time  6 min.,  bleeding  time  2%  min- 
utes— 12-8-58 
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Prothrombin  time — 100% — 12-8-58 

Spinal  fluid- — 12-4-58 — Total  protein  19.5,  WBC 

2,  polys  1,  sugar  85,  15  rbc,  12-18-58 — Total  pro- 
tein 41,  WBC  3,  polys  1,  Lymphs.  2,  sugar  122, 
chlorides  150  mEq/L. 

Bone  marrow — 12-11-58 — 1.  Iron  stains — mod- 
erately increased,  2.  Red  cell  morphology — normal, 

3.  Routine  studies — no  significant  changes. 

b rine  culture  and  sensitivity— 12-2-58 — Staph 
and  coliforms — Sens.,  Chloro.,  Terra.,  aureo.,  neo- 
mycin. 

L!rinalyses:  12-3-58 — (cath.)  straw,  clear,  acid 
- — S.G.  1.010,  albumin  3-f-,  sugar  negative,  WBC 

8- 12  (occ.  cl.)  RBC  occ.,  occ.  sq.  ep.  cell.  12-9-58 
(cath.)- — straw,  cloudy,  alkaline — S.G.  1.010 — 
albumin  3-j-,  sugar  neg.,  WBC  1-2,  RBC  2-3, 
many  nonmotile  bacteria,  phosphate  crystals,  12- 

9- 58 — (cath.)  yellow,  turbid,  alkaline,  S.G.  QNS, 
albumin  2-)-,  sugar  negative,  WBC — rare,  RBC 
25-30,  few  sq.  ep.  cells  12-10-58 — (cath.)  straw, 
clear,  alkaline,  S.G.  QNS,  albumin  2— , WBC  rare, 
RBC  rare,  occ.  sq.  ep.  cell,  12-11-58 — (cath.)  — 
straw,  clear,  alkaline,  S.G.  1.010 — albumin  2—)—, 
sugar  negative,  WBC  2-3  with  clumps,  RBC  1-3, 
few  sq.  ep.  cells,  12-14-58 — (cath.) — straw,  clear, 
acid — S.G.  1.005 — albumin  2+,  sugar  negative, 
6-10  ep.  cells,  moderate  bacteria,  12-16-58  — 
(cath.) — straw,  cloudy,  acid,  S.G.  1.012 — albumin 
4-)-,  sugar  negative,  WBC  18-20/HPF,  rare  squa- 
mous ep.  cell,  many  motile  bacteria,  12-17-58 — 
(cath.)  straw,  hazy,  alkaline,  S.G.  1.004 — albumin 
2%,  sugar  neg.,  WBC  many  large  clumps,  phos- 
phate crystals,  12-17-58 — (voided) — clear,  acid, 
S.G.  QNS — sugar  negative,  innumearble  WBC, 
rare  RBC,  12-18-58 — straw,  cloudy,  acid — S.G. 
1.007,  albumin  3— (— , sugar  negative,  innumerable 
WBC. 

Urine  for  bilirubin  12-9-58 — negative. 

Stool  12-15-58  showed  traces  of  occult  blood. 

Clinical  Discussion:  Dr.  L.  A.  Gladstone: 

There  is  a saying  that  sometimes  too  much  in- 
formation can  be  just  as  confusing  as  too  little 
information.  Well,  the  CPC  for  tonight  involves  a 
54-year-old  woman  whose  total  hospital  stay  was 
17  days. 

On  the  surface,  as  we  examine  the  history,  it 
appears  as  a straightforward  case  of  an  elderly  pa- 
tient who  had  lost  weight,  approximately  20  to 
30  pounds  over  an  undetermined  period,  who 
eventually  went  into  renal  decompensation  and 
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died,  with  all  the  complications  of  renal  in- 
sufficiency and  uremia. 

This  patient  apparently  had  an  exhaustive 
study;  there  apparently  are  some  very  conspic- 
uous omissions  in  the  history.  I don’t  know 
whether  they  were  omitted  purposely  from  the 
protocol  or  whether  they  were  not  done? 

Dr.  Nathan  Kleban: 

No.  Nothing  was  omitted. 

Dr.  Gladstone: 

I would  like  to  see  the  X-rays  at  this  point  if 
I may,  please. 

X-Ray  Discussion — Dr.  William  Melton: 

I will  limit  the  X-ray  discussion  to  the  positive 
findings.  On  the  KUB  there  are  some  densities 
overlying  the  right  renal  region  which  have  the 
appearance  of  large  renal  calculi.  On  the  plain 
film  on  the  right  I can’t  identify  the  renal  shadow; 
there  is  some  motion  on  the  film  and  the  soft  tissue 
structures  are  not  well  defined. 

There  is  faint  density  over  the  right  renal 
shadow  that  might  raise  the  question  of  a stone; 
however,  on  the  subsequent  barium  enema  films 
the  stones  in  the  region  of  the  left  kidney  are  ob- 
vious and  I don’t  see  any  densities  in  the 
region  of  the  right  kidney.  The  chest  film  showed 
no  evidence  of  an  active  process  or  metastatic  dis- 
ease. 

On  the  upper  GI  series  a small  hiatus  hernia  is 
demonstrated;  beyond  this  I don’t  think  the  X- 
rays  contribute  anything. 

Dr.  Gladstone: 

Thank  you,  Dr.  Melton.  We  have  a woman  who 
was  admitted  to  the  hospital,  who  was  unable  to 
give  any  kind  of  a history.  All  we  know  is  that  she 
had  lost  weight,  that  she  had  poor  appetite,  that 
she  had  been  vomiting,  and  that  apparently  she 
had  some  convulsions. 

On  neurological  examination  there  is  apparently 
no  explanation  for  these  convulsions.  However,  we 
do  know  that  the  patient  was  hypertensive,  and 
that  she  also  had  a normal  or  upper  limit  of  nor- 
mal spinal  fluid  pressure,  and  that  the  spinal  fluid 
essentially  wras  of  no  help  in  coming  to  a diagnosis 
in  this  particular  case. 

She  had  no  elevated  protein,  her  spinal  fluid 
chlorides  were  within  normal  limits.  The  spinal 
fluid  chlorides  are  to  a certain  extent  a reflection 
of  serum  chloride  concentration  in  the  blood,  as 


are  spinal  fluid  sugars  or  other  electrolytes.  It  is 
not  lowered  as  it  might  be  expected  in  tuberculous 
meningitis  for  instance. 

Significant  Finding 

About  the  only  significant  finding  on  physical 
examination  was  questionable  icterus.  However,  if 
we  examine  the  second  page  of  the  protocol  we 
see  that  the  patient  did  not  have  an  elevated  bili- 
rubin. It  is  difficult  to  determine  a borderline  ic- 
terus clinically. 

I would  prefer  to  rely  on  the  laboratory  findings 
in  this  instance.  The  patient  had  lenticular  opaci- 
ties. Opacities  bilaterally  in  a patient  of  50  are  not 
unusual.  Causes,  such  as  diabetes  for  instance,  are 
to  be  considered,  but  we  know  that  the  blood 
glucose  in  this  patient  was  normal. 

Of  other  causes,  such  as  parathyroid  deficiency 
for  instance,  there  is  very  little  evidence.  A pri- 
mary parathyroid  deficiency  is  an  extremely  rare 
disease;  more  commonly  than  not  it  is  due  to  a 
surgical  operation  upon  the  thyroid. 

A tumor  or  a hemorrhage  into  the  parathyroid 
gland  occasionally  can  destroy  the  parathyroid 
gland  but  there  is  no  evidence  for  that.  Radiation, 
various  toxic  drugs,  intoxication  such  as  dinitro- 
phenol,  anastoline,  we  have  no  history  for  that;  so 
I assume  that  the  lenticular  opacities  in  this  pa- 
tient are  in  accordance  with  the  patient’s  age  and 
are  due  to  degenerative  changes  in  the  lens. 

Some  Question 

There  was  some  question  that  this  patient  may 
have  had  some  tenderness  in  the  right  or  the  left 
upper  quadrant,  we  know  that  she  had  complained 
of  left  upper  quadrant  pain,  it  appears  that  ap- 
parently the  patient  had  kidney  stones,  and  I 
would  assume  that  the  pain  in  the  left  upper  quad- 
rant and  possibly  less  severe  tenderness  was  due  to 
the  stones  in  the  kidney. 

Numerous  Examinations 

The  patient  had  a number  of  examinations.  In 
a patient  who  loses  25  or  30  pounds  obviously  the 
possibility  of  a malignancy  should  be  considered. 
The  obvious  sources  of  a malignancy  such  as  the 
gastro-intestinal  tract  or  the  GU  tract,  I believe 
were  pretty  well  excluded. 

It  is  stated  in  the  protocol  that  the  patient  had 
numerous  pelvic  examinations.  I assume  that  they 
were  done  by  competent  people,  and  a malignancy 
such  as  carcinoma  of  the  vagina  which  is  a very 
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rare  malignancy,  or  a carcinoma  of  the  ovaries  or 
of  the  uterus  were  not  found. 

Carcinoma  of  the  colon:  there  is  very  little  evi- 
dence ior  that.  It  is  possible  that  the  rectum  may 
not  be  visualized  in  a barium  enema.  It  was  stated 
that  the  examiners  had  encountered  some  difficulty 
in  examining  the  patient’s  rectum,  and  it  is  there- 
fore conceivable  that  this  patient  may  have  had  a 
rectal  carcinoma  with  obstructive  uropathy  and  a 
possible  metastasis  to  the  central  nervous  system 
and  convulsions. 

Usually  one  woidd  expect  to  find  some  localizing 
signs  and  it  is  stated  in  this  protocol  that  the  neu- 
rological examination  was  normal. 

Electroencephalogram 

An  electroencephalogram  was  done  on  this  pa- 
tient and  as  usual  I believe  there  has  been  too 
much  read  into  it.  I don’t  think  that  one  can  be 
that  positive  on  an  electroencephalogram. 

On  an  electroencephalogram  I guess  one  can 
say  that  the  patient  has  epilepsy  or  not,  whether 
it  is  grand  mal  or  petit  mal,  w'hether  there  is  any 
absence  of  electrical  activity  over  one  hemisphere 
or  the  other  or  whether  there  are  localizing  spots, 
but  I believe  the  gentleman  who  has  read  this  elec- 
troencephalogram tried  to  be  too  cooperative. 

The  patient  had  bled.  Bleeding  tendency  in  an 
individual  with  renal  insufficiency  is  not  at  all  un- 
common. What  is  the  cause  for  it  we  do  not  know. 
There  is  such  a thing  as  uremic  colitis,  uremic 
gastro-enteritis. 

Uremia  is  a syndrome  that  involves  practically 
every  system  in  the  body  including  the  blood  ves- 
sels; there  is  a lot  of  necrosis  in  the  intestinal  tract 
and  bleeding.  Also  the  serum  calcium  is  lowered, 
that  might  be  contributory  to  bleeding  tendency. 

There  was  no  primary  bleeding  disease,  I be- 
lieve, because  there  was  a normal  coagulation  time, 
normal  platelet  count,  normal  prothrombin  time 
and  also  a normal  bleeding  time. 

Treatment 

The  treatment  at  the  beginning  was  apparently 
directed  at  the  patient’s  symptoms.  She  had  con- 
vulsions so  she  was  given  Dilantin  and  phenobarbi- 
tal.  It  was  thought,  and  proven,  that  she  had  renal 
infection;  it  was  demontsrated  on  one  whole  half 
page  of  numerous  urinalyses  that  she  had  had. 

They  all  show  a fixed  specific  gravity,  albumi- 
nuria, pyuria  and  everything  else  that  I believe 
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goes  along  with  a chronic  renal  insufficiency. 

Therefore  I assume  that  this  patient’s  bleeding 
tendency  was  secondary  to  her  uremia.  She  was 
also  treated  with  intravenous  fluids;  there  is  no 
indication  as  to  the  rationale  of  this  fluid  therapy. 

She  received  blood  which  is  indicated  in  an  in- 
dividual who  is  bleeding  and  who  is  anemic.  There 
is  some  question  as  to  how  much  blood  should  be 
given  to  patients  in  uremia;  we  know  they  bleed. 

You  can  give  them  a lot  of  blood  but  the  pa- 
tients do  not  keep  it,  for  there  is  a certain  element 
of  hemolysis  involved  in  uremia.  Bringing  up  the 
hemoglobin  or  hematocrit  to  a reasonable  level, 
let’s  say  10  to  11  grams,  would  be  quite  sufficient 
in  an  individual  like  this.  She  also  was  given  iso- 
tonic sodium  chlorides,  and  despite  all  this  the 
patient’s  uremia  progressed  and  so  did  her  anemia. 

Blood  Urea  of  47 

On  her  admission  she  had,  I believe,  a blood 
urea  of  47  which  gradually  increased  and  termi- 
nally it  was  in  the  neighborhood  of  about  100. 
Blood  urea  is  a gross  estimate  of  the  patient's  renal 
insufficiency.  The  degree  of  uremia  is  not  at  all 
indicative  or  a reflection  of  this  patient’s  renal  in- 
sufficiency or  azotemia. 

This  might  be  why  people  prefer  to  call  it  azo- 
temia rather  than  uremia.  The  patient  had  low 
calcium;  there  is  a reason  for  that  in  a patient 
with  uremia. 

For  one,  it  is  one  of  the  functions  of  the  kidney 
to  conserve  calcium,  number  two,  low  calcium, 
hypocalcuria  is  a compensatory  mechanism.  The 
kidneys  try  to  excrete  fixed  acids  with  any  avail- 
able anion  that  they  have  at  their  disposal:  so- 
dium, calcium,  or  magnesium,  for  that  matter. 

Patient  Falls  on  Head 

So  what  do  we  have  here  then?  We  have  a pa- 
tient who  had  lost  weight,  who  had  renal  stones, 
who  had  become  progressively  uremic.  During  the 
course  of  the  hospitalization  she  became  some- 
what less  stuporous  than  she  was,  possibly  second- 
ary to  correction  of  her  internal  environment  by 
intravenous  fluids.  But  then  one  day  she  fell  on 
her  head,  that  was  approximately  on  the  14th  day. 

I am  a little  bit  surprised  that  a patient  who 
falls  on  her  head  and  develops  a hematoma  does 
not  have  skull  films.  I believe  they  would  have 
been  very  important.  So  we  have  a patient  who 
has  obviously  renal  insufficiency,  who  went  into 
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uremia  and  who  eventually  died. 

Cause  of  Uremia 

Now,  what  does  this  boil  down  to?  What  is  the 
cause  of  this  uremia?  Probably  the  most  common 
cause  of  uremia  in  a patient  with  pyuria,  fixed 
specifice  gravity,  is  either  a chronic  glomerulone- 
phritis or  chronic  pyelonephritis. 

In  a so-called  end-stage  kidney  even  the  path- 
ologist has  a hard  time  to  determine  what  it  is. 
With  pus  in  the  kidneys  I would  assume  this  pa- 
tient had  probably  chronic  pyelonephritis.  Or 
could  this  patient  have  had  an  obstructive  uro- 
pathy? 

Now  what  could  cause  obstructive  uropathy  in 
a female  of  53?  Probably  a carcinoma  arising 
from  the  pelvis,  obstructing  the  ureters.  Carcinoma 
of  the  cervix,  a good  proportion  or  a large  pro- 
portion of  patients  with  carcinoma  of  the  cervix 
will  die  of  uremia  with  obstructive  uropathy,  renal 
insufficiency. 

Another  Cause 

Another  cause  of  renal  insufficiency  in  a patient 
of  50  is  a congenital  polycystic  kidney.  Of  this  con- 
dition there  are  two  types:  one,  in  children  who 
die  in  their  early  infancy;  the  second  is  the  adult 
type.  Adults  live  to  be  40  or  50  and  usually  there 
is  a mass  palpable,  or  masses  palpable  in  both 
flanks  but  not  necessarily  so. 

I have  had  the  opportunity  to  see  recently  a 
patient  who  had  died  who  had  congenital  polycys- 
tic kidneys;  who  was  uremic;  who  had  high  blood 
pressure;  and  whose  kidneys  were  not  enlarged  on 
a flat  plate  of  the  abdomen  or  by  palpation  by 
clinical  examination. 

Approximately  one  half  of  these  people  don't 
have  hypertension;  this  patient  was  not  hyperten- 
sive. They  don’t  have  to  be  hypertensive  to  be  in 
renal  insufficiency;  the  majority  of  them  are. 

Chronic  Renal  Insufficiency 

So,  to  conclude,  I would  say  that  this  individ- 
ual probably  did  not  have  a malignancy  causing 
her  demise.  Her  uremia  most  likely  was  due  to  a 
chronic  renal  insufficiency  secondary  to  chronic 
pyelonephritis  or  possibly  congenital  polycystic 
kidneys. 

As  far  as  her  immediate  cause  of  death,  I do  not 
know  exactly  but  I would  say  this:  this  patient 
probably  had  sustained  some  sort  of  central  nerv- 
ous system  injury,  possibly  an  epidural  or  sub- 
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dural  hematoma,  although  she  did  not  have  ele- 
vated spinal  fluid  pressure. 

In  hematoma,  the  duration  will  depend  on 
whether  it  is  an  arterial  bleeding  or  whether  it  is 
a venous  bleeding. 

So  I would  say  this  patient  probably  had  either 
chronic  pyelonephritis  uremia  with  renal  failure 
or  congenital  polycystic  kidneys  and  that  probably 
the  immediate  cause  of  her  demise  was  a central 
nervous  system  injury,  possibly  epidural  or  sub- 
dural hematoma. 

Dr.  H.  M.  Gibson: 

I would  like  to  make  a remark  or  two  about  the 
interpretation  of  urine  specimens  from  an  indwell- 
ing catheter.  The  amount  of  pus  that  you  find 
in  a specimen,  and  to  a certain  extent  the  amount 
of  blood  that  you  find  in  a specimen,  is  utterly  and 
completely  unreliable. 

In  running  urinalyses  on  people  with  indwelling 
catheters,  you  will  find  that  100  per  cent  of  them 
have  pus  cells  and  frequently  have  some  red  blood 
cells.  Generally  you  can  depend  on  the  specific 
gravity  and  the  albumin  and  sugar  of  course  in 
the  urine,  but  please  do  not  make  a diagnosis  of 
renal  infection  from  indwelling  Foley  catheter. 

The  same  applies  after  a patient  is  cystoscoped. 
We  have  seen  people  who  have  gone  home  or 
gone  out  of  town  and  have  been  seen  by  their  fam- 
ily doctor  4 or  5 days  after  they  have  been  cysto- 
scoped. 

Then  I get  a call  about  midnight  usually:  this 
patient  has  albumin  and  blood  in  her  urine.  Well, 
of  course  she  has,  and  100%  of  them  are  going  to 
have  for  about  ten  days.  This  patient  obviously 
does  have  uremia  and  it  does  boil  down  to  exactly 
why  the  patient  has  uremia. 

I think  most  likely  it  is  a chronic  sclerosing  py- 
elonephritis; the  possibility  of  things  like  polycystic 
kidney  disease  are  only  that:  possibilities.  The  evi- 
dence is  certainly  not  very  strong  in  support  of 
them. 

Possibility  of  Hyperparathyroidism 

I would  like  to  discuss  the  possibility  of  hyper- 
parathyroidism in  this  case.  Any  person  who  has 
bilateral  or  multiple  stones  is  a potential  hyper- 
parathyroid patient.  The  typical  blood  chemistry 
shows  an  elevated  calcium  and  a lower  serum 
phosphorous  with  increased  calcium  excretion  in 
the  urine. 

However,  in  the  presence  of  uremia  these  pic- 
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tures  are  frequently  reversed.  You  may  very  well 
see  the  picture  that  you  see  right  here,  a lowered 
serum  calcium  and  an  elevated  serum  phospho- 
rous, so  this  does  not  rule  out  a parathyroid 
disease. 

The  bones  that  we  see  here  certainly  have  noth- 
ing that  would  make  us  think  of  a parathyroid 
disorder,  but  again,  that  is  not  reliable  by  a good 
percentage. 

So  I go  along  with  Dr.  Gladstone:  I think 
this  is  a chronic  sclerosing  type  of  pyelonephritis, 
probably  with  stones,  but  I also  consider  the  pos- 
sibility that  this  patient  may  have  parathyroid  dis- 
ease in  addition. 

Dr.  Nathan  Kleban: 

This  is  in  the  nature  of  my  usual  carping  com- 
ments. We  had  a patient  several  months  ago  in  a 
similar  situation,  with  far  advanced,  almost  termi- 
nal renal  insufficiency,  who  was  given  castor  oil 
on  several  occasions  followed  by  soap  suds  enemas 
and  then  went  into  stupor  and  coma  and  died 
within  24  hours. 

This  patient  today  and  the  one  we  had  before, 
and  I believe  we  had  a third  patient  within  the 
last  year  or  so,  certainly  are  people  with  far  ad- 
vanced disease.  I think  the  people  who  have  been 
taking  care  of  them  on  the  ward  have  not  been 
mindful  of  the  fact  that  they  are  in  extremely 
precarious  situation. 

Anything  which  tends  to  deplete  them  severely 
of  body  fluid  and  lowering  their  circulating  blood 
volume  fairly  rapidly,  thereby  lowering  their  renal 
blood-flow,  can  tip  over  an  individual  who  is  right 
on  the  verge  of  death  from  renal  insufficiency. 

Dr.  Borns tein: 

Assuming  this  patient  had  a sclerosing  kidney 
disease,  wasn’t  the  blood  pressure  unusually  low? 

Dr.  Gladstone: 

Well,  it  is  true  that  chronic  renal  insufficiency 
is  frequently  associated  with  high  blood  pressure, 
however,  this  is  not  necessarily  so.  There  are  cer- 
tain types  of  renal  insufficiencies  that  may  not  be 

associated  with  high  blood  pressure. 

For  instance,  one  is  congenital  polycystic  kidney, 
another  form  is  an  amyloid  kidney.  Usually  the 
amyloid  kidney  is  the  one  that  is  described  as  the 
one  with  albuminuria  without  high  blood  pressure. 

Dr.  Bomstein: 

What  about  chronic  glomerulonephritis  and 


chronic  pyelonephritis? 

Dr.  Gladstone: 

In  chronic  glomerulonephritis  and  chronic  py- 
elonephritis, the  patient  usually  has  an  elevated 
blood  pressure.  That  blood  pressure  also  depends 
to  a certain  extent  on  the  state  of  the  patient’s 
hydration. 

Dr.  Kleban  has  brought  out  the  possibility  that 
this  patient  might  have  actually  been  depleted  of 
body  fluids. 

A blood  pressure  of  160/100  can  actually  rep- 
resent a shock  in  a patient  who  has  previously 
been  hypertensive  but  has  been  markedly  dehy- 
drated. 

Dr.  Postle waite: 

Grolman  has  done  decapsulation  procedures  of 
the  kidney,  unilateral  and  bilateral,  over  a period 
of  years.  He  has  observed  blood  pressure  changes 
and,  under  the  stimulus  of  Tinsley  Harrison,  be- 
came interested  in  the  question  of  whether  there 
was  a renin  and  antirenin  factor  in  the  kidney. 

If  you  injure  the  circulatory  system  of  the  kid- 
ney, injure  it  by  anoxia,  then  you  get  a renin  or 
pressor  effect.  The  unfortunate  thing,  however,  is 
that  nobody  has  taken  time  to  discover  what  hap- 
pened if  there  were  no  kidneys.  In  his  recent 
book,  Dr.  Grolman  reports  the  removal  of  both 
kidneys. 

Keeping  the  dog  alive  for  a period  of  several 
weeks  by  lavage  procedures  and  electrolyte  bal- 
ance, he  was  able  to  maintain  a completely  normal 
pressor  system  within  the  animal.  There  was  no 
evidence  of  hypertension  or  vascular  changes  sec- 
ondary to  it. 

The  dog  was  sacrificed;  it  could  have  been  kept 
on  except  for  limited  factors  of  nutrition.  I think 
there  is  evidence  in  the  pyelonephritis  group  of 
diseases,  if  they  are  unilateral,  that  removal  of  this 
kidney  will  often  give  relief  of  the  hypertension. 

Dr.  Bornstein: 

I would  like  to  make  one  more  point.  If  you 
assume  that  this  patient  had  a chronic  glomeru- 
lonephritis or  a pyelonephritis  and  is  not  hyper- 
tensive now,  you  would  assume  there  had  occurred 
a fairly  recent  drop  in  blood  pressure.  However, 
then  you  should  have,  at  least  roentgenologically, 
cardiac  hypertrophy  which  you  get  after  about  a 
year  of  hypertension,  and  you  would  assume  that 
this  kidney  disease  is  at  least  a year  old,  wouldn’t 
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you?  Dr.  Melton,  as  far  as  the  chest  is  concerned, 
is  there  any  indication  of  cardiac  hypertrophy  on 
it? 

Dr.  Melton: 

I didn't  comment  on  it  much,  Fred,  because  I 
think  that’s  a short  distance  film,  but  the  heart 
looks  enlarged  to  me,  yes. 

Clinical  Diagnosis:  Chronic  pyelonephritis  with 
renal  failure. 

Dr.  Gladstone’s  Diagnosis:  Either  chronic  pyelon- 
ephritis uremia  with  renal  failure  or,  congenital 
polycystic  kidneys. 

Pathological  Diagnosis:  Polycystic  kidneys,  con- 
genital 

Pathological  Discussion — Dr.  F.  P.  Bornstein: 

Autopsy  revealed  a poorly  nourished  54  year  old 
woman.  The  heart  was  not  hypertrophied.  The 
main  findings,  as  was  to  be  expected,  were  in  the 
kidneys.  (Fig.  1).  This  picture  shows  so-called 
congenital  polycystic  kidneys  without  renal  en- 
largement. The  right  kidney  was  much  smaller 
than  the  left  and  totally  non-functioning.  The  left 
kidney  was  not  enlarged  but  also  completely  cystic. 
The  discussion  brought  up  the  question  of  a stone. 


Figure  1 


We  did  not  find  any  real  stone,  only  soft  nec- 
rotic material  with  some  calcified  tissue  in  the 
center.  On  cut  surface  one  sees  that  the  renal  par- 
enchyma has  been  replaced  by  a conglomeration 
of  cystic  structures  suggesting  the  complete  ab- 
sence of  functioning  renal  tissue.  This  is  a little 


bit  deceiving,  because  some  renal  tissue  must  have 
been  left,  otherwise  the  patient  wouldn’t  have 
lived  to  the  age  of  54. 

Microscopic  examination  showed  an  agglomera- 
tion of  lesions;  namely,  the  basic  polycystic  lesion 
and  a superimposed  arterial  nephrosclerosis. 

Head  Essentially  Negative 

The  head  was  essentially  negative  so  I think  that 
uremia  and  the  kidney  failure  are  responsible  for 
the  patient’s  death.  There  is  very  little  else  to  com- 
ment on  it.  It  has  been  baffling  to  me  why  the 
woman  lived  for  such  a long  time  and  lived  fairly 
asymptomatically.  What  suddenly  happened  to 
destroy  the  kidney  that  quickly? 

As  to  the  development  of  this  lesion,  the  favorite 
theory  is  that  the  kidney  embryologically  is  com- 
posed of  tw’o  parts  which  grow  towards  each  other 
and  intermingle.  If  this  intermingling  does  not  take 
place,  or  is  prevented,  a polycystic  kidney  is  pro- 
duced. 

Attractive  Theory 

It  is  an  attractive  theory  but  I am  not  too  happy 
about  it  because  the  last*  Archives  of  Pathology 
reported  a case  of  a space-occuying  lesion  in  the 
brain.  A mass  was  found  which  was  composed  of 
adrenal  gland  tissue  which  w'as  checked  by  Drs. 
Klemperer  and  Mostafi  and  several  other  pathol- 
ogists. 

The  adrenal  gland,  just  like  the  kidney,  sup- 
posedly has  two  different  “anlage”  which  come  to- 
gether and  form  it. 

Here  you  find  both  parts  perfectly  developed. 
So,  whether  or  not  one  part  has  enough  organiz- 
ing ability  to  produce  the  other,  or  whether  you 
really  have  to  postulate  this  coming  together  irom 
two  directions,  we  don’t  know  yet. 

I want  to  say  that  we  cannot  say  that  the  fusion 
theory  is  absolutely  valid,  because  here  we  have 
an  example  that  two  parts  can  develop  within  a 
completely  different  organ  if  some  primary  mal- 
formation occurs. 


*Vol.  67,  1959 — P.  228 — “Intracranial  adrenal  Gland — Dr.  Morris 
Wiener  and  S.  Alton  Dallgaard. 
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might  Colace 
have  prevented  this? 


As  Dennison1  reported,  “ It  is  our  considered 
opinion  that  the  relief  from  straining  at  the  stool  is,  in  many  instances , 
life-saving.”  And,  further,  “In  the  handling  of  bowel 
problems  in  cardiac  patients,  the  properties  of  dioctyl  sodium 

sulfosuccinate  closely  approach  those  required  of  an  ideal  agent” 


prevents  hard,  difficult-to-pass  stools  . . . without 

Dioctyl  sodium  sulfosuccinate.  Mead  Johnson  laxative  action. 

available  in  3 convenient  dosage  forms: 

capsules  (50  and  100  mg.)  ...  for  adults  and  older  children 

syrup  ...  for  children  and  adults 

liquid  (drops) ...  for  infants  and  children 


1.  Otnnlaon,  A.D..  Jr.:  Am.  J.  Cardiol.  400-403  (March)  19S». 


Mead  Johnson 

Symbol  of  service  in  medicine 
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401  N.  Garfield  MUtual  4-8072  Midland,  Tex. 

EMMIT  M.  JENNINGS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
SURGERY  — ENDOSCOPY 

207  N.  Union  St.  Main  2-4360  Roswell,  N.  Max. 

SOLOMON  HELLER,  M.D. 

INTERNAL  MEDICINE 
Hematology  — Endocrinology 
800  Montana  Ave.  KE  3-0406  El  Paso,  Texas 

W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 
Suite  1C  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7579  El  Paso,  Texas 
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S.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 


Diplomates  American  Board  of  Surgery 
GENERAL  and  GYNECOLOGICAL  SURGERY 
Suite  7B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-1693  El  Paso,  Texas 


GEORGE  B.  MARKLE,  IV,  M.D. 

Diplomate  of  the  American  Board  of  Surgery 
GENERAL  and  GYNECOLOGICAL  SURGERY 

911  North  Canal  TU  5-5240  Carlsbad,  New  Mexico 


LINDELL  M.  KINMAN,  M.  D. 

Diplomate  American  Board  of  Urology 
UROLOGY 

300  West  Alameda  Phone  MA  2-41 1 1 Roswell,  N.  M 


M.  NATHAN  KLEBAN,  M.  D. 

Certified  by  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 

304  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  KE  2-7079  El  Paso,  Texas 


J.  T.  KRUEGER,  JR.,  M.  D. 

THORACIC  and  CARDIOVASCULAR  SURGERY 
PO  3-8281 

1910  Knoxville  Ext.  250  Lubbock,  Texas 


MARSHALL  CLINIC 

I.  J.  Marshall,  M.  D. 
General  Surgery 

U.  S.  Marshall,  M.  D. 
Surgery  and  General  Practice 

E.  A.  Latimer,  Jr.,  M.  D. 
General  Practice 

C.  H.  Fowler,  Jr.,  M.  D. 
Internal  Medicine  and  Diagnosis 

H.  D.  Johnson,  D.  D.  S. 


ROSWELL 


NEW  MEXICO 


HOWARD  J.  H.  MARSHALL,  M.  D. 

Member  American  Academy  of  General  Practice 

GENERAL  PRACTICE 

Suite  8E  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-2431  El  Paso.  Texas 


GILBERT  LANDIS,  M.D. 

Diplomate  American  Board  of  Obstetrics  & Gynecology 

OBSTETRICS,  GYNECOLOGY 
and  GYNECOLOGICAL  SURGERY 
Suite  1 5-D  KE  3-5023  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 


CHARLES  P.  C.  LOGSDON,  M.  D. 

CARDIOLOGY 

415  E.  Yandell  Blvd.  KE  3-7916  El  Paso,  Texas 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-3659  El  Paso,  Texas 


DRS.  MASON,  HART,  BOVERIE 
BLACK,  CLAYTON  & GREEN 

PATHOLOGY  AND  CLINICAL  LABORATORIES 
X-RAY  DIAGNOSIS  AND  THERAPY 
Radioactive  Cobalt 

Isotopes  Beam  ’ncaov 

PATHOLOGY 
M.  S.  HART,  M.  D. 

C.  L.  GREEN,  M.  D. 

Diplomates  American  Board  of  Patholoqv 
RADIOLOGY 

R.  F.  BOVERIE,  M.  D. 

G.  L.  BLACK,  M.  D. 

R.  S.  CLAYTON,  M.  D. 

J.  E.  WHITE,  M.  D. 

Diplomates  American  Board  of  Radiology 

El  Paso  Medical  Center  Medical  Arts  Building 

1 50 1 Arizona  Ave.,  Suite  2-A  415  E.  Yandell  Blvd.,  Suite  106 

KE  3-4478  KE  3 6926 

EL  PASO,  TEXAS 


WALTER  B.  MANTOOTH,  Jr.,  M.D. 

Dermatology  and  Cancer  of  the  Skin 
2615  - 1 9th  Street  PO  5-6619  Lubbock,  Texas 


MEDICAL  CENTER 
AND  WOMEN'S  CLINIC 

E G.  McCarthy,  M.  D„  F.  A.  C.  S.,  F.  I.  C.  S. 
Diplomate  American  Board  of  Obstetrics  and  Gynecology 
Jeff  H.  Davis,  M.  D.  — Joe  Horn  M.  D. 

James  C.  Meade,  D.  S.  C.,  Chiropodist 

Plainview  CA  4-7426  Texai 
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LEROY  J.  MILLER,  M.  D. 

Diplomat*  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

717  Encino  Place,  NE  Phone  3-1150  Albuquerque,  N.  M. 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  First  National  Bldg.  KE  3-8687  El  Paso,  Texas 


A.  WILLIAM  MULTHAUF,  M.  D.,  F.  A.  C.  S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  KE  3-8986  El  Paso,  Texas 


E.  K.  NEIDICH,  M.  D.,  D.  A.  B.  R. 

RADIOLOGY 

Memorial  General  Hospital  JAckson  6-2411  Las  Cruces,  N.  M. 


WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D.,  F.  A.  C S. 

GENERAL  SURGERY 

Medical  Arts  Square 

SOI  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 


F.  KEITH  OEHLSCHLAGER,  M.  D. 

Practice  Limited  to 

OBSTETRICS  and  GYNECOLOGY 
1208  W.  10th  St.  Phone  FE  7-4639  Odessa,  Texas 


THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D„  F.  A.  C.  S. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D„  F.  A.  C.  S. 

THOMAS  H.  TABER,  JR.,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  North  Third  Street — Phone  CRestwood  7-6211 — Phoenix,  Ariz. 

JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  8-8074  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.D.S. 

GENERAL  DENTISTRY 

Bldg.  I,  Suite  E 1501  Arizona  Ave. 

Phone  KE  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1385  El  Paso,  Texas 


JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  and  ENDOCRINOLOGY 

619  Professional  Building 

15  E.  Monroe  Phoenix,  Arizona 

Phone  ALpine  2-3577 


VINCENT  M.  RAVEL,  M.D. 
CHARLES  C.  McVAUGH,  M.D. 
WILLIAM  H.  MELTON,  M.D. 

Diplomates  American  Board  of  Radiology 

RADIOLOGY  — RADIO-ISOTOPES 
COBALTgo  — TELETHERAPY 

616  Mills  Building  KE  2-3459 

800  Montana  Avenue  KE  2-1126 

El  Paso,  Texas 

RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D.,  F.  A.  C.  C. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE  — CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.  D„  F.  A.  C.  S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  KE  3-1601  El  Paso.  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  & CARDIOVASCULAR  DISEASES 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 
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NOW  many  more 

hypertensive  patients 

may  have  THE  FULL 

BENEFITS  OF 
CORTICOSTEROID 

THERAPY 


Except  for  one  case  of  mild  blood-pressure  elevation  (150/90)  no  hypertension 
was  seen  in  any  of  1500  patientst  as  a result  of  treatment  with  DECADRON— the 
new  and,  on  a milligram  basis,  most  potent  of  all  corticosteroids.  Hypertension 
induced  by  other  steroids  diminished  or  disappeared. 


DEXAMETHASONE 


treats  more  patients 
more  effectively 


Thus  with  DECADRON,  hypertension  no 
longer  appears  to  be  a contraindication  to 
successful  corticosteroid  therapy.  And 
the  dramatic  therapeutic  impact  of 
DECADRON  was  virtually  unmarred  by 
diabetogenic  or  psychic  reactions  . . . 
Cushingoid  effects  were  fewer  and  milder 
. . . and  there  were  no  new  or  “peculiar” 
side  effects.  Moreover,  DECADRON  helped 
restore  a “natural”  sense  of  well-being. 

fAnalysis  of  clinical  reports. 

• DECADRON  is  a trademark  of  Merck  & Co..  Inc.  ©1959  Merck 
& Co..  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC..  PHILADELPHIA  1,  PA. 
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CECIL  A.  ROBINSON,  M.  D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Practice  Limited  to  Orthopaedics 
III  Pine  Street  2541  Kermit,  Texas 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 
DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-4172  El  Paso,  Texas 

S.  PERRY  ROGERS,  M.  D. 

W.  HUNTER  VAUGHAN,  M.  D. 

(Diplomates  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-4433  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

EAR,  NOSE  AND  THROAT 

Bronchoscopy  — Esophagoscopy 
307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  2-9449  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.D. 
DONALD  H.  EWALT,  M.D. 

Diplomates  of  the  American  Board  of  Plastic  Surgery 
Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  Ave.  Medical  Center,  Suite  4-C 

El  Paso,  Texas 

ROBERT  HEALY  STEVENS,  B.  S„  M.  D„ 

F.  C.  C.  P. 

ALLERGY  — INTERNAL  MEDICINE 

1313  N.  Second  St.  AL  4-8841  Phoenix,  Arizona 

3500  Physicians  Read 
Southwestern  Medicine 

C.  S.  STONE,  M.D.,  F.A.C.S. 

A.  J.  JENSON,  B.A.,  M.D. 

Phones:  3-5323  - 3-3033  - 3-4427 
301  East  Cain  Street  Hobbs,  N.  M. 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 

NEWTON  F.  WALKER,  M.  D. 
BRADFORD  HARDIE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 
First  National  Bldg.  KE  2-1495  El  Paso,  Texas 

JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

BEN  Z.  TABER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Avenue  KE  2-4631  El  Paso,  Texas 

O.  J.  SHAFFER.  D.  D.  S„  F.  A.  C.  D. 

'Diplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  i 50 1 Arizona  Ave. 

Phone  Kt  3-6742  El  Paso,  Texas 

WINSLOW  P.  STRATEMEYER,  M.  D 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

Sjite  1 1 A Office  KE  2-916/  1501  Arizona  Ave. 

El  Paso  Medical  Center  Home  JU  4-0553  El  Paso,  Texas 

D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

Box  367  Phone  584  Ft.  Stockton,  Texas 

M.  D.  THOMAS,  M.  D. 

Diplomate  American  Board  of  Anesthesiology 
Suite  12-D  KE  3-3745 

1501  Arizona  Ave.  El  Paso,  Texas 

El  Paso  Medical  Center 

EUGENE  P.  SIMMS,  M.  D. 

- GENERAL  PRACTICE  — 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

ROBERT  F.  THOMPSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  Mills  Bldg.  KE  2-4321  El  Paso.  Texas 
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TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 


GEORGE  TURNER,  M.  0. 

DELPHIN  von  8RIESEN,  M.  D. 

HELEN  W.  ANDERSON,  M.  D. 

MEDICAL  CENTER 

1501  Arizona  Ave.  Phone:  KE  2-4689 

Building  No.  6 El  Paso,  Texas 


HARRY  H.  VARNER,  M.  D. 

LEIGH  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 

HERMAN  RICE,  M.  D. 

GENERAL  SURGERY 

Suite  5E  1501  Arizona  Av*. 

El  Paso  Medical  Center 

Phone  KE  2-6529  El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 


OVERTON  CLINIC 

300  Hughes  Building  PAMPA,  TEXAS 

M.  C.  Overton,  Jr.,  M.  D. 

Surgery  and  Gynecology 

E.  S.  Williams,  M.  D. 

Pediatrics  and  Obstetrics 

J.  R.  Donaldson,  M.  D. 

Surgery 

G.  R.  Hrdlicka,  M.  D. 

Radiology 

C.  M.  Lang,  M.  D. 

Surgery 

R.  W.  Moore,  M.  D. 

Internal  Medicine 


DU  T T O N 
LABORATORY 

L.  O.  Dutton,  M.  D. 

Frederick  Bornstein,  M.  D. 

Rita  L.  Don,  M.  D. 

J.  A.  Hancock,  Ph.  D. 

Now  Available  for  Physicians,  Hospitals 
and  Laboratories 

A COMPLETE  MEDICAL 
LABORATORY  SERVICE 

In  addition  to  the  usual  procedures,  the  more 
complete  chemical  determinations  of  Protein 
Bound  Iodine,  Steroids,  etc.,  are  offered. 

Autopsy  procedures  with  special  attention  to 
medico-legal  aspects  are  available. 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


WATTS  CLINIC 
AND  HOSPITAL 

• 

MEDICINE 

Warren  Hall,  M.  D. 

Certified  by  American  Board  of  Internal 
Medicine 

J.  N.  Byrd,  Jr.,  M.D.,  A.A.G.P. 

• 

SURGERY 

Randolph  E.  Watts,  M.  D.,  F.  I.  C.  S. 
John  B.  Spriggs,  M.  D.,  F.  A.  C.  S. 

Diplomate,  American  Board  of  Surgery 
Member  of  the  American  Hospital  Association 

PHONE  1550 

500  E.  18th  Silver  City,  N.  M. 
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Southwestern  General  Hospital 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

Member  Hospital: 

American  Hospital  Association 
Texas  Hospital  Association 

Blue  Cross  of  Texas 

• 

COTTON  AVENUE  AND  ERIE  STREET  ♦ EL  PASO,  TEXAS 


The  Clinic-Hospital  of  San 


D.  D.  WALL,  M.  D. 

Obstetrics  & Gynecology 

R.  M.  FINKS,  M.  D. 

Pediatrics 

M.  D.  KNIGHT,  M.  D. 

Surgery 


W.  H.  BRAUNS,  M.  D. 

Internal  Medicine 

ROY  E.  MOON,  M.  D. 

Obstetrics  & Gynecology 

CHAS.  F.  ENGELKING,  M.D. 

Ear,  Nose  and  Throat 

DALE  W.  HAYTER,  M.  D. 

Ophthalmology 


Angelo 


R.  A.  MORSE,  M.  D. 

Internal  Medicine 


RALPH  R.  CHASE,  M.  D. 

Pediatrics 

TOM  R.  HUNTER,  M.  D. 

Surgery 


Consultants  in  Radiology 

JOHN  E.  BALLARD,  M.  D. 
JOHN  G.  BOLEN,  M.  D. 
224-234  W.  Beauregard  Ave. 


Consultant  in  Pathology 

LLOYD  R.  HERSHBERGER,  M.  D. 

J.  B.  ADCOCK,  Administrator  San  Angelo,  Texas 


JJotJ  Zbiou  SLJ 

Siiter  J 

Sckoot  of 

of  nuuJ 

^JloSpilci  ( 

VJurdina 

^Jeclinolo^y 

the  Clock. 

EL  PASO,  TEXAS 

Fully  Approved  by  the 
Joint  Commission  on  Accreditation 
of  Hospitals. 

Fully  approved  by  the 
National  Nursing  Accrediting 
Service. 

Applicants  May  Apply 
To 

Sister  Mildred  Mary,  Director 

Fully  Approved  by  the  American 
Medical  Association,  American 
Society  of  Clinical  Pathologist*, 
and  Registry  of  Medical  Tech- 
nologists. 

Latest  Facilities  For  All  Services. 
Emergency  Sendee  Around 

EL  PASO,  TEXAS 

EL  PASO,  TEXAS 
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Front  View  — Enclosed  Patio 


Sandia  Ranch  Sanatorium 


Rt  4,  Box  4104 


Phone  4-3273 


Albuquerque,  New  Mexico 


Licensed  by  State  Health  Department  as  a Psychiatric  Hospital  of  50  Beds 
For  the  Care  and  Treatment  of  Nervous  or  Mental  Disorders 

VARIOUS  ACCEPTED  FORMS  OF  THERAPY  AVAILABLE 

OCCUPATIONAL  THERAPY  AND  OUTDOOR  ACTIVITIES 

CLINICAL  LABORATORY  AND  ELECTROENCEPHALOGRAM 
LIMITED  FACILITIES  FOR  DOMICILIARY  CARE 

Favorable  Year  Round  Climate  — 20  Acres  Landscaped  Grounds 

JOHN  W.  MYERS,  M.  D.,  Medical  Director 


ALAN  JACOBSON,  M.D.,  Psychiatrist 


FRED  W.  LANGNER,  M.  D.,  Psychiatrist 


EDWARD  JOHN  ETTL,  M.D.,  F.C.A.P. 

Certified  by  the  American  Board  of  Pathology 

★ 

Pathology  Consultation 

★ 

Autopsy  Service 

★ 

Medico-Legal  Medicine 

★ 

Private  Plane  Service 

3317  Fort  Blvd.  L0  6-4351  El  Paso,  Texas 


PROFESSIONAL  X-RAY 

AND 

CLINICAL  LABORATORY 

507  Professional  Bldg.  • Phoenix,  Arizona 

PHONE  ALpine  3-4105 
AND 

MEDICAL  CENTER  X-RAY 

AND 

CLINICAL  LABORATORY 

1313  North  2nd  Street  • Phoenix,  Arizona 

PHONE  ALpine  8-3484 
DIAGNOSTIC  X-RAY  — X-RAY  THERAPY 
RADIUM  THERAPY  — CLINICAL  PATHOLOGY 
TISSUE  PATHOLOGY  —ELECTROCARDIOGRAPHY 
BASAL  METABOLISM 
R.  Lee  Foster,  M.  D.,  Director 
Martin  L.  List,  M.  D.,  Radiologist 
George  A.  Gentner,  M.  D.,  Radiologist 
Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.  D.,  Consultant  Pathologist 
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potentiation  • efficacy  • toleration 


in  broad-spectrum  antibiotic  therapy 


COSA-TERRAMYCIN 


oxytetracycline  with  glucosamine 


capsules 
125  mg. 
250  mg. 


oral  suspension 
peach  flavored, 
125  mg.  per  tea- 
spoonful (5  cc.), 

2 oz.  bottle 


pediatric  drops 
peach  flavored, 
100  mg.  per  qc. 

(5  mg.  per  drop), 
10  cc.  bottle 
(with  calibrated 
dropper) 


Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


n+ispasmodic  Action 


ASingl 


Four  times  more  po- 
tent than  atropine  in 
Depressing  Ganglionic 
Transmission 


Dqspepsia,  Nausea, 
Regurgitation 


Ulcers,  CholecL|stitis, 
Enteritis  or  Pelvic 
Disease 


e Pure  Synthetic  Alkaloid 


No  Drying,  Flushing 
or  Visual  Blur 


Mission  Pharmacal  Co. 

SAN  ANTONIO,  TEXAS 


CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 
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the  pattern  of 

GLUCOSAMINE 

POTENTIATED 

TETRACYCLINE 

therapy 

COSA- 

TETRACYN* 


jNote:  Rapid  and  high  initial  antibiotic  blood  levels  are  an  important  factor 
|in  uneventful  recoveries.  Glucosamine  potentiation  provides  the  fastest, 
highest  tetracycline  levels  available  with  oral  therapy.  Bibliography  and 
professional  information  booklet  available  on  request. 


capsules 
125  mg.,  250  mg. 

oral  suspension 

orange  flavored,  2 oz.  bottle,  125  mg. 
per  teaspoonful  (5  cc.) 

pedia  tric  drops 

orange  flavored,  10  cc.  bottle  (with 

P calibrated  dropper),  5 mg.  per  drop 
(100  mg.  per  cc.) 


Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 

-'Trademark  for  glucosamine-potentiated 
tetra  cycline 


MAY,  1959 


341 


ADVERTISERS’  INDEX 


• Enlargement  reduced 92% 

• Nocturia  relieved 95% 

• Urgent  urination  relieved 81% 

• Frequency  urination  reduced 73% 

• Discomfort  relieved 71% 

• Delayed  micturition  relieved 70% 


The  need  for  conservative  measures,  rather  than  radical 
surgery  for  benign  prostatic  hypertrophy  is  indicated  by 
the  comparatively  low  death  rate  from  this  condition. 

PROSTALL  Capsules  contain  6 gr.  of  a mixture  of 
aminoacetic  acid  (glycine)  glutamic  acid  and  alanine. 
The  recommended  dosage,  2 Prostall  Capsules,  3 times 
daily  for  2 weeks,  thereafter  1 capsule  3 times  daily  for 
a minimum  of  3 months  for  marked  improvement. 

Supplied  in  bottles  of  100  and  250  capsules.  Available 
at  all  pharmacies. 
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TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  St.  KE  3-0952  El  Paso,  Texas 

Nights  — Call  LO  5-0359,  or  LO  5-3060 


Write  for  a reprint  of  the  above  mentioned  article 
and  professional  literature.  Use  the  coupon  below. 


METABOLIC  PRODUCTS  CORP.  SWM-5 

Little  Bldg.,  Boston  16,  Moss. 

Gentlemen: 

Kindly  send  me  without  obligation: 

□ Professional  Literature. 

□ Reprint  of  the  clinical  report. 

Name 

Address 

City  . Zone  State 


Only  at  the  Popular  in  El  Paso  . . . 
Kuppenheimer  Suits 

POPULAR  DRY  GOODS  CO. 


MEDICAL  CENTER 
PHARMACY 

YOUR  PROFESSIONAL  PHARMACY 

IN  THE  NEW  MEDICAL  CENTER 

phone  2-6968-69 


1501  ARIZONA  ST. 


EL  PASO.  TEXAS 
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PRICE’S  CREAMERIES,  INC. 


Goat’s  milk  is  deliciously 
sweet ( but  not  too  sweet). 
Neither  is  it  too  rich.  Easily 
digested,  it’s  often  recom- 
mended for  infants,  children 
and  adults  with  digestive 
ills  or  allergies.  Price’s 
Certified  Goat’s  Milk  is 
produced  under  the 
supervision  of  the  El  Paso 
County  Medical  Milk 
Commission. 


Serving  Yon  365  Days  A Year 

SOUTHWEST  BLOOD  BANKS 

JOHN  B.  ALSEVER,  M.D.,  General  Medical  Director 

Federally  Licensed  and  Supervised  by  Physicians  from  the  Southwest  to  Provide  Blood  and  Plasma 

of  Highest  Quality  on  a 24-Hour  Basis. 

ALBUQUERQUE  — EL  PASO  — HARLINGEN 
HOUSTON  — LUBBOCK  — PHOENIX  — SAN  ANTONIO 


Give  Us  A Trial  On  Your 


TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from  level  of  shoulders  to  tip  of  sacrum;  circumference  of 
pelvis  above  trochanters;  circumference  of  waist;  height  and  weight. 

2231  Montana  St. 

CHRISTOPHER'S  BRACE  AND  LIMB  CO. 

2231  MONTANA  STREET 


KE  2-9690 
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3500  Physicians  Read 
Southwestern  Medicine 


RICHARD  E.  MARTIN 
MARTIN  MORTUARY 

Dial  KE  2-3691 

710  N.  Stanton  St.  El  Paso,  Texas 

WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

• 

Direct  Physician's  Phone  to 
Prescription  Department  — KE  3-2352 

FREE  DELIVERY 


Southwestern 
Surgical  Supply 
Company 

Your  Complete  Source  in  The  Southwest 
For  All 

Ethical  Medical  Equipment 
and  Supplies 

EL  PASO 

ALBUQUERQUE 

PHOENIX 


HARDING  hi  ORR 

Funeral  Home 


EL  PASO,  TEXAS 

320  Montana  KE  3-1646 

We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

McKEE’S  PRESCRIPTION  PHARMACY 

107  East  San  Antonio  St.,  El  Paso 
Dial  KE  2-2693 


C.  G.  McDow  and  Son,  Props. 

Rio  Grande  Pharmacy 

419-421  South  Stanton  St.  KE  2-4473  El  Paso,  Texas 

Raster  & Maxon 

Funeral  Home 

El  Paso,  Texas  KE  2-3431 

For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 


Ihe  while  house 


El  Paso,  Texas 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  12  Conveniently  Located  Stores 
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DIABINESE 

brand  of  chlorpropamide 


Economical 
once-a-day  dosage 


provides  the  POTENCY  ESSENTIAL  for 
predictable,  precise  response 


EFFECTIVENESS 

Diabinese  increases  the  opportunity  of  success 
and  minimizes  the  danger  of  therapeutic  failure. 
It  has  the  necessary  potency  to  assure  effective 
reduction  of  blood  sugar  in  most  maturity-onset 
diabetics — even  in  patients  who  have  failed  to 
respond  to  other  oral  therapy.1 

Diabinese  is  eliminated  gradually  as  the  active 
substance,  thus  permitting  “more  even  reduction 
of  the  blood  sugar...”2  Its  effect  is  “devoid  of 
marked  blood  sugar  fluctuations  and  wide 
metabolic  excursions”3  observed  with  less  potent, 
readily  metabolized  medication  requiring  mul- 
tiple dosage. 


SAFETY 

Diabinese  is  “well  tolerated  with  minimal  side 
effects  in  the  therapeutic  range  of  100  to  500 
mg.”3  Its  striking  effectiveness  and  “almost  com- 
plete absence  of  unfavorable  side  effects”  have 
led  to  the  prediction  that  "Diabinese  will  even- 
tually prove  to  be  the  drug  of  choice  in  the 
sulfonylurea  group.”1 

ECONOMY  AND  CONVENIENCE 

Diabinese  has  the  necessary  duration  of  effect 
to  permit  convenient  once-a-day  dosage.  More- 
over, the  average  dose  of  DIABINESE  (285  mg. 
per  day)3  means  a substantial  reduction  in  cost 
to  your  patients. 


Supplied:  Tablets,  white,  scored,  250  mg.,  bottles  of  60  and  250 ; 100  mg.  bottles  of  100. 

1 Sugar,  S.,  et  al.:  M.  Ann,  District  of  Columbia  27:445,  1958.  2.  O'Driscoll,  B.  J.:  J.  Irish  M.  A.  43:323,  1958. 

3 Greenhouse,  B.-  In  Conference  on  Diabinese  and  Diabetes  Mellitus,  New  York  Acad.  Sc.,  Sept.  25-27,  1958,  New  York, 

N.  Y 4.  Sheppe,  W M.:  West  Virginia  M.  J.  54:467,  1958.  5.  Schumacher,  0.  P„  et  al.:  Cleveland  Clinic  Quart.  26:12, 

Jan.,  1959. 

Science  for  ,he  world’s  well-being  (Pfi TPT)  PF‘ZER  LABORATORIES.  6,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
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When  more  potent  drugs  are 
needed,  prescribe  one  of  the  con- 
venient single-tablet  combinations 

Rauwiloid ® + Veriloid ® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 
or 

Rauwiloid ® + Hexamethonium ® 

alseroxylon  1 mg.  and  hexamethonium 
chloride  dihydrate  250  mg. 


Because 

Rauwiloid  provides  effective  Rauwolfia 
action  virtually  free  from  serious  side  effects 
. . . the  smooth  therapeutic  efficacy  of  Rauwiloid 
is  associated  with  a lower  incidence  of  certain 
unwanted  side  effects  than  is  reserpine...and 
with  a lower  incidence  of  depression.  Toler- 
ance does  not  develop. 

Rauwiloid  can  be  initial  therapy  for  most 
hypertensive  patients . . . Dosage  adjustment  is 
rarely  a problem. 


Many  patients  with  severe  hypertension  can  be  main- 
tained on  Rauwiloid  alone  after  desired  blood  pres- 
sure levels  are  reached  with  combination  medication. 


Northridge,  California 


346 


SOUTHWESTERN  MEDICINE 


edical  Association,  The  Western  Association  of  Railway  Surgeons, 
The  Southwest  Obstetrical  and  Gynecological  Society,  The 
:iety,  Texas  District  One  Medical  Association,  The  South- 
cal  Society,  and  El  Paso  County  Medical  Society 


IN  THIS  ISSUE 


Current  Therapy 

Syphilis  — Current  Status  of  Diagnosis 


Or 

' 'J/C//\/£ 

' : !95q 


y 


Page  367 


Report  on  Annual  Meeting  of  Texas  Orthopaedic 

Association  in  San  Antonio  Page  369 

New  Mexico  Academy  of  General  Practice  Summer  Clinic  Page  371 

Orthopaedic  Surgery  Notes 

Avulsion  Injuries  of  the  Posterior  Cruciate  Ligaments  Page  372 

Disseminated  Coccidioidomycosis  Treated  with  Amphotericin  B Page  376 

Bath  Oil  in  the  Management  of  Senile  Pruritus  Page  384 

Monthly  Clinical  Pathological  Conference  of 

El  Paso  General  Hospital  Page  386 


COMPLETE  CONTENTS  ON  PAGE  354 


DARVON®  COMPOUND  potent  * safe  • well  tolerated 

The  clinical  usefulness  of  Darvon®  (dextro  propoxyphene  hydrochloride,  Lilly) , alone  and  in  combination, 
has  been  substantiated  by  more  than  100  investigators  in  the  treatment  of  over  6,300  patients  in  pain. 
A consolidation  of  these  reports  shows  that  5,663  (89.8  percent)  experienced  "effective  analgesia.” 

Darvon  Compound  combines  in  a single  Pulvule®  the  analgesic  action  of  Darvon  with  the  antipyretic 
and  anti-inflammatory  benefits  of  A.S.A.®  Compound  (acetylsalicylic  acid  and  acetophenetidin  compound, 
Lilly).  When  inflammation  is  present,  Darvon  Compound  reduces  discomfort  to  a greater  extent  than 
does  either  analgesic  given  alone. 

Usual  dosage:  1 or  2 Pulvules  three  or  four  times  daily. 

Also  available:  Darvon,  in  32  and  65-mg.  Pulvules. 

Usual  dosage:  32  mg.  (approximately  1/2  grain)  every  four  hours  or  65  mg.  (1  grain)  every  six  hours. 
Darvon®  Compound  (dextro  propoxyphene  and  acetylsalicylic  acid  compound,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

920249 


Underweight  Children  Gain  and  Retain  Weight 

with  Nilevar 


One  of  the  most  convincing  evidences  of  the 
anabolic  activity  of  Nilevar,  brand  of  norethan- 
drolone,  has  been  its  ability  to  improve  appetite 
and  increase  weight  in  poorly  nourished,  under- 
weight children. 

A highly  important  feature  of  the  weight  gain 
thus  produced  is  that  it  is  not  ordinarily  mani- 
fested by  deposition  of  fat  but  as  muscle  tissue 
resulting  from  the  protein  anabolism  induced  by 
Nilevar. 

Anorexia  and  “Weight  Lag”  Study— Brown, 
Libo  and  Nussbaum  have  reported*  consistent 
and  definite  increases  in  rate  of  weight  gain  in 
eighty-six  patients,  ranging  in  age  from  7 weeks 
to  15V2  years.  This  beneficial  action  of  Nilevar 
was  observed  in  the  patients  with  organic  and 
traumatic  disorders  as  well  as  those  whose  only 
complaints  were  poor  appetite  and/or  persist- 
ent failure  to  gain  weight. 

In  this  study,  the  weight  gained  was  not  lost 


after  discontinuance  of  Nilevar  therapy  al- 
though many  patients  did  not  continue  the  sharp 
gains  effected  by  the  drug. 

The  authors  are  of  the  opinion  that  Nilevar 
is  a highly  useful  anabolic  agent  for  influencing 
weight  gain  in  underweight  children. 

When  Nilevar  is  administered  to  children  a 
dose  of  0.25  mg.  per  pound  of  body  weight  is 
recommended  and  continuous  dosage  for  more 
than  three  months  is  not  recommended. 

Nilevar  is  supplied  as  tablets  of  10  mg.,  drops 
of  0.25  mg.  per  drop  and  ampuls  of  25  mg.  in  1 
cc.  of  sesame  oil.  Further  dosage  information  in 
Searle  Reference  Manual  No.  4. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


♦Brown,  S.  S.;  Libo,H.W.,  and  Nussbaum,  A.  H.:  Norethandrolone 
in  the  Successful  Management  of  Anorexia  and  “Weight  Lag"  in 
Children,  Scientific  Exhibit  presented  at  the  Annual  Meeting  of  th© 
American  Academy  of  Pediatrics,  Chicago,  Oct.  20*23,  1958. 
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around  the  clock  ulcer  control  with  B.I.D  . dosage 


Just  one  10  mg.  Daricon  tablet  in  the  morning,  and  one  at  night  before  retiring,  keeps 
your  patient  free  from  the  pain  and  discomfort  caused  by  gastrointestinal  spasm,  hyper- 
motility, and  hypersecretion. 

Daricon  is  a remarkably  potent  and  well  tolerated  antisecretory /antimotility  agent.  Its 
naturally  prolonged  action  provides  day  and  night  relief  of  pain  and  symptoms  associated 
with  peptic  ulcer,  functional  bowel  syndrome,  biliary  tract  dysfunctions,  ulcerative  colitis,  and 
other  gastrointestinal  disorders  characterized  by  spasm,  hypermotility,  and  hypersecretion. 
Dosage:  10  mg.  b.i.d.  (morning  and  evening). 


EVEN  REFRACTORY  new 
CASES  RESPOND 

Science  for  the  world’s  well-being 

Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


DARICON 

References:  1.  Finkelstein,  M.,  et  al.:  J.  Pharmacol. 
& Exper.  Therap.  125:330  (April)  1959.  2.  McHardy, 
G.,  et  al.:  Postgrad.  Med.,  in  press.  3.  Winkelstein,  A.: 
Amer.  J.  Gastroenterol.,  in  press.  4.  Finkelstein,  M., 
et  al. : Presented  at  Fall  Meeting,  Amer.  Soc.  Pharmacol. 
& Exper.  Therap.,  1958.  5.  Leming,  B.:  Clin.  Med. 
6:423  (March)  1959.  ‘Trademark 
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from  pollen  onset  to 


first  “killing”  frost 


...  a symptom- 

with 

METRETON 

‘‘M  ETI”  STEROID-ANTIHISTAMINIC 
TABLETS  NASAL  SPRAY 


controlled,  summer  \ 

Hay  fever  patients  and  others  with  resistant  m ' 
summer  allergies  obtain  superior  relief 
from  combined  “Meti”  steroid-antihista- 
minic  action. 


METRETON  TABLETS 

with  stress-supportive  vitamin  C 

for  systemic  therapy  intensive  enough  even 

in  resistant  allergies. 

supplied 


METRETON  NASAL  SPRAY 

for  rapid,  sustained  relief  from  allergic 
nasal  symptoms  without  sympathomimetic 
or  vasoconstrictor  side  effects. 


Metreton®  Tablets,  bottles  of  30  and  100. 


Each  Metreton  Tablet  contains  2.5  mg.  prednisone, 
2 mg.  chlorprophenpyridamine  maieate,  and  75  mg. 
ascorbic  acid. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


Metreton  Nasal  Spray,  1 5 cc.  squeeze  bottle. 


Each  cc.  of  Metreton  Nasal  Spray  contains  2 mg. 
(0.2%)  prednisolone  acetate  and  3 mg.  (0.3%)  chlorpro- 
phenpyridamine gluconate. 

Meti,®  brand  of  corticosteroids. 


J5- 


0 
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•it’s  as  easy  as  1, 2,  3 to  use 


(HYDROCHLOROTHIAZIDE) 


Initiate  therapy  with  hydroDIURIL:  one  25  mg.  tablet  or  one  50  mg. 

■ tablet  once  or  twice  a day.  hydroDIURIL  by  itself  often  causes  an  adequate 

drop  in  blood  pressure  over  a period  of  two  to  three  weeks.  This  may  be  all  the 
therapy  some  patients  require. 


Add  or  adjust  other  agents  as  required:  hydroDIURIL  enhances  the 
activity  of  all  commonly-used  antihypertensive  agents;  thus,  the  dosage  of 
other  medication  (rauwolfia,  reserpine,  hydralazine,  veratrum)  should  be  initiated 
or  adjusted  as  indicated  by  patient  condition.  If  a ganglion-blocking  agent  is 
contemplated  or  being  used,  usual  dosage  must  be  reduced  by  50  per  cent. 


Adjust  dosage  of  all  medication:  the  patient  must  be  frequently  . 
observed  and  careful  adjustment  of  all  agents  should  be  made  to  establish 
optimal  maintenance  dosage. 


Supplied:  25  mg.  and  50  mg.  scored  tablets  hydroDIURIL  (Hydrochlorothiazide)  bottles  of  100  and  1,000. 

Additional  literature  for  the  physician  is  available  on  request. 

hydroDIURIL  is  a trademark  of  Merck  &Co„  Inc.  Trademarks  outside  the  U.  S.:  DICHLOTRIDE,  DICLOTRIDE,  HYDROSALURIC. 


| 

i 


MERCK  SHARP  & D0HME,  Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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The  American  College  of  Physicians.  Postgradu- 
ate Course,  Special  Topics  in  Internal  Medicine, 
University  of  Colorado  School  of  Medicine,  Den- 
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Nevada  State  Medical  Association,  Annual 
Meeting,  Mapes  Hotel,  Reno,  Aug.  19-22,  1959. 

American  Fracture  Association,  Annual  Meet- 
ing, New  Orleans,  Nov.  1-3,  1959. 

Southwest  Obstetrical  and  Gynecological  So- 
ciety, Annual  Meeting,  El  Mirador  Hotel,  Palm 
Springs,  Calif.,  Nov.  2 and  3,  1959. 

Southwestern  Medical  Association,  Annual 
Meeting,  Roswell,  N.  M.,  Nov.  5-7,  1959. 
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AN  EFFECTIVE  METHOD 

TO  KEUEH  ASTHMA 


HAY  FEVER 

SINUS 

ALLERGY  PATIENTS 


Hospital-accepted  Puritron  quickly  clears  any 
room  of  irritating  dust,  pollen,  smoke  and  odors. 

Puritron’s  unique  filtering  action  pulls  irritating  dust, 
pollen  and  smoke  out  of  the  air  . . . forces  them  through  a 
superfine  fiberglas  filter.  The  air  then  passes  before  an  elec- 
tronic tube.  Its  sanitizing  power  reduces  the  threat  of  in- 
visible particles  that  often  trigger  allergic  reactions. 

At  the  same  time,  this  unique  electronic  achievement 
floods  the  air  with  a high  concentration  of  “negative  Ions” 
— invisible,  energized  particles  in  the  air,  now  performing 
medical  miracles  through  “Ion  Therapy”  in  hospitals  all 
over  the  world.  Sufferers  report  remarkable  relief  from 
respiratory  discomfort. 

Your  patients  breathe  easier  . . . sleep  better,  as  Puritron 
circulates  a constant  supply  of  clean.  Spring-fresh  air  — 
even  in  unventilated  rooms. 


Names  of 
Hospitals 
Using 

ION  Producing 
PURITRON 
Furnished  on 
Request 


DOCTORS  WHO  TESTED  PURITRON  IN  THEIR  OWN  HOMES,  ON  THEIR 
OWN  FAMILIES  ...  IN  THEIR  OFFICES  AND  OPERATING  ROOMS  REPORT: 


“Within  a period  of  one  week  of  test- 
ing, the  Puritron  controlled  a stubborn 
form  of  respiratory  allergy  in  my 
daughter,  age  5.”  —A  Southern  Physician 

“Surpassed  all  expectations.  Performs 
miracles  for  a dust  allergy  patient.” 

—A  Pennsylvania  Physician 

“For  the  first  time  I woke  up  without 
sinus  trouble.”  —New  Jersey  M.D. 

"I  have  been  recommending  your  Puri- 
tron machine  . . . Some  of  my  patients 


have  purchased  the  machine  and  have 
found  it  to  work  excellently.  I myself 
have  used  it  now  for  some  time  and 
I also  can  say  that  the  machine  really 
works  pretty  well.” 

—A  New  England  Physician 

A famed  New  England  Allergist  in- 
stalled three  Puritrons  in  his  offices. 

A New  York  physician  has  discovered 
that  a Puritron  in  his  operating  room 
lessens  the  amount  of  mucous  present. 


Puritron’s  price:  $39.95.  Additional  information  on  request. 

$79.95  double-size  Office  Model  available  in  handsome  leather 


ALWAYS  SOLD  WITH  A MONEY-BACK  GUARANTEE  OF  SATISFACTION 
PURITRON,  15  STILES  STREET,  NEW  HAVEN,  CONNECTICUT 
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keep  all  patients*  pain-free  at  all  times 

. with  the  proper  potency  to  match  pain  intensity 
. with  dosage  flexibility  to  match  pain  variations 


Phenaphen”  s 

or 

Phenaphen*wi,h  Codeine 

•except  those  for  whom  recourse  to  morphine  is  inescapable. 
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A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 

SOUTHWESTERN  MEDICINE 


Phenaphen  and  Phenaphen  with  Codeine  provide 
a wide  range  of  analgesia,  plus  complete  dosage  flexibility, 
to  match  varying  pain  requirements. 

Yours  to  prescribe: 

The  right  dose  of  the  right  potency  at  the  right  time. 


Phenaphen 

Basic  non-narcotic  formula 
For  mild  to  moderate  pain 
Each  capsule  contains: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  acid  (2V2  gr.) 162.0  mg. 

Phenobarbital  (1/4  gr.) 16.2  mg. 

Hyoscyamine  sulfate 0.031  mg. 


Phenaphen  No.  2 

Phenaphen  with  Codeine  Phosphate  Vi  gr.  (16.2  mg.) 

For  moderate  to  severe  pain 


Phenaphen  No.  3 

Phenaphen  with  Codeine  Phosphate  V2  gr.  (32.4  mg.) 

For  severe  or  stubborn  pain 

Phenaphen  No.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

For  stubborn  or  intense  pain— to  obviate  or  post- 
pone use  of  morphine  or  addicting  synthetic  nar- 
cotics 

DOSAGE:  One  or  two  capsules  as  required. 
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unexcelled. 


potentiation  • efficacy  • toleration 


in  broad-spectnvm  antibiotic  therapy 


COSA-TERRAMYCIN 

oxytetracycline  with  glucosamine 


capsules 
125  mg. 
250  mg. 

oral  suspension 
peach  flavored, 
125  mg.  per  tea- 
spoonful (5  cc.), 

2 oz.  bottle 

pediatric  drops 
peach  flavored, 
100  mg.  per  cc. 

(5  mg.  per  drop), 
10  cc.  bottle 
(with  calibrated 
dropper-) 

Science  for  the  icorld’s  ivell-being 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


LEG  CRAMPS 


Small  -Tasteless  - Inexpensive 


m 


for  “This  Wormy  World”  eliminate  pinworms 

IN  ONE  WEEK 
ROUNDWORMS  IN 
ONE  OR  TWO  DAYS 


‘ANTEPAR’  SYRUP 

Piperazine  Citrate,  100  mg.  per  cc. 

'ANTEPAR’  TABLETS 

Piperazine  Citrate,  250  or  500  mg.,  scored 

'ANTEPAR’  WAFERS 

Piperazine  Phosphate.  500  mg. 


Pleasant  tasting 


ANTEPAR 


i®  Literature  available  on  request 
brand 


PIPERAZINE 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Southwestern  Medicine 

The  U.  S.  - Mexico  Regional  Medical  Journal  Serving  West 
Texas,  New  Mexico,  Arizona,  Nevada  and  Northern  Mexico 


SOUT H WESTERN  MEDICINE  is  indexed  in  the  Quarterly  Accumulative  Index  Medicus 
of  the  American  Medical  Association. 

Official  Journal  of 


The  Southwestern  Medical  Association,  The  Western  Association  of 
Railway  Surgeons,  The  Texas  Orthopaedic  Association,  The 
Southwest  Obstetrical  and  Gynecological  Society,  The 
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Mexico  Medical  Society,  and  El  Paso  County 
Medical  Society 
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Providence  Memorial  Hospital 

The  Modern  Hospital  of  the  Southwest 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
ISOTOPE  THERAPY  AND  STUDIES  COBALT  60  ROTATIONAL  TELETHERAPY  UNIT 

OUTSTANDING  CHEMISTRY  LABORATORY 

FACILITIES  FOR  PSYCHIATRIC  THERAPY  ELECTROENCEPHALOGRAPHIC  LABORATORY 

2001  North  Oregon  Street  • El  Paso,  Texas 
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New  revitalizing  tonic 
brightens 

the  second  half  of  life! 


Ritonic 


£ 


A sense  of  frustration  and  inadequacy,  faulty  nutrition,  waning 

gonadal  function  — RITONIC  meets  all  these  problems  of  middle  age  and 

senile  let-down.  The  unique  combination  of  RITALIN,  the 

safe  central  stimulant,  with  a balanced  complement  of  vitamins,  calcium, 

and  hormones  acts  to  renew  vitality,  re-establish  hormonal 

and  anabolic  benefits,  and  improve  nutritional  status. 


“We  found  Ritonic  to  be  a safe,  effective  geriatric 
supplement . . .”1  “Patients  reported  an  increase  in 
alertness,  vitality  and  sense  of  well  being.”2 


PRESCRIBE  RITONIC 
for  your  geriatric  patients,  your  middle-aged  patients  and  your  postmenopausal  patients. 


Each  Ritonic  Capsule  contains : 


Ritalin®  hydrochloride 

5 mg. 

methyltcstostcronc 

1.25  mg. 

ethinyl  estradiol 

5 micrograms 

thiamin  (vitamin  Bi) 

5 mg. 

riboflavin  (vitamin  B±) 

1 mg. 

; pyridoxin  (vitamin  B» ) 

2 mg. 

vitamin  Bi«  activity 

2 micrograms 

nicotinamide 

25  mg. 

dicalcium  phosphate 

250  mg. 

Dosage : 
Supplied : 
References : 

RITALIN® 


One  Ritonic  Capsule  in  mid-morning  and  one  in  mid-afternoon. 
Ritonic  CAPSULES;  bottles  of  100. 

1.  Natenshon,  A.  L. : J.  Am.  Geriatrics  Soc.  6 : 534  (July)  1958. 

2.  Bachrach,  S. : To  be  published. 

hydrochloride  (methylphenidate  hydrochloride  CIBA) 


c 


I B A 


SUMMIT.  H. ). 


2/2655  M K 
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MM* 


might  Colace 
have  prevented  this? 


As  Dennison1  reported,  “It  is  our  considered 
opinion  that  the  relief  from  straining  at  the  stool  is,  in  many  instances, 
life-saving.”  And,  further,  “ In  the  handling  of  bowel 
problems  in  cardiac  patients,  the  properties  of  diodyl  sodium 

sulfosuccinate  closely  approach  those  required  of  an  ideal  agent.” 


Diodyl  sodium  sulfosuccinate,  Mead  Johnson 


prevents  hard,  difficult-to-pass  stools  . . . without 
laxative  action. 


available  in  3 convenient  dosage  forms: 

capsules  (50  and  100  mg.)  ...  for  adults  and  older  children 

syrup  ...  for  children  and  adults 

liquid  (drops)  ...  for  infants  and  children 


Mead  Johnson 

Symbol  of  service  in  medicine 


1.  Dennison,  A.D.,  Jr.:  Am.  J.  Cardiol.  400-403  (March)  1958. 


AC-259  M 


Whatever  the  allergic  symptom,  Dimetane  provides  unexcelled  antihistaminic 
potency  and  minimal  side  effects.  Dimetane  works  in  certain  cases  where  other 
antihistamines  fail.  For  your  next  case  of  pruritus  or  urticaria  prescribe  Dimetane 
Extentabs®  (i  2 mg.),  Tablets  (4  mg.),  Elixir  (2  mg-/5  cc.).  Dimetane-Ten  Injectable 
(10  mg./cc.)  or  Dimetane-100  Injectable  (100  mg./cc.).  A.  H.  Robins  Co.,  WSSK 
Inc.,  Richmond  20,  Virginia/Ethical  Pharmaceuticals  of  Merit  Since  1878 


UNCOOPERATIVE. ..BUT  STILL  ON  ORAL 

THERAPY,  THANKS  TO  DIABINESE 

brand  of  chlorpropamide 

tablets  I once-a-day  dosage 


“ With  it  [Diabinese]  a better  control  can  be  obtained 
in  that  large  segment  of  the  diabetic  population  that 
does  not  fidly  cooperate  in  the  dietary  management.”1 


The  specific  pharmacologic  proper- 
ties of  Diabinese  — high  activity, 
freedom  from  metabolic  degradation, 
and  gradual  excretion  — permit  (1) 
prompt  lowering  of  elevated  blood 
sugar  levels  without  a “loading”  dose, 
and  (2)  smooth,  sustained  mainte- 
nance “devoid  of... marked  blood 
sugar  fluctuations”2  on  convenient, 
lower-cost,  once-a-day  dosage.  This 
is  the  consensus  of  extensive  clinical 
literature.1-11  Widespread  use  of 
Diabinese  since  its  introduction  has 
confirmed  the  low  incidence  of  side 
effects  reported  by  the  original  in- 
vestigators. 

Thus,  Diabinese  merits  first  consid- 
eration for  any  diabetic  presently 
receiving  or  potentially  better  man- 
aged with  oral  therapy  — including 
many  diabetics  for  whom  previous 
oral  agents  have  proved  ineffective. 

Supplied : Tablets,  white,  scored  250 
mg.,  bottles  of  60  and  250;  100  mg., 
bottles  of  100. 

1.  Handelsman,  M.  B.;  Levitt,  L.,  and  Calabretta,  M.  F.:  Ann.  New 
York  Acad.  Sc.  74:632,  1959.  2.  Greenhouse,  B.:  Ibid.,  p.  643. 
3.  Dobson,  H.,etal.:  Ibid.,  p.  940.  4.  Forsham,  P.  H.;  Magid,  G.J., 
and  Dorosin,  D.  E.:  Ibid.,  p.  672.  5.  Beaser,  S.  B.:  Ibid.,  p.  701; 
New  England  J.  Med.  259:573,  1958.  6.  Bloch,  J.,  and  Lenhardt. 
A.:  Ann.  New  York  Acad.  Sc.  74:954,  1959.  7.  O'Driscoll,  B.  J.: 
Lancet  2:749,  1958.  8.  Hadley,  W.  B.;  Khachadurian.  A.,  and 
Marble,  A.:  Ann.  New  York  Acad.  Sc.  74:621,  1959.  9.  Duncan,  G.G.; 
Schless,  G.  L.,  and  Demeshkieh,  M.  M.  A.:  Ibid.,  p.  717.  10.  Hills, 
A.  G.,  and  Abelove,  VV.  A. .-.Ibid.,  p.  845.  11.  Drey,  N.  W.,  et  a I.; 
Ibid.,  p.  962. 

Science  for  the  world’s  well-being 


PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


SQUIBB  TRIAMCINOLONE 


for  all  your 
arthritic 
patients 
requiring 
corticoids 


off  right  - with  all  the  benefits  of 
systemic  corticosteroid  therapy  and 
few  side  effects  to  worry  about. 

Increased  corticoid  activity  is  provided 
on  a low  dosage  schedule13  without 
edema,1'4  psychic  stimulation,1'3 
or  adverse  effect  on  blood  pressure.1'3’5 
A low  sodium  diet  is  not  necessary.4’5 
Gastrointestinal  disturbances  are 
negligible2’4’5  with  less  chance  of  peptic 
ulcer.4  This  makes  Kenacort  particularly 
valuable  in  treating  your  “problem 
patients”  — such  as  the  obese  or 
hypertensive  and  the  emotionally  disturbed 

REFERENCES:  • 1.  Freyberg,  R.  H.;  Bemtsen, 

C.  A.,  Jr.,  and  Heilman,  L:  Arth.  & Rheum. 

1:215  (June)  1958.  • 2.  Sherwood,  H.,  and 
Cooke.  R.  A.:  J.  Allergy  28:97  (March)  1957. 

• 3.  Shelley,  W.B.;  Harun,  J.S.,  and  Pillsbury, 

D.  M.:  J.A.M.A.  167:959  (June  21)  1958. 

• 4.  Dubois,  E.L.:  California  Med.  89:195 
(Sept.)  1958.  • 5.  Hartung,  E.F.:  J.A.M.A. 

167.-973  (June  21)  1958. 


Kenacort.  particularly  in  the  treatment 
of  your  arthritic  patients,  has  proved 
effective  where  other  steroids  have  failed. 
It  provides  prompt,  safe  relief  of  pain, 
stiffness  and  swelling  by  suppressing  the 
rheumatic  process1’5  — and  may  even 
forestall  crippling  deformities  if 
started  soon  enough.  Because  of  its 
low  dosage13  and  relative  freedom 
from  untoward  reactions,1-5  Kenacort 
provides  corticosteroid  benefits  to  many 
patients  who  until  now  have  been 
difficult  to  control.  It  is  particularly 
valuable  for  arthritic  patients  with 
hypertension,  cardiac  disease,  obesity 
and  those  prone  to  psychic  disturbances. 

SUPPLIED: 

Scored  tablets  of  1 mg.  - Bottles  of  50 
Scored  tablets  of  2 mg.  — Bottles  of  50 
Scored  tablets  of  4 mg.  — Bottles  of  30  and  100 
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Reaching  for  9B 
shoes  and  other  top 
shelf  sizes  is  no 
joke  ...  it  gave  me 
a terrible-  kink 
in  my  back. 


Before  the  day 
over,  I could 
hardly  stoop  to 
a shoehorn. 


I called  my 
doctor  that  night 
and  picked  up 
the  tablets  he 
prescribed. 


The  pain  went  away 
fast— in  just  15  minutes 
—and  I was  back  on 
the  job  the  next 
morning!  But  not  one 
9B  customer  came 
in  the  whole  day! 


Percodan-Demi 

& Percodarf  Tablets 

Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC 

FOR  PAIN 


ACTS  FASTER  — usually  within  5-15  minutes. 

LASTS  LONGER  — usually  6 hours  or  more.  MORE 
THOROUGH  RELIEF  — permits  uninterrupted  sleep 
through  the  night.  RARELY  CONSTIPATES  — excellent 
for  chronic  or  bedridden  patients.  VERSATILE  — new 
“demi”  strength  permits  dosage  flexibility  to  meet  each 
patient’s  specific  needs.  Percodan-Demi  provides  the 
Percodan  formula  with  one'-half  the  amount  of  salts  of 
dihydrohydroxycodeinone  and  homatropine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit- 
forming. Federal  law  permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  hydrochloride,  0.38  mg. 
dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homatropine, 
terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill  1 8,  New  York 


when  Blues  in  the  Night  are  due  to  infant  “Colic” 


Barbicaine* 

oral  antispasmodic-sedative 

offers  prompt  relief 

Barbicaine’s  local  anesthetic  action  usually  brings 
prompt  symptomatic  relief  of  gastrointestinal  spasm 
. . . often  in  minutes. 

keeps  baby  comfortable  longer 

Barbicaine's  mild  sedative  action  prolongs  the  sys- 
temic relaxation  over  longer  periods  of  time. 

And  Barbicaine's  calibrated  plastic  drop-tip  bottle 
makes  it  easy  to  measure  accurately  when  mother 
adds  it  to  the  formula. 


For  Infants  under  20  lbs. 

20  to  30  lbs. 
30  to  40  lbs. 
For  Older  Children 

5 drops  q.i.d. 
10  drops  q.i.d. 
15  drops  q.i.d. 
20  drops  q.i.d. 

Each  cc.  of  Barbicaine  contains: 

Procaine  Hydrochloride,  U.S.  P.  . 50  mg. 

^ Pentobarbital  . . . 

Phenobarbital,  U.S.  P. 

JJ®  Available  in  15  cc.  plastic  dropper-tip  vial. 
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Syphilis  — Current  Status  of  Diagnosis 

By  Maurice  R.  Vinikoff,  M.D.,  Director  V.  D.  Division,  El  Paso  City-County  Health  Unit* 


I have  been  asked  to  prepare  three  simple  ar- 
ticles as  a guide  to  the  diagnosis,  treatment,  and 
follow-up  of  syphilis  for  the  average  physician.  By 
necessity,  these  will  be  brief  and  definitive,  giving 
more  or  less  the  procedures  followed  at  the  vene- 
real disease  clinic  of  the  City-County  Health  Unit 
of  El  Paso. 

Variations  in  schedules,  other  drugs  and  pro- 
cedures, etc.,  will  be  purposely  excluded  for  sim- 
plicity. The  first  article  will  deal  with  the  diag- 
nosis of  syphilis.  Although  the  history  and  physi- 
cal examination  are  stressed  in  the  diagnosis  of  all 
diseases,  one  may  tend  to  pass  over  the  elements 
when  supposedly  adequate  diagnostic  laboratory 
techniques  are  available.  In  syphilis,  however,  one 
cannot  stress  too  greatly  the  importance  of  the 
history  and  physical  examination,  especially  in  the 
presence  of  conflicting  and  inconclusive  laboratory 
reports. 

Factors  Emphasized 

Factors  in  the  history  which  are  emphasized 
are: 

1 . History  of  signs  and  symptoms  of  syphilis 
and  their  duration. 

2.  History  of  previous  anti-syphilitic  treat- 
ment per  se  or  prolonged  antibiotic  therapy  which 
might  affect  the  serologic  study. 

3.  Results  of  pregnancies  in  the  female  with 
special  reference  to  late  abortion,  stillbirth,  etc. 
This  is  a frequent  occurence  in  syphilitic  patients. 

4.  History  of  syphilis  in  the  family  (congeni- 
tal syphilis)  or  sex  contacts  would  tend  to  sub- 
stantiate an  otherwise  doubtful  case. 


*Dr.  Vinikoff  this  month  is  substituting  for  Dr.  Jack  A.  Bernard, 
regular  conductor  of  this  section. 
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5.  History  of  recent  illness  or  immunization 
which  might  cause  a biologic  false  positive  re- 
action. 

6.  Results  of  previous  serologies  are  beneficial 
in  determining  the  duration  of  the  disease  as  well 
as  correlating  these  reports  with  previous  sero- 
logical results. 

Physical  Examination 

Factors  in  the  physical  examination  which  are 
emphasized: 

1 . Careful  examination  of  the  skin  and  mu- 
cosa for  signs  of  lesions  as  well  as  lymph  node 
enlargement. 

2.  Eyes  are  examined  for  evidence  of  Argyle- 
Robertson  Pupils,  muscle  imbalance,  Keratitis, 
etc. 

3.  Signs  of  congenital  syphilis  are  looked  for 
such  as  the  teeth  which  are  checked  for  mulberry 
molars  or  Hutchinsons  teeth.  Saddle  nose,  saber 
shins,  joint  swellings,  etc.,  should  all  be  borne  in 
mind. 

4.  Cardiovascular  system  is  checked  for  evi- 
dence of  aortic  insufficiency^  aortitis,  aneurysm 
of  the  aorta,  coronary  ostial  stenosis,  etc. 

5.  The  abdomen  is  examined  for  splenome- 
galy or  hepatomegaly. 

6.  Complete  neurological  examination  is  made 
including  Romberg  test,  deep  reflexes,  cranial 
nerves,  etc.,  with  special  attention  to  signs  of  tabes 
dorsalis,  paresis,  transverse  myelitis,  etc. 

Laboratory  Examinations 

The  ultimate  in  the  diagnosis  is  the  isolation  of 
treponema  pallidum  from  available  lesions  such  as 
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the  primary  chancre  or  by  lymph  node  aspiration 
and  their  identification  by  the  darkfield  technique. 
The  secondary  mucous  membrane  or  skin  lesions 
abound  with  spirochetes.  It  should  be  borne  in 
mind  however  that  the  administration  of  anti- 
biotics even  in  relatively  small  doses  will  affect 
the  presence  of  treponema  in  the  above  lesions. 
However,  the  diagnostic  problems  in  syphilis  are 
not  those  connected  with  the  above  types  of 
lesions. 

In  the  absence  of  lesions  a positive  history  or 
physical  examination  with  reference  to  the  factors 
noted  above  plus  a laboratory  positive  serologic 
test  for  syphilis  is  considered  adequate  for  the 
establishment  of  a diagnosis  of  syphilis.  The  sero- 
logic tests  most  widely  used  at  the  present  time 
are  VDRL,  Kahn,  Eagle,  and  the  Kolmer;  al- 
though any  other  standard  tests  are  acceptable. 

Repeat  Serology 

In  the  presence  of  a completely  negative  his- 
tory and  physical,  and  with  a positive  serology, 
one  should  always  repeat  the  serology  and  prefer- 
ably have  both  a precipitation  test  such  as  the 
VDRL,  Kahn,  or  Eagle  performed,  as  well  as  a 
complement  fixation  test  such  as  the  Kolmer.  If 
the  tests  are  confirmatory  and  of  fairly  high  titre, 
one  is  justified  in  making  a diagnosis  of  syphilis 
and  initiating  therapy. 

In  the  low  titre  or  doubtful  reactors  or  in  the 
case  of  conflicting  serologic  reports,  one  should 
always  perform  a spinal  fluid  examination.  A pos- 


itive spinal  fluid  reaction  to  the  standard  tests  is 
reasonably  confirmatory  evidence  of  syphilis  since 
biologic  false  positive  reactions  from  spinal  fluids 
are  extremely  rare  or  non-existent. 

In  the  presence  of  a negative  history,  physical, 
and  spinal  fluid,  with  low  titres  or  conflicting  re- 
ports, the  use  of  treponemal  tests  are  of  inestima- 
ble value. 

Tests  Specific 

These  tests  are  for  all  practical  purposes  speci- 
fic. Biologic  false  positive  tests  resulting  from  the 
collagen  diseases,  vaccination,  mononeucleosis,  do 
not  occur.  The  treponema  pallidum  immobiliza- 
tion test,  commonly  referred  to  as  the  T.P.I.  test, 
is  extremely  popular  at  this  time.  The  cost  (ap- 
proximately $30)  limits  its  general  use  and  its 
performance  requires  great  technical  skill  and 
material. 

The  Reiter  protein  complement  fixation  test 
(RPCF)  is  another  treponemal  test  which  can  be 
run  by  any  laboratory  equipped  for  complement 
fixation  tests  and  should  cost  about  $5.  This 
test  compares  very  favorably  with  the  T.P.I.  test 
and  is  now  being  performed  at  many  state  and 
private  laboratories.  The  antigen  is  available  com- 
mercially. 

In  the  doubtful  and  problem  cases,  the  T.P.I. 
or  R.P.C.F.  tests,  can  be  used  to  help  confirm  or 
exclude  a diagnosis  of  syphilis.  It  is  hoped  that  in 
the  near  future  these  or  similar  tests  will  be  avail- 
able generally  and  possibly  replace  the  non  trepo- 
nemal reagin  tests  now  in  use. 


Dr.  Schuessler  New  Head 
of  Texas  Plastic  Surgeons 

Dr.  Willard  W.  Schuessler,  Past  President  of 
the  Southwestern  Medical  Association,  was  elected 
President  of  the  Texas  Society  of  Plastic  Surgeons 
at  its  annual  meeting  during  April  in  San  An- 
tonio. 

Dr.  Schuessler,  who  recently  completed  a year 
as  President  of  the  El  Paso  Chamber  of  Com- 
merce, is  a diplomate  of  the  American  Board  of 
Plastic  Surgeons,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the  Ameri- 
can Association  of  Plastic  Surgeons,  the  American 
Society  of  Plastic  and  Reconstructive  Surgeons, 
The  Texas  Surgical  Society  and  the  founder 
group  of  the  Southwestern  Surgical  Congress. 
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MEETINGS 


Dr.  Cameron 


Dr.  David  M.  Cameron  of  El  Paso  Elected  President 
of  Texas  Orthopaedic  Association 


Dr.  David  M.  Cameron  of  El  Paso  was  elected 
President  of  the  Texas  Orthopaedic  Association 
at  its  annual  meeting  in  San  Antonio  April  20. 
He  succeeds  Dr.  Louis  J.  Levy  of  Fort  Worth. 

Other  Officers 

Other  new  officers  are  Dr.  Gerald  S.  Ahern, 
Corpus  Christi,  Vice-President;  and  Dr.  Mar- 
garet Watkins,  Dallas,  Secretary-Treasurer,  who 
was  re-elected  to  the  post. 

The  Association  voted  to  hold  its  1960  meeting 
in  Fort  Worth  in  conjunction  with  the  annual  ses- 
sion of  the  Texas  Medical  Association,  as  it  did 
this  year  in  San  Antonio. 

Speakers 

Speakers  were  Dr.  Lenox  D.  Baker,  Professor 
of  Orthopaedic  Surgery,  Duke  University,  Dur- 
ham, N.  C.;  Dr.  Edward  L.  Compere,  Professor 
and  Chairman  of  the  Department  of  Orthopaedic 
Surgery,  Northwestern  University  Medical  School, 
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Chicago;  Dr.  E.  Burke  Evans,  Galveston;  Dr. 
Herbert  Hipps,  Waco;  Dr.  Paul  Harrington, 
Houston;  Dr.  Louis  J.  Levy,  Fort  Worth;  Lt.  Col. 
J.  j.  Brennan,  William  Beaumont  Army  Hospital, 
El  Paso. 

Dr.  J.  H.  Cherry,  Galveston;  Dr.  C.  F.  Gregory, 
Dallas;  Col.  E.  W.  Brannon,  Lackland  Air  Force 
Base  Hospital,  San  Antonio;  Dr.  H.  H.  Brindley 
and  Dr.  Warren  A.  Ross,  both  of  Temple. 

Dr.  Cameron  was  born  Sept.  20,  1910,  in  Jop- 
lin, Mo.  He  moved  with  his  family  to  El  Paso  in 
1918  and  attended  local  schools.  He  was  a student 
at  Texas  College  of  Mines,  now  Texas  Western 
College,  from  1927  to  1929  and  transferred  to  the 
University  of  Arizona  from  which  he  received  a 
B.  A.  degree  in  1931. 

Graduated  From  University  of  Texas 

He  was  graduated  from  the  University  of  Texas 
Medical  Branch  at  Galveston  in  1935  and  was  an 


369 


interne  at  John  Sealy  Hospital  during  1935  and 
1936.  He  was  a surgical  interne  at  the  University 
of  Minnesota  Hospitals  in  1936  and  1937  and 
took  postgraduate  work  from  the  University  of 
Minnesota  at  Mayo  Clinic,  where  he  was  a Fel- 
low in  Orthopaedic  Surgery,  from  1937  to  1940. 

He  began  private  practice  in  El  Paso  in  1940 
in  partnership  with  Dr.  Frank  Goodwin.  He  en- 
tered service  as  a Captain  in  1942  and  served  in 
the  American  and  European  Theaters  of  Opera- 
tion before  his  discharge  as  a Lieutenant  Colonel 
in  1946.  He  resumed  his  private  practice  in  El 
Paso  the  same  year. 

He  is  a Diplomate  of  the  American  Board  of 
Orthopaedic  Surgery,  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  El  Paso 
County  Medical  Society,  Southwestern  Surgical 
Association.  Texas  Medical  Association.  American 


Medical  Association,  Clinical  Orthopaedic  So- 
ciety, Western  Orthopaedic  Association,  South- 
western Surgical  Association  and  Texas  Ortho- 
paedic Association.  He  is  a founding  member  of 
the  Southwestern  Medical  Association. 

Dr.  Cameron  is  an  active  staff  member  of 
Southwestern  General  Hospital  and  courtesy 
member  of  the  staffs  of  Hotel  Dieu,  Providence 
Memorial  Hospital  and  El  Paso  General  Hos- 
pital. 

He  is  a former  consultant  to  the  Surgeon  Gen- 
eral at  William  Beaumont  Army  Hospital. 

He  is  a member  of  Los  Caballos,  the  Sheriff’s 
Posse,  and  the  El  Paso  Country  Club. 

Married,  he  and  his  wife  have  three  children: 
Ann,  13  and  twrin  sons,  David  and  Don,  11.  The 
family  home  is  at  4700  Hastings  Street. 


AT  TEXAS  ORTHOPAEDIC  MEET  — Among  those  present  at  the  annual 
meeting  of  the  Texas  Orthopaedic  Association  in  San  Antonio  April  20  were,  left 
to  right,  Col.  E.  W . Brannon,  Lackland  Air  Force  Base  Hospital,  San  Antonio,  one 
of  the  speakers;  Lt.  Col.  ].  J.  Brennan,  William  Beaumont  Army  Hospital,  El  Paso, 
a speaker;  Dr.  E.  Burke  Evans,  Galveston,  a speaker;  Dr.  Elias  Margo,  Oklahoma 
City,  an  orthopaedic  surgeon  who  was  in  San  Antonio  for  the  40th  reunion  of  his 
class  of  1919,  graduated  from  the  University  of  Texas  Medical  Branch  at  Galves- 
ton; and  Dr.  Gerald  S.  Ahern,  Corpus  Christi,  new  Vice-President  of  the  Association. 


New  Mexico  Academy  of  General  Practice 
Ruidoso  Summer  Clinic 

July  20-23,  1939 


MONDAY,  July  20 

9:00-10:30  A.M. 

Th  ree  lectures  on  “Steroids” 

“USES,”  by  Dr.  Alfred  J.  Leiser,  Internist. 
Houston 

“COMPLICATIONS,”  by  Dr.  James  Kemper, 
Rheumatology,  Houston 
“IN  DERMATOLOGY.”  by  Dr.  H.  D.  Garrett, 
El  Paso 

10:45  A.M.-12:15  P.M. 

Panel  — “Steroids  Today” 

12:30-2:00  P.M. 

Luncheon  and  New  Mexico  Chapter  Business 
Meeting 

TUESDAY,  July  21 

9:00-10:30  A.M. 

Three  features  on  “Psychosomatic  Medicine” 

Dr.  Alfred  Leiser,  Internist,  Houston 
Dr.  James  Kemper,  Rheumatology,  Houston 
Dr.  Warren  Brown.  Psychiatrist,  Albuquerque 
or 

Dr.  H.  F.  Ford.  Psychiatrist,  Galveston 

10:45  A.M.-12:15  P.M. 

Panel  — “Psychosomatic  Medicine” 

Drs.  Leiser,  Kemper,  Brown  and  Ford 

12:30-2:00  P.M. 

Luncheon  and  question  period  for  above  four 
speakers 


WEDNESDAY,  July  22 

9:00-9:30  A.M. 

“Common  Fractures  in  General  Practice” 

by  Dr.  Arthur  Glassman,  Orthopedist,  Houston 

9:30-10:00  A.M. 

“Office  Gynecology” 

by  Dr.  Stanley  Roger,  Obstetrician- 
Gynecologist.  Houston 

10:00-10:30  A.M. 

“Diagnosis  and  Management  of  Kidney  Colic” 
bv  Dr.  Abel  J.  Leader,  Urologist.  Houston 
10:45  A.M. -12:15  P.M. 

Panel  — "Low  Back  Pain” 

by  Drs.  Glassman,  Roger,  Leader,  and  Dr.  E.  K. 
Neidich.  Radiologist,  Las  Cruces,  N.  M. 

12:30-2:00  P.M. 

Luncheon  and  question  period  for  above  speakers 

THURSDAY,  July  23 

9:00-9:30  A.M. 

“Management  of  Orthopedic  Difficulties  of  the 

Newborn”  by  Dr.  Glassman 

9:30-10:00  A.M. 

“Evaluation  of  Cephalo-Pelvic  Disproportion” 
by  Dr.  Stanley  Roger 

10:00-10:30  A.M. 

“Management  of  Urinary  Tract  Infection” 
by  Dr.  Abel  Leader 

10:45  A.M. -12:15  P.M. 


These  presentations  are  made  possible  by  a grant  from  MERCK, 
SHARPE  AND  DOHME  Post  Graduate  Program. 

NO  AFTERNOON  SESSIONS 


How  high  will  the  social  security  tax  go?  No 
one  knows.  But  in  South  America  some  countries 
are  paying  tax  rates  as  high  as  25%  of  payroll. 
In  France,  the  tax  rate  is  35%  of  much  of  their 
payroll  and  is  one  of  the  principle  reasons  for  the 
failure  of  the  French  economy  to  make  a postwar 
comeback. 
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W.  Compere  Basom,  M.D.,  El  Paso , Orthopaedic  Editor 


ORTHOPAEDIC  SURGERY  NOTES 


Avulsion  Injuries  of  the  Posterior  Cruciate  Ligaments* 

By  John  J.  Brennan,  Lt  Col,  MC,  U.S.A., 

William  Beaumont  Army  Hospital,  El  Paso 


Avulsion  fractures  of  the  tibial  attachment  of 
the  posterior  cruciate  ligament  occur  as  isolated 
injuries  infrequently.  In  some  cases  with  minimal 
displacement  of  the  fragment  a satisfactory  result 
can  be  obtained  by  conservative  measures.  In  se- 
vere cases  subluxation  of  the  knee  or  displacement 
of  the  bony  fragments  may  necessitate  open  re- 
duction. 

A difference  of  opinion  concerning  the  import- 
ance of  the  cruciate  ligaments  for  normal  knee 
function  and  the  necessity  of  their  repair  is  evident 
in  medical  literature  of  the  past.  Milch1  reports 
that:  “Where  the  cruciate  or  collateral  ligaments 
have  been  injured,  repair  of  the  tibial  collateral 
ligament  alone  has  been  sufficient  to  restore  an 
excellent  functional  capacity  in  the  unstable  knee. 

Cruciate  Ligament 

The  more  complicated  cruciate  ligament  recon- 
struction does  not  seem  to  have  justified  itself 
while  the  importance  of  the  tibial  collateral  liga- 
ment cannot  be  denied."  Bristow,2  Hey  Groves,  3,4 
Gallie  and  Le  Mesurier,5  regarded  the  cruciate 
ligaments  as  the  important  stabilizers  of  the  knee. 
Saunders,0  and  Milch  believed  that  rupture  of  the 
anterior  cruciate  ligaments  resulted  in  no  instabil- 
ity of  the  knee. 

Hey  Groves3  believed  rupture  of  the  cruciate 
ligaments  gives  a permanently  disabled  knee.  Gal- 
lie and  Le  Mesurier5  believed  rupture  of  the  pos- 
terior cruciate  ligament  invariably  gives  an  un- 
stable knee.  Brantigan  and  Voshell7  reported  back- 
ward gliding  of  the  tibia  on  the  femur  in  exten- 
sion, which  increased  in  flexion,  when  the  posterior 
cruciate  ligament  was  cut. 

In  stripped  joints  the  movement  is  increased, 
and  in  flexion  the  lateral  femoral  condyle  tends  to 
rock  off  the  tibial  condyle  when  the  collateral 
ligaments  are  intact  and  the  cruciate  ligaments 
are  cut.  This  anterior-posterior  motion  is  increased 
in  the  fresh  joint  and  if  rotation  is  permitted  the 
abnormal  motion  is  greater. 

The  posterior  capsule  and  soft  structures  of  the 
knee  prevent  the  femoral  condyle  from  rocking  off 

^Presented  at  the  Annual  Meeting  of  the  Texas  Orthopaedic  Asso- 
ciation in  San  Antonio,  Texas  on  April  20,  1959. 
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of  the  tibia  in  the  fresh  joints.  The  controversy 
over  the  need  to  repair  injured  cruciate  ligaments 
has  been  concerned  mainly  with  the  need  for  re- 
pair of  the  torn  anterior  cruciate  ligament,  and 
not  so  much  with  the  torn  posterior  cruciate. 

Unusual  Situations 

Voshell  stated:  “In  the  presence  of  a good 

tibial  collateral  ligament,  and  well-trained  muscu- 
lar structures,  the  injured  anterior  cruciate  need 
not  be  repaired  except  under  unusual  economic  or 
athletic  situations.  The  tibial  collateral  ligament  is 
the  most  important  single  ligament  of  the  knee, 
but  even  it  is  dependent  upon  the  efficiency  of  one 
or  both  cruciates,  especially  the  posterior.” 

Cubbins,  Callahan  and  Scuderi8  felt  that  early 
operation  for  the  rupture  of  a single  ligament  is 
always  indicated  and  that  results  are  much  better 
if  the  operation  is  performed  at  an  early  date. 
O'Donaghue910  has  more  recently  revived  our  in- 
terest in  early  surgical  repair  of  ligament  injuries 
of  the  knee. 

Many  operations  have  been  reported  for  repair 
or  reconstruction  of  isolated  ligament  injuries  in 
the  knee,  but  few  for  repair  of  the  torn  posterior 
cruciate  ligament.  Most  of  these  are  applied  to 
older  injuries  in  reconstructive  attempts  to  replace 
the  function  of  the  ligament  by  means  of  tendon 
or  fascial  grafts. 

Lee11  reported  a surgical  method  of  reduction 
of  the  avulsed  bone  fragment  of  the  attachment 
of  the  anterior  cruciate  ligament.  The  fragment 
is  secured  by  wire  passing  through  drill  holes  in 
the  anterior  tibia  where  the  wire  is  drawn  tight 
and  tied.  He  approached  the  avulsion  fracture  of 
the  posterior  cruciate  attachment  through  a poste- 
rior approach  in  the  popliteal  space. 

Sutures  to  the  capsule  were  used  to  fix  the  bony 
fragment  in  place.  Wire  fixation  to  the  tibia  was 
not  used.  Abbott,  et.  al.6  repaired  the  avulsion 
fracture  through  a popliteal  incision.  They  fixed 
the  bony  attachment  into  the  defect  on  the  post- 
erior rim  of  the  tibia  by  a screw  or  sutures. 

This  posterior  approach  is  rather  formidable 
and  limits  the  operator  to  a limited  view  of  the 
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posterior  of  the  joint.  Associated  pathology  in  the 
anterior  of  the  knee  joint  must  be  approached 
through  an  extra  anterior  incision.  Without  this, 
anterior  pathology  in  the  knee  could  be  missed. 

Method  of  Repair 

The  purpose  of  this  report  is  to  present  a meth- 
od of  repair  of  the  posterior  avulsion  fracture  by 
means  of  a simpler  posteromedial  incision  com- 
bined with  an  anterior  incision.  By  this  method 
the  technique  employed  by  Lee  for  the  repair  of 
the  anterior  cruciate  ligament  is  used  for  the  re- 
pair of  the  posterior  cruciate  avulsion  injury. 

The  Operation:  The  patient  is  positioned  su- 
pine on  the  operating  table.  A pneumatic  tourni- 
quet is  inflated  on  the  thigh.  With  the  knee  flexed 
at  155  degrees  a conventional  small  anteromedial 
vertical  parapatellar  skin  incision  is  made  and 
the  knee  entered  in  the  conventional  manner.  The 
anterior  portion  of  the  knee  joint  is  inspected  from 
this  incision. 

Th  presence  of  injury  to  the  anterior  cruciate 
ligament,  the  medial  meniscus  and  the  deep  por- 
tion of  the  medial  collateral  ligament  can  thus  be 
detected  through  this  incision.  When  the  anterior 
pathology  is  fully  excluded  or  apparent  to  the  ope- 
rator, he  proceeds  to  the  posteromedial  incision. 

Posterior  Incision 

The  posterior  incision  is  vertical  and  prolonged 
upwards  and  downwards  from  the  same  type  in- 
cision as  usually  employed  for  posterior  approach 
to  the  meniscus  or  drainage  of  the  joint  as  de- 
scribed by  Henderson.12,13  Bristow2  reports  the  late 
Alwyn  Smith  of  Cardiff  was  the  first  surgeon  to 
his  knowledge  to  use  this  incision  for  removal  of 
the  posterior  portion  of  the  meniscus. 

This  incision  is  usually  five  to  six  inches  in 
length.  The  incision  is  developed  anterior  to  the 
semimembranosis  and  semitendinosis  tendons.  The 
saphenous  nerve  is  protected.  The  joint  capsule  is 
entered  by  a vertical  incision,  exposing  the  pos- 
terior compartment  of  the  knee.  The  avulsion  frac- 
ture becomes  apparent  and  the  loose  comminuted 
bone  fragments  can  be  removed.  The  medial  semi- 
lunar cartilage  is  completely  removed  through  the 
anterior  and  posterior  incisions. 

This  increases  the  visibility  greatly  in  the  pos- 
terior compartment  of  the  knee.  The  medial  tibial 
periosteum  is  incised  and  the  posterior  medial  cor- 
tex of  the  tibia  is  exposed.  Two  drill  holes  are 
made  from  this  cortex  to  the  posterior  defect  of 
the  tibia.  These  should  preferably  be  placed  in  the 
outer  lateral  and  medial  portion  of  the  defect. 


Stainless  steel  wire  suture  is  passed  through  one 
hole.  This  is  then  passed  over  the  bony  fragment 
and  through  its  ligament  attachment.  The  wire  is 
then  passed  out  through  the  second  drill  hole.  For- 
ward displacement  of  the  tibia  on  the  femur  facili- 
tates reduction  of  the  fragment. 

Anterior  Cruciate 

The  anterior  cruciate  ligament  laxity  can  be 
checked  through  the  anterior  incision  to  be  sure  of 
optimum  tension.  When  the  wire  is  made  taut  and 
tied  the  reduction  is  made  fast  and  the  optimum 
tension  of  the  associated  ligament  is  assured.  The 
incisions  are  then  repaired  by  sutures  in  a con- 
ventional manner.  Sterile  dressing  and  a long  leg 
cast  are  applied  for  immobilization. 

Postoperative  Care:  Active  quadriceps  activity 
is  started  the  second  postoperative  day.  Cast  im- 
mobilization is  continuous  for  four  to  six  weeks. 
After  discontinuing  cast  immobilization  the  patient 
is  not  permitted  full  weight  bearing  until  extension 
of  the  knee  of  170  to  180  degrees  is  possible. 

Two  cases  are  herein  reported.  In  the  first  case 
damaged  skin  of  the  popliteal  area  of  the  knee 
necessitated  this  approach  to  repair  the  avulsion 
fracture.  In  both  cases  damaged  medial  menisci 
were  found  justifying  the  removal  of  the  meniscus 
which  facilitated  surgical  exposure  of  the  poste- 
rior compartment  and  made  this  type  of  repair 
possible. 

Case  1. — This  26-year-old  male  was  injured  in 
an  automobile  accident  on  May  12,  1952.  He  was 
admitted  to  a nearby  civilian  hospital  with  a se- 
vere head  injury  and  in  a semicomatose  condition. 
A large  laceration  of  the  right  frontal  region  of 
the  scalp  required  sutures.  His  condition  was  criti- 
cal, but  his  sensorium  began  to  improve  on  May 
16. 

The  patient  was  transferred  to  the  United  States 
Army  Hospital,  Camp  Gordon,  Ga.  on  May  20, 
1952.  Upon  admission  the  patient  showed  dysme- 
tria  of  the  right  lower  face.  He  was  confused  and 
disoriented  but  reacted  to  painful  stimuli.  His 
left  knee  was  swollen  and  painful.  He  resisted  all 
efforts  to  move  the  knee. 

The  patient’s  roentgenograms  showed  negative 
skull  and  sinus  films.  The  pneumoencephalogram 
was  within  normal  limits.  Roentgenograms  of  the 
left  knee  showed  an  avulsion  fracture  bf  the  tibia 
at  the  attachment  of  the  posterior  cruciate  liga- 
ment. (Fig.  1A).  Slight  posterior  subluxation  of  the 
knee  was  present.  The  skin  of  the  popliteal  area 
was  macerated,  abraded  and  weeping. 
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The  patient  was  treated  with  skin  traction  to 
the  left  leg.  The  knee  failed  to  straighten  or  im- 
prove. The  lesions  of  the  skin  in  the  popliteal  area 
healed  and  his  mental  status  slowly  improved. 

Arthrotomy  Performed 

On  June  12,  1952,  an  arthrotomy  of  the  left 
knee  was  performed.  A posteromedial  skin  incision, 
six  inches  in  length,  was  employed.  The  fractured 
fragment  of  the  posterior  tibia  was  found  attached 
to  the  posterior  cruciate  ligament  and  displaced 
upward.  The  fractured  fragment  was  intact  and 
not  comminuted.  The  view  of  the  pathology  was 
somewhat  limited.  The  medial  meniscus  was  found 
torn  loose  in  its  posterior  portion. 

A second  anteromedial  parapatellar  incision  was 
made  and  the  meniscus  was  removed  using  both 
incisions.  Through  this  second  incision  the  ante- 
rior cruciate  ligament  was  found  intact  but  lax. 
The  granulation  tissue  was  then  gently  cleaned 
from  the  fracture  defect  through  the  posterior  in- 
cision. The  fractured  fragment  could  be  reduced 
into  the  defect  when  the  tibia  was  displaced  for- 
ward to  make  the  anterior  cruciate  ligament  taut. 

Cortex  of  Tibia  Exposed 

The  posteromedial  cortex  of  the  tibia  was  then 
exposed.  A drill  was  passed  through  this  cortex  to 
emerge  at  the  margins  of  the  bone  defect.  A wire 
suture  was  passed  through  one  hole,  then  through 


the  bone  fragment  and  the  posterior  cruciate  liga- 
ment, and  returned  through  the  second  hole  to 
the  outer  cortex. 

Traction  applied  to  this  wire  adequately  re- 
duced and  held  the  fractured  fragment  in  posi- 
tion. This  was  secured  by  tying  the  wire  and  the 
ends  of  the  wire  were  turned  into  a drill  hole. 
(Fig.  IB).  The  wounds  were  closed  and  a plaster 
of  paris  cast  was  applied  as  immobilization. 

Limb  Immobilized 

The  patient’s  limb  was  immobilized  for  six 
weeks.  His  rehabilitation  was  slow  because  of  his 
head  injury.  His  mental  status  slowly  improved, 
permitting  him  to  return  to  a limited  duty  status 
on  November  5,  1952.  The  patient  had  knee  mo- 
tion of  170  degrees  to  90  degrees  and  walked  with 
a slight  limp.  His  knee  showed  good  stability. 

This  case  was  complicated  by  slow  recovery 
from  a severe  head  injury  and  slow  recovery  of  the 
injured  knee.  This  experience,  however,  convinced 
the  author  that  the  method  of  Lee  as  used  for  re- 
pair of  avulsion  fractures  of  the  anterior  cruciate 
ligament  could  be  applied  through  a posteromedial 
approach  to  avulsion  fractures  of  the  posterior 
cruciate  ligament  attachments.  For  this  reason, 
this  method  was  used  in  the  following  case. 

Case  2. — This  26-year-old  male  was  transferred 
to  William  Beaumont  Army  Hospital  on  March 


Figure  1,  Case  2.  (A)  Roentgenogram  showing  avulsion  fracture,  posterior  tibial  spine  with  dis- 
placement upwards  and  with  posterior  subluxation  of  tibia  on  femur.  (B)  Anteroposterior  view 
of  the  same  knee. 
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Figure  2.  (A)  Post-operative  lateral  roentgenogram  revealing  the  wire  suture  and  facture  in  po- 
sition. (B)  Antero posterior  view  of  same  case  after  fixation  through  Henderson  posteromedial  ap- 
proach. 


25,  1957.  He  was  injured  in  a motorcycle  acci- 
dent on  March  22,  1957.  He  had  injured  his  left 
knee  and  his  right  ankle.  Roentgenograms  re- 
vealed an  oblique  fracture  of  the  distal  fibula  at 
the  right  ankle.  In  the  left  knee  an  avulsion  frac- 
ture of  the  posterior  tibial  spine  was  present  with 
displacement  upward,  and  with  posterior  subluxa- 
tion of  the  tibia  on  the  femur.  (Fig.  2A). 

Vertical  Incision 

On  March  27,  1957,  a vertical  six  inch  postero- 
medial incision  was  made  at  the  left  knee.  The 
synovium  of  the  knee  joint  was  entered  and  the 
incision  was  enlarged  proximally  and  distally.  A 
bony  defect  of  the  posterior  tibia  where  the  cru- 
ciate ligament  attached  was  found.  The  visibility 
was  poor  and  this  necessitated  removal  of  the  me- 
dial meniscus.  An  added  four  inch  median  para- 
patellar incision  was  used  to  remove  the  meniscus. 
Drill  holes  in  the  tibia  and  wire  suture  were  used 
to  replace  and  retain  the  fractured  fragment  of 
the  tibia  into  the  posterior  defects.  (Fig.  2B).  The 
incisions  were  closed  and  a long  leg  cast  was  ap- 
plied. 

The  immobilization  was  discontinued  May  6, 
1957,  five  weeks  postsurgery.  He  required  wedging 
cast  treatment  to  regain  full  extension  of  the  knee 
in  July  1957.  The  knee  showed  motion  of  175 
degrees  to  80  degrees  and  the  knee  was  stable. 
The  patient’s  rehabilitation  progressed  satisfactory 
and  he  was  discharged  from  the  hospital  August 
30,  1957.  The  patient’s  occupation  was  that  of  a 
pilot.  He  was  returned  to  full  flying  status  Octo- 
ber 11,  1957. 

Conclusions:  Two  cases  are  reported  of  avul- 
sion fractures  of  the  posterior  cruciate  ligament 


attachment  of  the  upper  tibia.  These  cases  were 
approached  surgically  through  a posteromedial  in- 
cision at  the  knee. 

The  method  of  wire  fixation  of  the  avulsion 
fractures  of  the  tibial  attachment  of  the  anterior 
cruciate  ligament  can  be  employed  successfully 
in  avulsion  fractures  of  the  attachment  of  the  pos- 
terior cruciate  ligaments  through  the  posterome- 
dial incision.  Visibility  is  increased  greatly  in  this 
procedure  by  removal  of  the  medial  meniscus. 

The  use  of  an  anterior  incision  helps  to  secure 
the  optimum  tension  of  the  fracture  reduction  as 
judged  by  tension  of  the  anterior  cruciate  liga- 
ment. This  incision  also  enables  the  surgeon  to  ex- 
clude or  repair  anterior  lesions  ot  the  knee  if  they 
are  present. 
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Disseminated  Coccidioidomycosis  Treated  * 
with  Amphotericin  B 

By  Robert  C.  Hunter,  Jr.,  Colonel,  MC,  USA 
and  Edward  S.  Mongan,  M.D.,  William  Beaumont  Army  Hospital,  El  Paso 

The  Essayist,  Colonel  Robert  C.  Hunter,  M.  C.,  U.S.A.,  and  the  Editor,  of  Medical  Tech- 
nicans  Bulletin  of  the  United  States  Armed  Forces  Medical  Journal,  Col.  Robert  ].  Ben- 
ford,  M.  C.,  U.S.A.,  have  kindly  allowed  SOUTHWESTERN  MEDICINE  to  reprint  this 
article.  This  article  is  of  particular  interest  to  the  readers  of  SOUTHWESTERN  MEDI- 
CINE because  coccidioidomycosis  is  endemic  in  this  area.  Colonel  Hunter  makes  the  state- 
ment that  “Amphotericin  B in  all  probability  represents  the  first  real  advance  in  the  treat- 
ment of  disseminated  coccidioidomycosis  but  further  clinical  testing  will  be  essential.”  Those 
of  us  in  the  Southwestern  area  who  have  had  experience  with  disseminated  coccidioidomy- 


cosis will  read  and  obtain  benefit,  I am  quit 
MEDICINE  wishes  to  thank  Colonel  Hunter 
printing  this  essay. 

Since  amphotericin  B became  available  to  us 
more  than  a year  ago,  we  have  had  under  obser- 
vation, at  this  hospital,  nine  patients  with  dissemi- 
nated coccidioidomycosis.  Five  were  eliminated 
from  the  study;  two  because  they  had  already 
undergone  a clinical  and  serologic  remission,  one 
because  he  was  improving  rapidly  when  the  diag- 
nosis was  established,  one  because  he  had  only 
serologic  evidence  of  dissemination,  and  one  be- 
cause he  had  far-advanced  disease  and  died  the 
day  of  admission.  This  report  describes  the  results 
obtained  in  the  treatment  of  the  remaining  four 
patients  with  amphotericin  B. 

Amphotericin  B 

Amphotericin  B is  an  antibiotic  derived  from  a 
species  of  Streptomyces  found  in  a soil  sample  from 
the  Orinoco  River  basin  in  Venezuela.  In  vitro,  it 
has  been  shown  to  have  antifungal  properties  for  a 
wide  variety  of  organisms,  including  Coccidioides 
immitis.  In  vivo,  it  has  had  an  ameliorating  effect 
on  mice  experimentally  infected  with  C.  immitis. 
In  neither  animals  nor  humans  was  there  signifi- 
cant toxicity  when  the  drug  was  given  orally,  pos- 
sibly because  of  its  poor  absorption  from  the  gas- 
trointestinal tract. 

The  LD50  for  intravenous  administration  in 
mice  was  8 mg  per  kg.  All  of  the  mice  that  died 
did  so  within  nine  minutes  of  the  infusion  with 
symptoms  of  ataxia,  spasms,  and  terminal  col- 
lapse.1 Littman,  Horowitz,  and  Swadey2  described 
one  patient  who  received  28  mg.  intravenously  in 
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40  minutes.  He  had  convulsions  and  cardiac  stand- 
still, but  recovered.  Anorexia,  nausea,  vomiting, 
chills,  and  fever  have  occurred  commonly  during, 
and  shortly  after,  intravenous  administration.  Such 
reactions  may  have  been  minimized  by  use  of  sali- 
cylates and  antihistamines.  On  prolonged  intra- 
venous administration  there  was  a tendency  for  the 
blood  urea  nitrogen  to  increase,  but  this  has  sub- 
sided with  temporary  interruption  of  therapy. 

The  poor  absorption  of  amphotericin  B given 
by  mouth  has  led  to  preference  for  the  intravenous 
route  of  administration.  The  toxicity  has  neces- 
sitated slow  infusion  and  limited  dosage.  It  is  cur- 
rently recommended  that  the  water-soluble  salt  be 
dissolved  in  sterile  5 per  cent  dextrose  in  water  to 
a concentration  of  1 mg.  per  10  ml.  The  solution 
should  be  infused  slowly  intravenously  over  a per- 
iod of  six  hours  or  more  to  a maximum  dose  of  1 
mg.  per  kg.  daily.1  Littman,  Horowitz,  and  Swa- 
dey2 suggested  a maximum  dose  of  1.6  mg.  per  kg, 
and  believed  that  infusion  on  alternate  days  re- 
duced the  chances  of  nitrogen  retention. 

Lehan  and  associates3  stated  that  in  several  in- 
stances when  administered  intravenously,  the  am- 
photericin B infiltrated  into  surrounding  subcu- 
taneous tissue.  Mild  discomfort  and  redness  at  the 
site  resulted,  but  the  complication  was  not  serious. 
Littman,  Horowitz,  and  Swadey  repeatedly  inject- 
ed amphotericin  B into  a knee  severely  involved 
with  coccidioidomycosis.  The  drug  was  well  tole- 
rated and  appeared  to  benefit  the  knee. 

The  acute  pulmonary  form  of  coccidioidomyco- 
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sis  is  generally  a benign,  self-limited  disease.  It  of- 
fers no  serious  therapeutic  problems  although  it 
produces  prolonged  morbidity  at  times.  Occasion- 
ally, a residual  granuloma  or  cavity  in  the  lung 
requires  surgical  removal,  but  the  majority  of 
these  are  asymptomatic  and  yield  to  expectant 
treatment. 

The  disseminated  disease  is  relatively  rare  and 
far  more  serious,  with  a mortality  of  about  50  per 
cent.  In  the  past  30  months  we  have  treated  14 
patients  with  disseminated  coccidioidomycosis  with 
five  deaths  to  date.  In  one,  the  course  was  ful- 
minating and  death  occurred  two  weeks  after  the 
onset.4  Others  have  recovered  spontaneously.5  Still 
other  have  followed  a chronic  and  slowly  progres- 
sive downhill  course. 

Evaluation  of  the  therapy  of  disseminated  co- 
ccidioidomycosis has  been  difficult  because  of  the 
irregular  course  of  the  disease.  The  literature  has 
been  contradictory  on  the  subject.  However,  there 
has  been  no  good  evidence  that  any  therapeutic 
agent  in  the  past  has  favorably  influenced  the 
course  of  disseminated  coccidioidomycosis.2,  6 To 
the  long  list  of  ineffective  agents  we  have  added 
chloroquine  diphosphate.  We  had  two  patients 
who  recovered  following  the  use  of  chloroquine. 
Our  initial  enthusiasm  was  properly  curbed  when 
this  drug  clearly  accomplished  nothing  for  the  next 
seven  patients  with  the  disseminated  disease. 

The  collection  of  clinical  data  on  the  thera- 
peutic trial  of  amphotericin  B for  disseminated  co- 
ccidioidomycosis has  been  slow.  There  has  been 
little  upon  which  to  draw  conclusions.  Klapper, 
Smith,  and  Conant7  and  Fiese8  each  reported  one 
case  in  which  apparent  benefit  resulted  from  the 
oral  administration  of  amphotericin  B.  Littman, 
Horowitz,  and  Swadey2  reported  two  cases  in 
which  improvement  coincided  with  intravenous 
amphotericin  B.  Preliminary  reports  to  the  Squibb 
Institute  for  Medical  Research1  included  four  ad- 
ditional cases,  two  on  oral  therapy  and  two  on 
intravenous  therapy.  The  results  were  encourag- 
ing. 

Case  Reports 

Case  1.  A 34-year-old  Negro  was  admitted 
to  this  hospital  on  10  December  1956,  complain- 
ing of  chest  pain.  About  one  month  earlier  he  had 
noted  the  onset  of  fever,  malaise,  easy  fatigability, 
shortness  of  breath,  right-sided  pleuritic  type  pain, 
cough,  and  occasional  hemoptysis.  He  had  been 
stationed  in  El  Paso  for  six  months  in  1950,  and 
again  for  nine  months  prior  to  admission. 


On  examination  he  appeared  well  developed, 
well  nourished,  and  in  no  distress.  His  height  was 
70  inches;  weight,  215  lb;  temperature,  98.0°F; 
pulse,  80;  blood  pressure,  120/82  mm  Hg.  There 
was  slight  dullness  and  decreased  breath  sounds 
over  the  right  lung  base  posteriorly.  Roentgeno- 
grams of  the  chest  showed  scattered  nodular  den- 
sities in  the  left  lung,  an  infiltration  in  the  right 
lung  base,  and  right  hilar  lymphadenopathy. 

The  white  blood  cell  count  was  11,600  per  /*1, 
with  26  per  cent  eosinophils.  The  hemoglobin  13.5 
grams  per  100  ml.  C.  immitis  was  cultured  from 
the  sputum.  Reaction  to  the  coccidioidin  skin  test 
was  positive.  Complement  fixation  for  coccidioi- 
domycosis was  positive  in  a titer  of  1 : 64. 

One  month  after  admission  a 3-  by  6-cm  mass 
of  lymph  nodes  was  noted  in  the  right  supraclavi- 
cular area.  A specimen  for  biopsy  showed  a gran- 
ulomatous reaction  with  numerous  giant  cells  con- 
taining thick-walled  spherules  and  endospores. 
Culture  of  the  material  was  positive  for  C.  im- 
mitis. An  abscess  appeared  at  the  biopsy  site,  and 
culture  of  the  pus  was  positive  for  C.  immitis.  A 
draining  sinus  persisted  in  this  area  for  three 
months,  after  which  it  healed  spontaneously. 

In  March  1957  a coccidioidal  abscess  developed 
in  the  middle  phalanx  of  the  fourth  toe  on  the 
patient’s  left  foot.  This  was  incised  and  drained. 
The  resulting  sinus  healed  about  a month  later. 

During  the  first  two  months  in  the  hospital  the 
patient’s  general  condition  remained  good,  but  he 
lost  35  lb.  in  weight.  By  early  June,  his  infection 
appeared  to  be  under  control.  A roentgenogram  of 
his  chest  was  clear  and  there  was  no  evidence  of 
active  lesions.  On  6 June  therapy  with  amphoteri- 
cin B by  mouth  was  initiated,  the  patient  receiv- 
ing approximately  5 grams  daily  for  38  days.  The 
drug  was  well  tolerated. 

His  complement  fixation  for  coccidioidomyco- 
sis was  1:16  on  27  June,  and  1:8  on  5 July.  He 
was  discharged  to  duty  on  7 August. 

On  follow-up  examination  on  13  February  1958, 
he  appeared  well.  Blood  cell  count  and  roentgen- 
ographic  findings  of  the  chest  were  normal.  His 
complement  fixation  was  1 :4. 

Comment 

This  patient  was  on  the  road  to  recovery  when 
treatment  with  amphotericin  B was  started.  There 
was  no  reason  to  believe  that  the  drug  altered  the 
course  of  his  disease. 

Case  2.  A 40-year-old  Negro  was  admitted 
to  this  hospital  on  28  January  1957,  complaining 
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of  malaise  and  cough.  For  the  preceding  two 
weeks  he  had  had  low-grade  fever,  night  sweats, 
headache,  malaise,  and  cough  productive  of  small 
amounts  of  yellow  sputum.  He  had  been  stationed 
in  El  Paso  for  two  and  one-half  years. 

Examination  revealed  a somewhat  obese  man 
who  was  not  in  acute  distress.  His  height  was  69 
inches,  weight,  200  lb.;  temperature,  99.1°F; 
pulse,  88;  and  his  blood  pressure  was  125/75  mm 
Hg.  There  were  dullness  and  fine  rales  over  the 
right  lung  base  posteriorly.  There  was  a single 
3-mm  granuloma  in  the  skin  of  the  dorsum  of  the 
right  wrist.  A roentgenogram  of  the  chest  showed 
a pneumonitis  in  the  right  lung  base  and  right 
hilar  lymphadenopathy. 

The  white  blood  cell  count  was  7,500  per  ^1, 
with  14  per  cent  eosinophils.  The  hemoglobin 
was  13.5  grams  per  100  ml.  Coccidioidin  skin 
tests  were  negative  throughout  the  course  of  his 
disease.  C.  immitis  was  cultured  from  his  sputum. 
Complement  fixation  for  coccidioidomycosis  was 
negative. 

About  one  month  after  admission  a hard  mass 
was  noted  in  the  right  supraclavicular  area.  It 
gradually  increased  in  size  and  became  fluctuant. 
On  5 April  it  was  incised.  C.  immitis  was  recover- 
ed from  the  pus.  Three  months  after  admissior 
the  patient  had  lost  about  30  lb.  in  weight,  his 
complement  fixation  for  coccidioidomycosis  had 
become  positive  in  a titer  of  1 : 256,  and  numerous 
new  granulomata  had  appeared  in  the  skin.  C. 
immitis  was  identified  microscopically  and  by  cul- 
ture in  several  of  the  skin  lesions.  The  granulomas 
tended  to  break  down  leaving  indolent  ulcers,  1 to 
3 cm  in  diameter,  draining  bloody  purulent  ma- 
terial (fig.  1). 

Six  months  after  admission  the  patient’s  con- 
dition stabilized.  He  regained  his  normal  weight 
and  appeared  healthy  with  the  exception  of  the 
ulcerations  of  his  skin.  His  complement  fixation 
had  dropped  to  1 : 64.  A roentgenogram  of  the 
chest  showed  no  change  since  admission. 

In  September,  nine  months  after  admission  am- 
photericin B was  started,  45  mg  intravenously  every 
other  day.  The  patient  regularly  had  chills,  fever, 
and  vomiting  during  and  up  to  12  hours  after  ad- 
ministration of  the  drug.  In  November,  treatment 
was  discontinued  for  two  weeks  because  of  eleva- 
tion of  his  blood  urea  nitrogen.  Between  22  Sep- 
tember and  18  December  he  received  a total  of 
1,125  mg  of  amphotericin  B. 

While  on  therapy  all  of  his  skin  lesions  healed, 
roentgenographic  finding  of  his  chest  became  nor- 


mal, and  his  complement  fixation  dropped  from 
1 : 64  to  1:8.  He  was  discharged  to  duty,  apparent- 
ly well,  on  26  February  1958. 


Figure  1 (case  2).  Indolent  coccidioidal  ulcer 
on  the  thigh. 


Comment 

1 he  results  in  this  patient  may  have  represented 
no  more  than  the  natural  course  of  his  disease. 
The  distinct  improvement  in  his  skin  and  lungs 
during  the  course  of  therapy,  however,  was  at 
lease  suggestive  that  the  drug  was  beneficial. 

Case  3.  A 27-year-old  Negro  was  admitted 
to  the  hospital  on  22  December  1956,  complain- 
ing of  cough.  One  month  earlier  he  had  noted  the 
onset  of  bilateral  chest  pain  and  a cough  occasion- 
ally productive  of  yellow  sputum.  One  week  be- 
fore admission  a painful  swelling  appeared  on  the 
left  side  of  his  neck.  He  had  no  fever,  but  did  have 
a night  sweat  the  evening  before  admission.  He 
had  lost  5 lb.  in  weight.  He  had  been  stationed  in 
El  Paso  for  two  months. 

On  examination  he  did  not  appear  acutely  ill. 
His  temperature  was  98.6°F;  pulse,  120;  blood 
pressure,  112/70  mm  hg;  heighth,  70  inches; 
weight,  158  lb.  There  was  a tender  mass,  measur- 
ing 3 to  4 cm  in  diameter,  in  the  left  supraclavi- 
cular fossa.  A roentgenogram  of  the  chest  showed 
a linear  infiltration  in  the  left  lower  lung  field, 
left  hilar  lymphadenopathy,  and  a soft  nodular 
density  in  the  left  paratracheal  region. 

The  coccidioidin  skin  test  was  positive.  The 
white  blood  cell  count  was  11,700  per  ^1  with  15 
per  cent  eosinophils.  The  hemoglobin  was  13.5 
grams  per  100  ml.  C.  immitis  was  cultured  from 
the  sputum.  Complement  fixation  for  coccidioido- 
mycosis was  positive  in  a dilution  of  1 : 256.  Biopsy 
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of  the  left  supraclavicular  mass  showed  a granu- 
lomatous tissue  within  which  were  many  giant 
cells  containing  thick-walled  spherules  with  endo- 
spores.  Culture  of  pus  from  the  abscess  which 
appeared  at  the  biopsy  site  was  positive  for  C. 
immitis. 

The  patient’s  initial  course  was  downhill.  He 
had  a low-grade  fever,  appeared  moderately  toxic, 
and  became  bedridden.  He  lost  33  lb.  in  weight 
during  the  first  three  months  in  the  hospital.  Six 
weeks  after  admission  a tender  fluctuant  mass 
appeared  over  the  right  fifth  rib  just  lateral  to  the 
midclavicular  line.  It  measured  3 to  4 cm  in  dia- 
meter and  1.5  cm  in  elevation.  C.  immitis  was  cul- 
tured from  pus  obtained  by  needle  aspiration  of 
this  abscess. 

On  5 June  1957,  intravenous  therapy  with  am- 
photericin B was  started.  The  initial  dose  was  15 
mg  daily  for  one  week,  30  mg  daily  the  second 
week,  then  45  mg  daily.  On  21  June  treatment 
was  interrupted  because  of  an  elevated  blood  urea 
nitrogen.  It  was  reinstituted  on  28  June  in  doses 
of  30  to  45  mg  every  other  day  until  18  Novem- 
ber when  it  was  again  stopped  when  the  blood 
urea  nitrogen  was  found  to  have  increased.  He  in- 
variably had  nausea,  vomiting,  chills,  and  fever 
while  treatment  was  administered.  Acetylsalicylic 
acid  and  antihistamines  were  ineffective  in  con- 
trolling these  reactions. 

The  abscess  over  the  left  fifth  rib  did  not  change 
in  size  from  the  time  of  its  appearance  in  Febru- 
ary until  July.  On  17,  23,  and  29  July,  it  was 
drained  through  a large  gage  needle,  and  20  mg 
of  amphotericin  B dissolved  in  2.5  ml  of  water 
was  injected  into  the  cavity  through  the  same 
needle.  There  was  no  evidence  of  any  local  irrita- 
tion to  the  amphotericin  B.  The  abscess  decreased 
slowly  in  size  and  by  16  August  had  disappeared. 

On  18  November  the  amphotericin,  intraven- 
ously, was  discontinued  after  a total  dose  of  2,550 
mg  over  a six-month  period.  During  the  course  of 
treatment  the  patient’s  general  condition  gradu- 
ally improved.  His  strength  and  energy  returned; 
the  fever,  except  for  that  associated  with  admin- 
istration of  amphotericin,  disappeared ; he  became 
ambulatory,  and  gained  15  lb.  in  weight.  His  com- 
plement fixation  titer  for  coccidioidomycosis  drop- 
ped from  1:256  to  1:64.  He  was  discharged  to 
duty  on  13  December. 

He  was  readmitted  on  10  February  1958,  com- 
plaining of  pain  in  his  neck  and  low  back.  There 
was  straightening  of  the  cervical  and  lumbar- 
curves  and  spasm  of  the  strap  muscles  in  the  same 


areas.  Motion  of  the  neck  was  limited.  There  was 
tenderness  to  percussion  over  the  lumbar  spine. 
Several  small  lymph  nodes  were  palpable  in  the 
anterior  cervical  and  inguinal  areas.  There  was  a 
crusted  papular  lesion,  1 cm  in  diameter,  on  the 
point  of  the  right  elbow.  Roentgenograms  of  the 
lumbar  spine  showed  an  osteolytic  lesion,  1 .5  cm 
in  diameter,  in  the  body  of  the  fourth  vertebra. 

Microscopic  examination  of  a biopsy  sample 
from  the  papule  on  the  left  elbow  revealed  char- 
acteristic findings  of  coccidioidomycosis,  including 
the  presence  of  the  organism.  The  complement 
fixation  for  coccidioidomycosis  was  positive  in  a 
titer  of  1:32.  The  lesion  in  the  lumbar  spine  was 
presumed  to  be  caused  by  coccidioidomycosis. 

On  25  February  amphotericin  B,  intravenously, 
was  again  started.  The  dose  was  rapidly  increased 
to  50  mg  every  other  day.  The  patient  had  chills 
and  fever  with  each  administration.  In  late  March 
the  drug  was  stopped  for  two  weeks  because  of 
nitrogen  retention.  By  30  May,  he  had  received  an 
additional  1,890  mg  of  the  drug,  and  a total  of 
4,440  mg  intravenously.  There  has  been  no  signi- 
ficant change  in  his  condition  on  this  last  course 
of  treatment  and  he  continued  to  appear  well  ex- 
cept for  the  limitation  in  motion  of  his  neck.  His 
complement  fixation  had  dropped  to  1 : 16  in  May. 

Comment 

This  patient  was  severely  ill  and  bedridden  when 
amphotericin  B was  started.  Improvement  was 
noted  coincidentally  with  the  use  of  the  drug.  The 
evidence  w^as  suggestive  that  the  drug  w-as  benefi- 
cial. Particularly  notable  was  the  rapid  subsidence 
of  the  indolent  abscess  of  his  rib  when  injected 
locally  with  amphotericin.  The  appearance  of  new 
lesions  of  the  skin  and  bone  in  February  1958  in- 
dicated continued  dissemination  in  spite  of  the 
falling  titer  on  the  complement  fixation  test. 

Case  4.  A 22-year-old  Negro  was  admitted 
to  the  hospital  on  15  January  1958.  In  early  De- 
cember 1957  he  had  noted  the  onset  of  chills, 
fever,  malaise,  myalgia,  back  pain,  nonproductive 
cough,  anorexia,  and  a weight  loss  of  15  lb.  He 
had  been  admitted  to  Biggs  Air  Force  Base  dis- 
pensary, El  Paso,  Tex.,  on  4 January  1958.  There 
he  was  found  to  have  fever,  lymphadenopathy  in 
the  inguinal  and  anterior  cervical  areas,  and  a 
small  papule  over  the  right  eye.  His  white  blood 
cell  count  was  24,000  per  /d,  with  30  per  cent 
eosinophils.  He  had  been  stationed  in  the  El  Paso 
area  for  18  months. 

Examination  showed  a thin,  acutely  and  chron- 
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ically  ill  man  who  had  lost  a total  of  25  lb  in 
weight.  His  height  was  68  inches;  weight,  135  lb; 
pulse,  96;  respirations,  30  per  minute;  tempera- 
ture, 102. 1°F;  and  his  blood  pressure  was  140/87 
mm  Hg.  There  were  numerous  lymph  nodes, 
measuring  2 to  3 cm  in  diameter  in  the  anterior 
cervical,  femoral,  and  inguinal  areas.  The  liver  was 
palpated  3 cm  below  the  costal  margin,  and  the 
spleen  at  the  costal  margin.  There  were  scattered 
granulomatous  skin  lesions  measuring  6 to  8 mm 
in  diameter.  There  was  one  larger  skin  lesion  over 
the  right  eyebrow,  measuring  1.5  cm  in  diameter 
and  0.6  cm  in  elevation  (fig.  2).  A roentgeno- 
gram of  the  chest  showed  an  infiltration  in  the 
right  cardiophrenic  angle  and  bilateral  hilar  lym- 
phadenopathv. 


Figure  2 (case  4)  Coccidioidal  granulomata 
on  the  face. 


The  white  blood  cell  count  was  20,550  per  g\, 
with  10  per  cent  eosinophils.  His  hemoglobin  was 
11.8  grams  per  100  ml.  The  coccidioidin  skin  test 
remained  negative  on  monthly  testing.  C.  immitis 
was  cultured  from  the  lesion  above  the  right  eye, 
from  pus  aspirated  from  an  anterior  cervical 
lymph  node,  and  repeatedly  from  the  sputum. 
Biopsy  of  the  skin  lesion  above  the  right  eye  re- 
vealed a granuloma  containing  numerous  thick- 
walled  organisms  with  endospores.  Complement 
fixation  titer  for  coccidioidomycosis  was  1:16. 

Treatment  with  amphotericin  B,  intravenously, 
was  initiated  on  24  January.  By  30  May,  the  pa- 
tient had  received  a total  of  2,970  mg  in  four 
months.  The  dosage  eventually  was  stabilized  at 
50  mg  every  other  day.  The  patient  routinely  had 
severe  febrile  reactions  on  each  administration. 
On  two  occasions  a rise  in  his  blood  urea  nitro- 
gen necessitated  temporary  cessation  of  treatment. 
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On  different  occasion,  pus  was  aspirated  thru 
a 16-gage  needle  from  six  enlarged  fluctuant 
nodes  in  the  neck,  groin,  and  femoral  areas,  and 
25  mg  of  amphotericin  B dissolved  in  2.5  ml  of 
water  was  injected.  Four  were  injected  twice. 
There  was  no  apparent  local  irritation  to  this  pro- 
cedure. Although  he  was  receiving  intravenous 
medication  at  the  time,  C.  immitis  was  cultured 
from  the  pus  from  most  of  these  nodes.  All  of  the 
locally  treated  lesions  decreased  in  size  and  be- 
came nonfluctuant  over  a period  of  3 to  6 weeks 
after  injection  (figs.  3 and  4),  but  only  one  had 
completely  disappeared. 


Figure  3 (case  4).  Coccidioidal  abscesses  in  sub- 
inguinal  lymph  nodes  shortly  after  they  were 
first  injected  with  amphotericin  B. 


His  condition  on  admission  was  poor.  He  had  a 
septic  fever  with  a temperature  of  103  to  104°F 
daily,  and  little  appetite.  About  one  week  after 
admission  he  began  to  complain  of  severe  pain  in 
the  left  upper  abdominal  quadrant.  On  examina- 
tion he  had  tenderness  and  rigidity  of  the  abdom- 
inal wall  in  this  area.  There  also  was  a partial 
paralytic  ileus  with  considerable  abdominal  dis- 
tension. This  progressed  to  generalized  abdominal 
tenderness  and  moderate  ascites.  A diagnostic  ab- 
dominal paracentesis  was  not  performed,  but  the 
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findings  and  course  were  thought  compatible  with 
coccidioidal  peritonitis.  The  patient’s  condition  ap- 
peared to  be  terminal  at  this  time  and  he  was 
carried  on  the  seriously  ill  list.  He  had  anemia 
severe  enough  to  require  four  blood  transfusions 
during  his  second  month  in  the  hospital. 

In  March,  gradual  and  persistent  improvement 
began.  His  ascites  diminished,  his  appetite  improv- 
ed, and  lymphadenopathy  decreased,  the  hemo- 
globin stabilized  at  10  grams  per  100  ml  and  the 
skin  lesions  decreased  in  size.  His  fever  continued, 
but  the  daily  peaks  were  lower,  100  to  101  °F.  His 
strength  returned  and  he  was  able  to  ambulate 
partially.  No  new  lesions  of  the  skin,  lymph  node, 
or  bone  appeared  after  amphotericin  B was  start- 
ed on  24  January.  The  patient  was  far  from  well, 
but  by  May  was  much  improved.  In  spite  of  the 
clinical  improvement,  his  complement  fixation  rose 
from  1:16  on  admission  to  1:128  five  months 
iater. 


Figure  4 ( case  4).  Same  area  shown  in  figure  3, 
two  months  after  second  injection  of  amphoteri- 
cin B into  abscess  cavities. 


Comment 

This  patient  was  moribund  when  treatment  with 
amphotericin  B was  started.  We  were  fearful  that 
he  would  be  unable  to  tolerate  the  toxic  reactions 
to  the  drug.  At  the  same  time,  the  prognosis  in  a 
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Negro  patient  with  disseminated  coccidioidomy- 
cosis of  this  severity  is  so  unfavorable  that  it  did 
not  appear  reasonable  to  withhold  treatment.  His 
improvement  was  not  dramatic  but  it  was  impres- 
sive. Interestingly,  his  complement  fixation  titer 
rose  as  he  improved  clinically. 

The  cases  presented  differed  in  severity  but  were 
otherwise  surprisingly  similar.  The  following  fea- 
tures were  common  to  all  four:  Negro  race,  pul- 
monary symptoms  at  onset,  fever,  pulmonary  in- 
filtrations with  hilar  lymphadenopathy,  early  dis- 
semination, marked  weight  loss,  eosinophilia,  sput- 
um culture  positive  for  C.  immitis,  complement 
fixation  for  coccidioidomycosis  positive  in  dilution 
of  1:64  or  more,  peripheral  lymph  node  involve- 
ment, abscess  formation  in  peripheral  nodes,  and 
positive  culture  for  C.  immitis  from  the  abscesses. 
Three  patients  had  granulomata  of  the  skin,  two 
had  a positive  reaction  to  the  coccidioidin  skin 
test,  two  had  bone  lesions.  One  had  anemia. 

Our  use  of  amphotericin  B by  mouth  was  limit- 
ed to  a short  course  of  38  days  given  to  the  first 
patient.  Although  the  patient  recovered,  we  were 
unable  to  draw  any  conclusions  on  this  mode  of 
administration. 

Three  patients  who  received  amphotericin  B in- 
travenously reacted  predictably  with  anorexia, 
nausea,  chills,  and  fever  on  every  administration. 
The  reactions  tended  to  decrease  slightly  in  sev- 
erity with  continued  medication,  but  remained 
severe  after  months  of  treatment.  Salicylates  and 
antihistamines  were  ineffective  in  our  hands  in 
altering  the  reactions.  All  three  patients  had  an 
elevated  blood  urea  nitrogen  one  or  more  times 
during  treatment.  This  subsided  on  each  occasion 
upon  interrupting  therapy  for  one  or  two  weeks. 
Because  of  the  unfavorable  reactions,  we  were  un- 
able to  exceed  a dose  of  50  mg  (0.7  to  0.9  mg 
per  kg),  given  over  a six-hour  period,  every  other 
day.  This  particular  dosage  may  have  been  promp- 
ted to  some  extent  by  the  packaging  of  the  am- 
photericin B in  50-mg  vials.  Littman,  Horowitz, 
and  Swadey2  independently  arrived  at  the  same 
conclusion  as  to  frequency  of  medication,  but  were 
successful  in  giving  larger  doses.  Our  patients  sug- 
gested that  the  infusions  be  started  immediately 
after  supper  so  as  not  to  interfere  with  food  in- 
take. This  was  a useful  consideration  in  treating 
a disease  in  which  weight  loss,  malnutrition,  and 
poor  body  resistance  were  important  factors. 

The  results  of  treatment  in  a disease  as  unpre- 
dictable as  disseminated  coccidioidomycosis  must 
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be  accepted  with  caution.  Our  three  patients  im- 
proved while  on  intravenous  amphotericin  B ther- 
apy. It  appeared  likely  that  the  favorable  course 
of  the  disease  was  in  part  brought  about  by  the 
drug.  The  response,  if  any,  was  slow.  We  were 
still  able  to  culture  C.  immitis  from  a variety  of 
areas  in  these  patients  after  they  had  been  treated 
intravenously  with  amphotericin  B for  months.  We 
were  unable  to  avoid  speculating  as  to  what  might 
have  been  accomplished  had  we  been  able  safely 
to  give  10  or  100  times  as  much  drug  intraven- 
ously. 

We  injected  amphotericin  B into  7 coccidioidal 
abscesses,  1 in  bone  and  6 in  lymph  nodes.  Two 
were  injected  once,  4 twice,  and  1 three  times, 
with  about  a week  between  injections.  Positive 
cultures  were  obtained  from  nearly  all  of  the  ab- 
scesses, although  the  patients  were  receiving  am- 
photericin B intravenously  at  the  time.  The  dose 
was  20  to  25  mg  dissolved  in  2.5  ml  of  water. 
There  were  no  untoward  local  or  systemic  re- 
actions to  the  injections.  All  of  the  abscesses  had 
been  present  for  several  months,  and  were  either 
stationary  or  increasing  in  size  when  local  treat- 
ment was  started.  The  response  was  uniformly 
favorable.  Two  lesions  healed  completely  in  four 
to  six  weeks.  The  other  five  lesions  decreased  in 
size  and  became  nonfluctuant  in  three  to  six  weeks, 
but  a residual  firm  mass  remained.  There  seemed 
to  be  little  doubt  that  the  injection  of  amphoteri- 
cin B directly  into  coccidioidal  lesions  was  effec- 
tive and  useful.  We  believed  that  the  relatively 
high  concentration  obtained  in  the  abscess  cavities 
explained  the  excellent  response. 

Smith9  believed  that  the  abdominal  pain,  par- 
tial ileus,  and  ascites  in  the  fourth  patient  were 
manifestations  of  coccidioidal  peritonitis.  Retro- 
spectively, diagnostic  paracentesis  and  intraperi- 
toneal  injection  of  amphotericin  B would  have 
been  desirable  and  possibly  beneficial.  At  the  time 
this  report  was  written,  the  patient  had  improved 
to  the  extent  that  this  measure  was  no  longer  un- 
der consideration. 

The  results  obtained  with  amphotericin  B intra- 
venously indicated  that  is  possibly  was  useful  in 
treating  disseminated  coccidioidomycosis.  The  re- 
sults obtained  with  direct  injection  of  coccidioidal 
abscesses  were  more  impressive.  Amphotericin  B 
in  all  probability  represents  the  first  real  advance 
in  the  treatment  of  disseminated  coccidioidomyco- 
sis, but  further  clinical  testing  will  be  essential.  A 
similar  agent  with  equal  effectiveness  but  less  toxi- 
city could  prove  to  be  the  answer  to  the  therapy 
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of  coccidioidomycosis. 

Four  patients  with  disseminated  coccidioidomy- 
cosis were  treated  with  amphotericin  B,  one  orally 
and  three  intravenously.  The  usefulness  of  the  oral 
drug  was  not  determined.  The  three  patients  on 
the  intravenous  preparation  were  treated  for  peri- 
ods of  3 to  12  months.  All  improved  while  on 
therapy.  Amphotericin  B administered  intraven- 
ously regularly  caused  chills,  fever,  anorexia,  and 
nausea,  during  and  shortly  after  each  infusion. 
Salicylates  and  antihistamines  did  not  alter  these 
reactions.  Azotemia  occurred  one  or  more  times  in 
each  patient  on  intravenous  therapy,  but  subsided 
upon  interrupting  treatment  for  one  or  two  weeks. 
The  unfavorable  reactions  were  minimized  by 
limiting  the  dose  to  50  mg,  given  every  other  day 
immediately  after  supper.  The  water-soluble  salt 
was  dissolved  in  5 per  cent  dextrose  water  to  a 
concentration  of  1 mg  per  10  ml  and  infused 
slowly.  Six  hours  or  more  were  taken  for  each  in- 
fusion. 

Seven  coccidioidal  abscesses  in  two  of  the  pa- 
tients were  injected  directly  with  20  to  25  mg  of 
amphotericin  B dissolved  in  2.5  ml  of  water.  Two 
were  injected  once,  four  twice,  and  one  three 
times,  the  injections  being  about  one  week  apart. 
The  abscesses  had  been  present  for  several  months 
and  were  either  stationary  or  increasing  in  size 
when  injected.  The  response  was  uniformly  favor- 
able and  fluctuation  disappeared  in  three  to  six 
weeks. 

Amphotericin  B appeared  to  be  an  effective 
agent  for  the  treatment  of  disseminated  coccidio- 
idomycosis. Its  toxicity  has  limited  the  dosage, 
which,  in  turn,  may  have  limited  its  effectiveness. 
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let 

pollen  counts 
jump... 

AMBODRYL 

for  relief  of 
hay  fever  symptoms 


Sneezing,  nasal  congestion,  and  related  hay 
fever  discomforts  can  be  relieved 
all  summer  long  with  AMBODRYL  — an  antihistaminic 
of  unusual  potency.  Most  patients  can  enjoy 
a symptom-free  season— with  little  likelihood 
of  side  effects— on  as  little 
as  75  to  100  mg.  a day.  And  on  those  days 
when  the  pollen  count  jumps,  this  dosage 
may  be  doubled  or  even  tripled  with  little 
possibility  of  unfavorable  reactions. 


AMBODRYL  Hydrochloride  (bromodiphenhydramine 
hydrochloride,  Parke-Davis)  is  available 
in  the  following  forms: 

AMBODRYL  Hydrochloride  Kapseals,®  25  mg.  each, 
bottles  of  100  and  1,000. 
AMBODRYL  Hydrochloride  Elixir,  10  mg.  per  4 cc.; 

16-ounce  botdes. 
AMBODRYL  Hydrochloride  Steri-Vials,® 
5 mg.  per  cc.,  for  parenteral  use.  Supplied  in-10-cc. 

Steri-Vials,  boxes  of  1 and  10. 


PARKE,  DAVIS  & COMPANY 

DETROIT  32,  MICHIGAN  * 1R‘ 
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POLLEN  COUNT 

Daily  pollen  counts  compiled  for 
information  of  hay  fever  sufferers 
and  physicians  are  shown  below. 

Each  count  represents  the  aver- 
age number  of  pollen  particles  per 
cubic  yard  of  air  in  the  24-hour 
period.  The  following  table  shows 
counts  for  the  last  seven  days. 

Tuesday  17 

Wednesday  42  /- 

Thursday  G1 

Friday  78 

Saturday .- 25 

Sunday  47 

Monday  79 

The  Summary  j j!  sox 
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Bath  Oil  in  the  Management  of  Senile  Pruritus 

By  Arthur  R.  P.  James,  M.D.,  Dermatologist  to  St.  Vincent’s,  Toledo,  Mercy,  St.  Lukes,  Children’s 

and  Maumee  Valley  Hospitals,  Toledo 


The  incidence  and  severity  of  pruritus  increases 
markedly  with  age.  Atrophic  changes  in  the  cu- 
taneous and  subcutaneous  layers  cause  the  skin 
to  be  thinned.  The  cuticular  appendages  (sweat 
and  sebaceous  glands)  decrease  in  function  so  that 
the  skin  surface  becomes  dry,  flaky,  and  tends  to 
fissure  more  easily.  There  is  a definite  reduction 
in  the  oil  and  water  content  of  the  stratum 
corneum.  Degeneration  of  the  elastic  and  collagen 
tissues  and  involvement  of  the  nerve  endings  are 
also  probable  important  factors  in  this  type  of 
pruritus. 

The  conditions  initiating  the  discomfort  will 
vary  from  case  to  case.  Commonly^  changes  in 
room  temperature  or  humidity  will  cause  trouble 
and  many  cases  complain  of  severe  itching  at  bed- 
time. However,  by  far  the  commonest  statement 
is  “I  can't  tolerate  a bath;  soap  and  water  irri- 
tates me  and  makes  me  itch.”  Practically  all  cases 
are  worse  during  cold  weather.  Senile  pruritus 
tends  to  become  progressively  worse  as  the  patient 
gets  older. 

Differentiation 

In  the  evaluation  of  the  individual  case  it  is 
essential  to  determine  all  the  possible  factors  to  be 
certain  that  one  is  dealing  with  “Essential  Senile 
Pruritus”  per  se  and  not  with  itching  due  to 
systemic  disease.  Other  factors  such  as  pedicu- 
losis, scabies,  insect  bites,  etc.,  may  be  etiologic 
and  should  be  considered.  Irritating  contactants 
should  not  be  overlooked.  In  many  cases  we  find 
very  extensive  excoriations  due  to  acarophobia. 

Adequate  consideration  of  the  history,  physical 
examination  and  routine  laboratory  examination 
should  rule  out  systemic  disease.  Disease  of  the 
liver  and  its  ducts,  with  bile  salts  in  the  blood, 
will  cause  intense  pruritus  and  since  carcinoma  is 
often  a factor  in  the  etiology  of  jaundice,  one 
would  expect  to  see  this  type  of  skin  itching  more 
frequently  in  the  aged.  Carcinoma  itself  may 
cause  pruritus  of  obscure  etiology.  Any  one  of 
the  lymphoblastomas  may  cause  intense  pruritus. 

Therapy 

In  the  treatment  of  senile  pruritus  the  most 
important  endeavor  is  to  return  to  the  dry  skin 
the  oil  and  water  which  it  lacks.  In  limited  areas 

#Aquasol  “A” — U.  S.  Vitamin  Corp. 

TNivea  Oil — Duke  Laboratories,  Inc. 

*AIpha-KERI  Oil  and  Lowila  Emollient  were  supplied  by  West- 

wood  Pharmaceuticals. 


of  dry  skin,  optimum  results  are  obtained  with 
lotions  or  creams  which  can  lubricate  the  skin 
and  supply  it  with  moisture.  They  should  be  oc- 
clusive enough  so  that  the  moisture  thus  supplied 
to  the  skin  can  be  retained  for  relatively  long 
periods.  We  have  observed  excellent  results  from 
an  emollient  cream* *  containing  a new  keratin- 
soluble,  de-waxed  liquid  fraction  of  lanolin. 

However,  where  extensive  areas  of  skin  are 
itchy  and  dry,  the  use  of  emollient  creams  should 
be  supplemented  with  the  use  of  bath  oils.  While 
the  use  of  bath  oils  is  not  new  in  dematology, 
they  were  not  widely  accepted  because  of  their 
poor  dispersibility  in  water.  Knox,  Everett  and 
Curtis1’  2 pioneered  in  developing  more  therapeu- 
tically effective  and  cosmetically  elegant  bath  oils 
by  suggesting  incorporation  of  low  sensitizing,  non- 
irritant, non-ionic  surface  active  agents  into  vege- 
table and  mineral  oils.  During  the  past  two  years 
a clinical  evaluation  of  bath  additives  has  revealed 
the  most  satisfactory  to  be  a combination*  of 
the  new  keratin-soluble,  de-waxed  liquid  fraction 
of  lanolin  (above),  a non-ionic  emulsifier  (poly- 
ethylene glycol  laurate),  mineral  oil  and  a syn- 
thetic perfume  of  low  sensitizing  quality. 

Solves  Problem 

It  is  interesting  to  note  that  the  use  of  this  bath 
oil,  in  senile  pruritus  cases,  solves  the  difficult 
problem  of  cleansing  the  skin  without  the  use  of 
soap,  soap  substitutes  and  colloid  or  oat-meal 
baths  which  are  often  irritating.  The  patients  are 
instructed  to  add  one-half  to  one  ounce  of  the 
oil  to  the  tub  of  lukewarm  water  and  to  soak  in 
the  tub  for  five  to  twenty  minutes.  This  provides 
adequate  cleansing  of  the  skin  and  leaves  a thin 
film  of  emollient,  moisture-retaining  oil  on  the 
keratin. 

In  the  management  of  senile  pruritus  it  is  pos- 
sible to  establish  a routine  and  to  modify  or  add 
to  it  as  warranted  by  the  individual  case.  If  the 
pruritus  is  severe  at  the  time  of  the  initial  visit, 
it  may  be  necessary  to  prescribe  a tranquilizer 
and  temporary  sedation.  For  short  periods  of  time 
bromides  are  the  sedative  of  choice.  Anti-pruri- 
tics  such  as  camphor,  phenol  and  menthol  may 
be  used  in  Nivea  Oil  or  a suitable  ointment  base 
to  bring  the  acute  condition  under  control.  Occa- 
sionally it  may  be  advisable  to  add  tar  in  the 
form  of  Wright’s  Liquor  Carbonis  Detergens, 
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drams  one  to  each  ounce  of  the  topical  applica- 
tion. The  patient  is  instructed  to  take  50-100,000 
units  of  Aquasol  “Vitamin  A”  daily. 

Frequent  soothing  tub-baths  with  alpha-KERI 
Oil  are  suggested.  Once  the  condition  has  been 
brought  under  control,  topical  anti-pruritic  ap- 
plications are  discontinued  and  the  patient  is  ad- 
vised to  apply  Lowila  Emollient  to  the  skin  as 
desired  and  to  continue  with  use  of  the  oil  in  the 
bath. 

Results 

The  results  of  the  investigation  are  outlined  in 
Tables  I and  II  which  include  cases  of  senile 
pruritus  as  well  as  other  dermatoses  wherein  the 
soothing,  anti-pruritic  effects  of  the  bath  oil  have 
been  found  of  adjunctive  value  to  treatment. 

Typical  case  histories  for  senile  pruritus  and 
ichthyosis  are  as  follows: 

CASE  203  — This  85-year-old  white  male  has 
been  under  therapy  since  1945.  His  complaint  was 
itching  of  the  skin  aggravated  during  the  winter. 
Soap  and  water  increased  the  itching  which  had 
progressively  become  worse.  Adding  oatmeal  and 
corn  starch  to  the  bath  water  was  of  little  help. 
By  1953,  the  condition  was  so  severe  he  was  afraid 
to  take  a soap  and  water  bath  during  the  winter 
and  resorted  to  cleansing  his  skin  daily  with  olive 
oil. 

At  the  time  of  his  first  visit  he  was  told  to  take 
Aquasol  “A”;  100,000  units  daily;  and  to  use 
Nivea-OilJ  He  was  given  an  anti-pruritic  oint- 
ment containing  Camphor,  Phenol  and  Menthol 
to  control  his  pruritus.  In  April,  1957,  alpha- 
KERI-Oil*  was  made  available.  At  that  time,  his 
skin  condition  was  very  severe.  It  took  much  per- 
suasion to  overcome  his  fears  and  induce  him  to 
take  a tub-bath  with  the  added  oil. 

The  results  were  excellent  and  he  has  continued 
to  take  the  baths  regularly  with  very  little  itching 
of  the  skin.  After  the  bath  he  applied  Lowila 
Emollient*  to  his  hands,  arms  and  legs.  He  rarely 
has  to  use  the  anti-pruritic  ointment. 

CASE  487  — This  42-year-old  white  male  was 
first  seen  Aug.  2,  1958.  He  represented  a moder- 
ately severe  case  of  ichthyosis.  He  stated  that  the 


TABLE  I 

Results  in  Senile  Pruritus 


No.  of 
Cases 

Male 

Female 

Ages 

Avg. 

Age 

Gd. 

Fair 

Did  Not 
Like 

Couldn’t 

Use 

186 

122 

64 

Oldest 
86  years 
Youngest 
46  years 

57 

161 

19 

6 

0 

TABLE  II 

Results  With  Alpha-KERI  in  Other 
Dermatological  Conditions 


Clinical  Evaluation 
of  Results 

Condition  treated 

No.  of 
Cases 

M^ale 

Female 

Good 

Satis. 

Fair 

Not 

Tol. 

Eczematoid  Derm. 
Infectious 

14 

10 

4 

i 

8 

5 

Allergic 

46 

22 

24 

9 

30 

6 

1 

Derm.  V'enenata 

465 

222 

243 

203 

198 

64 

Psoriasis 

56 

30 

26 

7 

30 

19 

Seborrheic  Derm. 

23 

14 

9 

10 

9 

4 

Derm.  Herpetiformis 

4 

4 

4 

Urticaria 

21 

13 

8 

3 

10 

8 

Drug  Eruptions 

11 

4 

7 

3 

5 

3 

Ichthyosis 

7 

5 

2 

7 

Stasis  Derm. 

13 

8 

5 

6 

6 

1 

Pruritus 

V’ulvae 

19 

19 

9 

10 

Ani 

41 

29 

12 

25 

16 

Winter 

3 

3 

3 

Bath 

5 

3 

2 

4 

1 

Miscellaneous 
Pemphigus,  etc. 

44 

23 

21 

6 

25 

12 

1 

TOTALS 

772 

390 

382 

396 

352 

122 

2 

discomfort  was  severe  in  the  cold  weather.  His 
general  examination  and  laboratory  studies  were 
not  significant.  He  claimed  that  he  cleansed  with 
olive  oil  most  of  the  time  because  soap  and  water 
baths  irritated  his  skin.  He  was  told  to  take 
50,000  units  of  Vitamin  “A”  twice  daily.  He  was 
given  the  bath  oil  for  his  tub-baths  and  told 
to  apply  Lowila  Emollient  often  during  the  day. 
He  claims  this  type  of  management  has  afforded 
him  remarkable  relief.  He  enjoys  a daily  bath 
with  the  oil  and  his  response  to  therapy  has  been 
satisfactory. 

Summary 

Senile  pruritus  is  probably  the  most  common 
skin  affliction  of  the  aged.  Its  treatment  should 
take  into  account  the  many  and  varied  etiological 
factors  described. 

Soap  and  water  aggravate  the  itching.  It  has 
been  observed  that  a satisfactory  method  of  cleans- 
ing the  skin  is  the  use  of  the  new  bath  oil  additive 
described.  This  provides  a soothing,  anti-pruritic 
soak  of  definite  adjunctive  value  to  more  specific 
treatment. 

Results  of  these  soothing,  anti-pruritic  cleans- 
ing baths  were  considered  good  in  most  cases 
with  senile  pruritus  and  pruritus  due  to  other 
dermatoses.  The  incidence  of  intolerance  or  sensi- 
tivity was  less  than  one  per  cent. 

2140  Scottwood  Avenue. 
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MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL 


F.  P.  Bornstein,  M.D.,  Editor — Case  1199 
Presentation  of  case — Dr.  John  Verosky 


History  — Dr.  Nathan  Kleban: 

On  Dec.  2,  1958  a six  lb.  2/2  oz.  boy  was 
born  to  a 17-year-old  girl,  her  first  pregnancy 
and  first  child.  Pregnancy  was  said  to  have  been 
free  of  complications.  Respiration  and  cry  oc- 
curred two  minutes  after  resiscitation  was  started. 
Physical  examination  impression  was  “a  normal 
newborn.”  It  was  stated  that  the  infant’s  condi- 
tion appeared  good  on  Dec.  5,  day  of  discharge. 

Because  of  cyanosis  and  poor  eating  for  one 
week,  the  infant  was  re-admitted  on  Dec.  22. 
Physical  Examination: 

There  was  generalized  intense  cyanosis.  Club- 
bing was  not  present.  Radial  and  femoral  pulses 
were  equal.  Neck  veins  were  slightly  full.  There 
was  no  chest  deformity.  Three  nipples  were  pres- 
ent on  the  right.  PMI  was  at  xiphoid.  A grade  III 
murmur,  medium  to  high  in  pitch,  slightly  cre- 
scendo in  early  and  mid-systole,  was  most  intense 
at  the  fourth  left  intercostal  space  and  transmit- 
ted along  the  left  sternal  border  to  the  base.  S-l 
was  split,  maximal  at  xiphoid.  S-2  was  not  split, 
maximal  in  the  second  left  intercostal  space.  Flush 
systolic  blood  pressures  were:  right  arm  60,  left 
arm  80,  right  leg  40,  left  leg  90.  Liver  edge  was 
3-5  cm.  below  the  right  costal  margin. 

Hospital  Course: 

Maximum  temperatures  ranged  from  99  to  100. 
Weights  on  the  seventh,  eighth  and  tenth  days 
were,  five  lbs.  14^2  oz.,  six  lbs.  three  oz.,  six  lbs. 
Pulse  before  digitoxin  was  148,  later  slowed  to  104, 
but  again  went  up  to  148.  Productive  cough  was 
noted  on  the  20th  day.  Despite  chloramphenicol, 
nystatin,  oxygen,  digoxin,  and  mercurial  diuretic, 
cyanosis  persisted,  respirations  remained  labored, 
and  the  baby  died  on  the  22nd  hospital  day. 

Laboratory  Findings: 

X-rays:  12-23-58:  Radiographic  examination  of 
the  chest  reveals  the  lungs  to  be  well  ventilated. 
There  are  bilateral  intensifications  of  the  pulmon- 
ary markings  suggestive  of  congestive  failure.  The 
contour  of  the  cardiac  silhouette  is  consistent  with 
congenital  heart  disease,  possibly  a tetralogy.  The 
bony  thorax  and  diaphragm  are  otherwise  intact. 

12-31-58:  As  compared  to  the  examination  1 
week  ago,  the  appearance  of  the  chest  is  not 
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changed  significantly,  still  showing  the  abnormal 
cardiac  configuration  and  pulmonary  vascular 
congestion. 

Blood  counts:  12-23-58:  Hb.  14.8  gms.,  Ht.  44 
vol.  %,  WBC  18,000,  Stabs.  5,  Segs.  60,  Lymphs. 
33,  Eosin.  2 (9  nucleated  rbc).  1-5-59:  Hb.  8.0 
gms.,  Ht.  25  vol.  %,  WBC  9,000,  Stabs.  3,  Segs. 
45,  Lymphs.  52.  1-11-59  — Hb.  16.0  gms.,  Ht. 
48  vol.  %. 

LIrinalysis:  12-23-58  — S.G.  QNS,  straw,  clear, 
acid-  albumin  and  sugar  negative,  many  sq.  ep. 
cells. 

Throat  cultures  and  sensitivity:  12-23-58  — 

Monilia  and  Neisseria  sp.  Sens.  Erithromycin,  Pen- 
icillin, Tetracycline.  12-31-58  — Staph,  and  pneu- 
mococcus — Sens.  Erithromycin,  Penicillin,  Tet- 
racycline. 1-5-59  — Staph,  and  pneumococcus  — 
Sens.  Erithromycin,  Penicillin,  Tetracycline.  1-13- 
59  — Neisseria  sp.  and  Strept.  Sens.  Erithromy- 
cin, Chloromycetin. 

Electrocardiograms  — 12-23-58 — Extreme  right 
heart  enlargement  (relatively).  12-27-58  — Right 
heart  prominence. 

X-Ray  Discussion  — Dr.  Charles  McVaugh: 

On  the  original  examination  of  the  chest  the 
lateral  shows  more  unusual  findings  than  the  P-A. 
There  is  an  enormous  heart  shadow  which  has 
displaced  the  trachea  posteriorly.  In  the  interven- 
ing eight  days  there  is  no  change  in  the  heart  size. 
I think  it  is  a very  large  heart  but  I cannot  say 
definitely  whether  the  right  and  left  ventricles  or 
both  ventricles  are  enlarged.  I think  it  is  mostly 
the  right  ventricle  because  of  the  upward  displace- 
ment of  the  apex  of  the  left  heart  border.  I think, 
then,  this  is  largely  right  ventricular  enlargement. 
I can’t  identify  the  aorta.  If  this  child  had  a co- 
arctation I can’t  determine  it.  (Fig.  1) 

At  the  original  examination  the  lungs  were 
well  expanded  bilaterally.  In  addition  there  is  a 
definite  increase  in  the  pulmonary  vascularity.  I 
think  this  increased  vascularity  is  due  to  a left  to 
right  shunt  rather  than  to  congestive  failure.  In 
the  intervening  eight  days  there  have  been  some 
changes  in  the  lung  fields,  namely,  an  increase  in 
the  pulmonary  vascularity.  Maybe  that  is  be- 
cause of  some  congestive  failure  beginning  to 
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occur  on  top  of  the  increased  blood  How.  There 
is  no  particular  enlargement  of  the  liver.  In  sum- 
mary, I think  this  is  a left  to  right  shunt  with 
enormous  right  ventricle.  That  is  all  I can  say. 

Clinical  Discussion:  — Dr.  John  Verosky: 

1 might  want  to  refer  to  these  X-rays  later  on. 
The  problem  before  us  is  the  diagnosis  of  a con- 
genital heart  lesion  in  a young  infant.  This  is  en- 
tirely a different  problem  than  the  diagnosis  in 
the  child  or  young  adult.  In  the  latter  the  findings 
are  usually  so  well  defined  that  one  can  make  an 
exact  clinical  diagnosis. 

In  the  child  and  adult  one  is  ordinarily  able, 
using  the  physical  findings  (particularly  those  of 
auscultation  of  the  heart),  the  electrocardiogram 
and  X-ray  to  make  an  anatomic  and  functional 
diagnosis  in  over  90  per  cent  of  cases. 

Now  in  the  young  infant  this  is  not  true.  We 
are  able  to  make  an  exact  anatomical  diagnosis 
in  less  than  50  per  cent  of  the  cases. 

We  attempt  to  do  only  two  things:  first,  we  at- 
tempt to  place  the  infant  in  the  proper  subcate- 
gory of  congenital  heart  lesions,  and  second,  and 
much  more  important,  we  attempt  to  handle  the 
patient  in  such  a way  that  we  do  not  unnecessar- 
ily risk  the  life  of  a young  infant  who  might  sur- 
vive to  an  older  age  by  dangerous  diagnostic 
procedures.  At  the  same  time,  we  try  to  avoid 
allowing  the  infant  with  an  operable  lesion  to  die 
without  the  benefit  of  surgery. 

The  reasons  for  the  difficulty  in  the  diagnosis 
are  manifold.  The  most  disconcerting  one  is  the 
lack  of  distinctive  physical  findings.  The  X-ray 
can  let  you  down  too,  it  is  amazing  how  frequent- 
ly in  the  first  month  of  life  it  is  difficult  to  be  sure 
one  way  or  the  other  the  size  of  the  heart.  The 
involved  physiological  investigations  are  not  sim- 
ple, either. 

In  the  first  place,  they  have  to  be  done  under 
more  or  less  general  anesthesia,  or  at  least  under 
deep  sedation.  If  you  are  going  to  do  such  diffi- 
cult procedures  on  a little  baby,  it  means  of 
course  that  the  infant  is  quite  ill,  so  what  one  has, 
in  effect,  is  general  anesthesia  and  a very  sick 
baby;  hence  the  hazard  of  catheterization,  angio- 
cardiography and  so  forth,  is  considerably  higher 
than  we  accept  in  a five-year-old,  or  ten-year-old 
child. 

The  testing  itself  is  difficult;  the  veins  are  small; 
small  catheters  must  be  used;  there  are  many 
artifacts;  general  anesthesia  itself  produces  arti- 
facts; and  so  the  whole  thing  is  difficult,  from  a 
clinical  and  from  an  investigative  point  of  view. 


Fortunately,  or  unfortunately,  depending  on  one’s 
point  of  view,  this  is  of  no  great  significance  at 
the  moment,  but  this  is  a strictly  temporary  situa- 
tion. The  reason  that  it  is  of  no  vast  significance 
is  that  most  of  the  lesions  that  cause  death  at  an 
early  age  are,  today,  inoperable.  This  is  a very 
temporary  situation.  Looking  back  on  the  ad- 
vances in  heart  surgery  in  the  last  ten  years,  it  is 
quite  predictable  that  in  five  years,  perhaps  less, 
almost  all  congenital  hearts  will  be  operable;  then 
the  cheese  will  be  more  binding,  and  it  will  be 
imperative  to  make  exact  diagnoses  on  a high 
percentage  of  these  babies  because  a high  per- 
centage of  them  will  be  salvagable. 

Several  Aids  to  Diagnosis 

There  are  several  aids,  though,  when  one  at- 
tempts to  make  a diagnosis.  One  of  the  reasons 
that  diagnosis  is  so  relatively  simple  in  the  older 
age  group,  is  that  most  of  the  complex  and  highly 
lethal  anomalies  have  already  died.  We  know 
that  if  a patient  is  15-months-old,  he  cannot,  for 
instance,  have  an  anomalous  left  coronary  artery 
because  none  has  ever  lived  that  long;  but  such 
an  assumption  in  a one  month  old  baby  is  invalid. 

On  the  other  hand,  I have  one  distinct  advan- 
tage here  tonight.  This  baby  died.  There  is  an  en- 
tirely different  choice  of  possibilities  when  one  is 
looking  at  an  infant  of  this  sort  alive,  as  compared 
with  the  possibilities  when  one  knows  the  baby 
expired,  because  there  are  only  a certain  number 
of  these  defects  that  are  serious  enough  to  cause 
death  at  that  age.  So  as  soon  as  the  patient  dies, 
one  has  an  added  advantage.  This  is  a very  help- 
ful factor. 

In  reviewing  the  protocol,  I note  one  omission; 
the  baby  was  born  here.  The  newborn  record  de- 
scribes a perfectly  normal  baby.  Now  does  this 
mean  that  somebody  didn’t  listen  well,  or  didn’t 
notice  cyanosis?  Not  at  all.  None  of  us  can  take 
care  of  newborn  babies  very  long  without  this 
same  thing  happening  to  him.  A baby  that  is 
signed  out  as  perfectly  normal  will  return  and 
die  in  a month  or  two  with  a congenital  heart. 

Many  of  these  fantastically  severe  anomalies 
do  not  produce  cyanosis  in  the  first  week,  and 
nowadays  most  babies  go  home  in  five  days.  A 
great  many  of  them  produce  no  symptoms,  and  no 
murmurs.  So  the  doctors  running  the  nursery 
should  not  feel  put  out  that  they  missed  a possible 
congenital  heart,  because  it  has  happened  to  all 
of  us.  It  has  certainly  happened  to  me. 

Now  the  patient  was  cyanotic  at  about  a week 
of  age.  One  notes  the  poor  growth,  that  many  of 
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the  severe  anomalies  produce.  The  patient  was 
not  clubbed.  Clubbing  takes  a certain  amount  of 
time  for  its  production,  so  this  is  not  too  remark- 
able. There  is  no  chest  deformity. 

As  you  know,  if  the  left  chest  is  very  promi- 
nent, we  assume  right  ventricular  enlargement 
(dilatation,  or  dilatation  and  hypertrophy).  This 
patient  did  not  have  chest  deformity.  This  does 
not  mean  the  right  ventricle  was  not  large,  be- 
cause there  are  several  factors  necessary  in  the 
production  of  left  chest  deformity. 

You  must  have  a big  right  ventricle  and  you 
must  have  it  for  a certain  amount  of  time  in  a 
growing  chest  and  this  baby  hasn’t  grown.  So 
without  growth  you  cannot  get  a nice  prominent 
left  chest  that  one  gets  in  the  older  child  with 
right  ventricular  enlargement.  The  point  of  max- 
imal impulse  was  at  the  xiphoid  which  again 
points  to  relative  preponderance  of  the  right 
ventricle. 

There  were  three  nipples.  I don’t  know  just 
what  one  can  make  of  that  because  we  certainly 
see  multiple  nipples  in  lots  of  children,  but  I think 
in  the  newborn  nursery  if  you  see  three  nipples, 
you  should  look  a little  harder  for  congenital 
anomalies.  The  murmur,  the  details  of  which  we 
won’t  repeat,  add  up  to  ventricular  septal  defect. 

However,  in  complex  anomalies  ventricular 
septal  defect  occurs  in  all  sorts  of  situations;  duc- 
tus arteriosus,  transposition,  tetralogy  of  Fallot, 
etc.,  etc.  It  does  not  mean  that  there  is  a plain 
ventricular  septal  defect.  It  means  that  a ven- 
tricular septal  defect  is  probably  present.  This  is 
not  terribly  helpful  because  of  the  commonness 
of  ventricular  defects  as  an  additional  anomaly 
with  many  more  complex  anomalies. 

The  heart  tones  are  of  note  in  that  the  second 
sound  is  unsplit.  The  normal  infant  beyond  the 
newborn  stage  and  the  young  child  always  have 
a second  sound  that  is  normally  split,  and  this 
one  was  unsplit.  Now,  in  the  nursery,  in  the  first 
couple  of  weeks  of  life,  splitting  can  be  so  close 
that  it  can  be  pretty  difficult  to  hear.  So  since 
this  baby  was  only  three  weeks  old,  one  has  to 
remember  that  factor.  But  suppose  it  were  validly 
unsplit;  there  are  several  things  that  will  produce 
an  unsplit  second  sound. 

The  stenotic  semilunar  lesions  (pulmonic  sten- 
osis and  aortic  stenosis)  can,  although  not  neces- 
sarily invariably,  produce  a pure  second  sound. 
Truncus  arteriosus  can  do  the  same  since  there’s 
only  one  valve,  but  it  is  surprising  how  often  a 
truncus  can  have  a split  second  sound. 
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The  reason  for  this  is  beyond  me.  There  are 
usually  four  or  five  leaflets  and  perhaps  they  don’t 
close  with  the  same  synchronous  timing  as  do  the 
three  leaflets  of  an  ordinary  semilunar  valve.  If 
there  is  aortic  valve  atresia,  one  can  also  hear 
an  unsplit  second  sound.  Then  another  one  is 
transposition  of  the  great  vessels.  This  is  a posi- 
tional thing. 

Normally  the  great  vessels  and  semilunar  valves 
lie  side  by  side.  In  transposition  they  tend  to  be 
related  anteriorly-posteriorly  so  that  the  one  that 
is  behind  may  be  so  far  away  that  one  might  not 
hear  it.  So  there  are  quite  a few  possibilities  that 
can  give  us  an  unsplit  second  sound. 

The  blood  pressures  are  normal.  At  least  one 
leg  was  higher  than  the  arms.  This  is  very  helpful 
in  this  sort  of  baby,  because  it  means  that  we  can 
probably  eliminate  most  of  the  aortic  arch  anoma- 
lies that  involve  hypoplasia  of  the  arch  with  rela- 
tive hypertension  in  the  arms,  the  so-called  in- 
fantile coarctations. 

There  is  evidence  of  failure.  This  is  significant. 
There  are  several  different  causes  why  little  babies 
die  of  congenital  heart  disease,  only  one  of  which 
is  congestive  failure.  Probably  just  as  common  is 
anoxia,  for  instance  in  pulmonary  atresia  or  se- 
vere tetralogy.  But  this  was  failure.  The  liver  was 
large,  the  neck  veins  were  distended.  It  is  difficult 
to  see  this  distention  in  a little  infant,  but  this 
baby  actually  had  some. 

Now  on  the  X-rays  I would  like  to  make  some 
comments  if  I may,  Dr.  McVaugh.  I certainly 
agree  that  the  pulmonary  vascularity  is  grossly 
increased.  This  does  not  mean  left  to  right  shunt. 
It  means  the  pulmonary  vascularity  is  grossly 
increased.  The  heart  is  big.  The  cardio-thoracic 
ratio  works  out  to  be  about  .65  which  is  not 
terribly  big,  but  it  is  big. 

That  is  about  the  limit  of  the  accurate  informa- 
tion one  can  obtain  from  a chest  X-ray  of  an  in- 
fant with  congenital  heart  disease.  Those  two 
things — the  size  of  the  heart  and  the  state  of  the 
pulmonary  vasculature.  Is  the  vasculature  normal, 
increased  or  decreased?  It  is  very  difficult  to 
go  beyond  that.  Anything  else  is  guessing,  but  let’s 
guess  that  the  right  ventricle  is  large,  and  that 
there  is  probably  some  enlargement  of  the  right 
atrium. 

This  is  pure  guesswork,  but  it  does  look  that 
way  a little  bit.  The  other  thing  that  impresses 
me  is  the  narrowness  of  the  pedicle  of  the  great 
vessels  in  the  P-a  view.  I believe  that  there  is  con- 
siderable suggestion  that  the  great  vessels  run- 
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ning  into  the  base  of  the  heart  are  larger  on  the 
lateral  than  they  are  on  the  P-a.  It  is  a debatable 
thing,  however. 

The  electrocardiograms,  the  details  of  which 
are  not  in  the  protocol,  showed  several  interesting 
things.  The  P-wave  was  peaked  in  Lead  II  and 
Lead  V-l  and  up  to  about  3/2  mm.  in  amplitude. 
This  represents  right  atrial  enlargement.  The 
right  ventricular  hypertrophy  was  extremely 
marked.  The  T-wave  in  V-l  was  upright,  which 
beyond  48  hours  and  before  one  year  of  age 
means  right  ventricular  hypertrophy  even  if  you 
find  nothing  else.  There  is  in  addition,  however, 
a 28  mm.  R-wave  in  V-l  — absolute  top  normal 
is  25.  The  R prime  wave  in  AVR  was  12  mm., 
top  normal  on  that  at  this  age  is  six. 

To  summarize,  then,  we  have  a cyanotic  child 
with  increased  vascular  markings,  with  right  ven- 
tricular hypertrophy.  Of  those  things  we  can  be 
very  sure.  In  addition  we  have  a baby  who  was 
very  sick,  who  died  at  a young  age,  who  died  of 
congestive  failure,  who  has  a ventricular  septal 
defect  murmur,  and  who  has  an  unsplit  second 
sound. 

Now,  how  can  we  put  these  things  together? 
Well,  in  a way  there  are  two  types  of  diagnoses 
in  medicine.  First  there  is  the  analytic  one,  very 
much  similar  to  the  process  one  went  through  in 
qualitative  chemical  analysis,  where  the  metals 
are  divided  into  groups  and  one  precipitates  this 
and  that  with  acids  and  so  forth,  a very  deliber- 
ate and  logical  series  of  deductions. 

Then  there  is  the  Aunt  Minnie  type.  Do  you 
know  what  the  Aunt  Minnie  type  is?  Well,  a few 
years  back  Dr.  Ed  Neuhauser,  one  of  the  world’s 
most  renowned  pediatric  radiologists,  was  giving 
a series  of  lectures  in  pediatric  X-ray  in  Cincin- 
nati, Ohio,  and  at  the  end  of  each  lecture  session 
the  local  radiologists  and  residents  would  get  their 
meanest  films,  their  toughest  diagnoses,  and  flash 
them  up  for  him  to  guess;  one  of  these  times  they 
flashed  up  a film  and  said,  “This  baby  is  a week 
old”;  and  he  said  “This  is  Wilson-Zeulzer  dis- 
ease” (complete  absence  of  the  myenteric  plexus 
in  the  entire  colon). 

There  was  a pause,  and  a vast  silence  — of 
course  he  was  right  ■ — - and  one  of  the  local  men 
got  up  and  said,  “Well,  Dr.  Neuhauser,  how  did 
you  know  that?”  He  replied,  “Well,  I have  an 
Aunt  Minnie,  and  if  I see  her  walking  down  the 
other  side  of  the  street  I don’t  have  to  go  over 
to  her  or  see  how  tall  she  is,  I just  wave  and 
say,  “Hello,  Aunt  Minnie”.  This  is  Wilson-Zeul- 


zer’s  disease  because  I’ve  seen  it  before  and  that’s 
what  it  is.”  There  are  some  types  of  congenital 
heart  that  one  can  diagnose  on  the  Aunt  Minnie 
basis,  such  as  a clear  cut,  six-year-old  child  with 
a patent  ductus  with  every  finding  in  the  book; 
but  in  a situation  such  as  our  present  one  one 
should  not  do  that. 

One  should  be  far  more  deliberate  and  analytic 
in  one’s  approach.  We  have  indicated  before  that 
our  chances  of  being  correct  in  this  process  are  no 
greater  than  50  per  cent  as  far  as  the  exact  anato- 
mical procedure,  but  that  we  can  usually,  (un- 
fortunately not  always),  decide  which  infant  is 
worthy  of  dangerous  testing.  This  is  the  procedure 
which  should  go  through  one’s  mind. 

We  divide  congenital  hearts  by  three  proced- 
ures into  groups,  the  first  of  which  is  the  presence 
or  absence  of  cyanosis.  This  is  the  chemical  defi- 
nition, not  the  clinical  one,  because  it  is  amazing 
how  cyanotic  a child  can  be  without  one  being 
aware  of  it.  Chemical  cyanosis  means  that  the 
child’s  oxygen  saturation  in  the  arteries  is  less 
than  92  per  cent.  Those  that  are  over  92  per  cent 
we  divide  into  three  groups:  those  with  normal 
pulmonary  vasculature,  those  with  increased  pul- 
monary vasculature,  and  those  with  decreased 
pulmonary  vasculature. 

Of  those  with  normal  pulmonary  vasculature, 
all  the  significant  ones  have  left  ventricular  hyper- 
trophy, and  there  are  three  groups.  We  put  them 
down  as  items  but  each  of  these  comprises  a num- 
ber of  diseases.  The  first  one  is  coarctation  of  the 
aorta.  We  are  putting  the  percentage  of  incidence 
down  because  this  is  very  important  in  one’s 
guesswork.  Six  per  cent  of  all  congenital  hearts 
have  coarctation  of  the  aorta. 

Then  we  have  aortic  and  sub-aortic  stenosis 
which  is  a surprising  four  per  cent,  and  finally  we 
have  a group  of  diseases,  the  primary  endomyo- 
cardial diseases,  which  are  about  one  per  cent, 
which  include  a whole  host  of  things,  the  most 
well  known  of  which  are  endocardial  fibro- 
elastosis, anomalous  left  coronary  artery,  the 
congenital  myocardial  degenerations  seen  with 
muscular  dystrophy,  Friedreich’s  ataxia,  etc. 

In  those  who  have  increased  pulmonary  vas- 
culature and  are  not  cyanotic,  we  have  two 
groups,  those  with  left  ventricular  hypertrophy 
and  those  with  right  ventricular  hypertrophy. 
Under  left  ventricular  hypertrophy  we  have  two: 
patent  ductus  arteriosus  (17  per  cent)  and  ven- 
tricular septal  defect  (22  per  cent).  Of  those  with 
right  ventricular  hypertrophy  we  have  ventricular 
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septal  defect  with  pulmonary  hypertension  which 
constitutes  about  three  per  cent  atrial  septal  de- 
fect (the  secundum  type  of  defect)  that  constitu- 
tes about  seven  per  cent,  the  foramen  primum  or 
perhaps  better  called  the  endocardial  cushion  de- 
fect which  constitutes  two  per  cent  and  isolated 
partial  anomalous  pulmonary  venous  drainage 
which  constitutes  far  less  than  one  per  cent. 

Then  in  those  with  decreased  pulmonary  vascu- 
lature we  only  have  one  which  has  right  ventric- 
ular hypertrophy — isolated  pulmonic  stenosis,  val- 
vular or  infundibular.  So  if  the  patient  is  not  cy- 
anotic he  belongs  here.  Now  this  classification 
must  be  taken  with  much  salt.  Patients  shift.  They 
develop  pulmonary  hypertension  and  change  from 
left  ventricular  hypertrophy  to  right  ventricular 
hypertrophy.  If  the  hypertension  gets  bad  they 
get  cyanotic  and  they  go  on  the  other  side  of  the 
board,  and  so  forth,  but  in  a general  way  most 
of  them  can  be  made  to  be  fit  in  with  this. 

Now  of  those  who  are  under  92  per  cent,  the 
cyanotic  ones,  we  have  those  with  increased  pul- 
monary vasculature  and  those  with  decreased  pul- 
monary vasculature.  Of  those  with  increased  pul- 
monary vasculature,  all  have  RVH,  and  under 
this  there  are  five  main  sub-groups,  the  most  im- 
portant of  which  is  transposition  of  the  great 
vessels  which  constitutes  about  eight  per  cent  of 
all  congenital  hearts. 

We  have  complete  anomalous  pulmonary  ven- 
ous drainage  which  constitutes  again  an  amazing 
two  per  cent.  We  have  the  aortic  atresia  group 
that  has  probably  best  been  described  by  Ler  as 
the  hypoplastic  left  ventricle  group.  This  includes 
a number  of  diseases  the  whole  of  which  add  up 
to  about  two  per  cent.  Then  further  we  have 
truncus  arteriosus  which  constitutes  less  than  one 
per  cent,  and  finally  we  have  single  ventricle  when 
the  single  ventricle  is  without  pulmonary  stenosis 
which  constitutes  something  over  one  per  cent. 

Of  those  cyanotic  individuals  with  decreased 
pulmonary  vascularity,  we  have  two  groups,  those 
with  LVH  and  those  with  RVH.  Under  LVH  we 
have  two,  tricuspid  atresia  which  constitutes  three 
per  cent  and  finally  Epstein’s  disease  which  again 
is  rare  and  is  less  than  one  per  cent.  Under  right 
ventricular  hypertrophy  of  course  we  have  Tetra- 
logy of  Fallot  which  constitutes  eleven  per  cent, 
pulmonary  atresia  which  constitutes  one  per  cent, 
and  single  ventricle  with  pulmonary  stenosis. 

Our  baby  is  cyanotic,  it  has  increased  pulmo- 
nary vasculature  and  it  has  right  ventricular  hy- 
pertrophy. We  will  take  first  single  ventricle  with- 
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out  pulmonary  stenosis.  Single  ventricles  come 
with  and  without  pulmonary  stenosis.  Those  who 
have  pulmonic  stenosis  are  blue — very  blue,  and 
have  a good  life  expectancy. 

They  do  not  die  in  early  infancy.  Those  with- 
out pulmonic  stenosis  have  tremendously  flooded 
lungs  and  usually  die  at  this  age,  but  they  are  not 
this  blue.  For  that  reason  I think  we  can  eliminate 
this,  because  really  blue  single  ventricles  are  those 
who  have  pulmonary  stenosis.  You  see  how  heav- 
ily we  go  on  statistics. 

Next  we  have  the  group  of  the  hypoplastic  left 
ventricle.  This  is  a group  of  six  diseases,  the  most 
common  of  which  is  aortic  valve  atresia  and 
aortic  arch  hypoplasia.  The  latter  is  what  is  some- 
times called  infantile  coarctation.  Then  we  have 
mitral  atresia,  mitral  hypoplasia,  mitral  stenosis 
and  combinations  of  these.  These  babies  die  early, 
particularly  the  aortic  valve  atresias,  the  aortic 
hypoplasias  and  the  aortic  atresias. 

There  have  been  several  of  these  in  town  lately 
and  I think  you  will  all  agree  that  what  usually 
happens  is  that  the  baby  very  suddenly  gets  sick 
and  dies  in  congestive  failure,  but  for  the  degree 
of  failure  they  are  not  this  blue.  This  baby  was 
markedly  cyanotic. 

These  babies  are  pale,  sick,  and  dyspneic  and 
have  poor  peripheral  tone,  poor  peripheral  pulses 
and  often  clues  such  as  the  difference  in  pressure 
in  the  arms  and  legs  with  the  aortic  arch  hypo- 
plasia group,  but  they  don’t  look  this  purple  until 
an  hour  or  so  before  they  die. 

Here  is  a baby  that  was  on  our  ward  about  two 
weeks  before  it  finally  died,  two  weeks  during 
which  it  was  bright  blue,  so  there  is  again  too 
much  cyanosis  for  this.  Then  we  have  truncus 
arteriosus. 

There  are  again  two  classes  of  truncus  arterio- 
sus, one  in  which  the  pulmonary  arteries  come 
off  the  trunk  and  one  in  which  there  are  almost 
no  pulmonary  arteries  in  the  lungs  and  the  lungs 
are  supplied  mainly  by  the  bronchial  arteries  and 
we  have  the  same  distinction  that  we  saw  in  sin- 
gle ventricle. 

The  ones  with  arteries  coming  off  the  trunk 
are  not  terribly  blue  but  are  awfully  sick  and  die 
young.  The  ones  with  the  big  bronchial  arteries 
are  very  blue  but  are  not  as  sick  and  are  apt  to 
go  on  for  several  years;  they  do  not  typically 
die  at  this  age. 

Again  you  see  what  an  advantage  it  is  to  know 
that  the  baby  died.  Now  also  in  the  bronchial 
artery  group  where  the  blueness  is  this  intense 
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one  will  usually  find  the  continuous  murmur  of 
very  large  bronchial  arteries  over  the  back.  This 
baby  did  not  have  this,  so  neither  fits  our  baby. 

Then  we  have  total  anomalous  pulmonary 
venous  drainage.  There  are  four  kinds  of  those. 
In  one,  the  veins  join  an  anomalous  left  superior 
vena  cava  to  give  a very  characteristic  X-ray  pic- 
ture called  variously  the  snow  man  shadow,  figure 
of  eight  shadow  and  a few  other  names,  in  which 
one  has  the  heart  and  then  over  it  a shadow 
almost  as  big,  that  is  the  tremendously  dilated 
caval  system. 

The  baby  didn’t  have  that.  As  a matter  of  fact 
the  vascular  pedicle  is  narrow.  These  babies,  in- 
cidentally, do  not  die  this  young,  but  are  very 
blue.  The  second  type  includes  those  joining  the 
right  atrium  or  coronary  sinus,  which  physio- 
logically adds  up  to  the  same  thing.  These  babies 
again  do  quite  well,  they  do  not  die  at  this  age, 
although  they  are  very  blue. 

The  third  group  are  those  joining  below  the 
diaphragm,  sub-diaphragmmatic  ones  joining  the 
portal  system;  these  babies  are  terribly  sick  and 
die  very  early,  but  there  is  one  finding  that  is 
quite  characteristic  in  these  babies  and  that  this 
baby  did  not  have,  and  that  is  a triple  or  quad- 
ruple rhythm.  In  addition,  almost  all  of  these 
babies  have  well  developed  diastolic  murmurs;  our 
baby  had  no  diastolic  murmur. 

The  fourth  type  are  combinations  of  these 
three.  So  we  find  on  analysis  here  that  none  really 
fits  our  baby. 

Finally  we  have  transposition  of  the  great  ves- 
sels, which  is  the  only  one  that  really  fits.  Trans- 
position of  the  great  vessels  is  suggested  in  a baby 
of  very  young  age  who  is  very  blue,  has  con- 
gestive failure  and  has  severe  right  ventricular 
hypertrophy;  a ventricular  septal  defect  is  very 
possible  with  this.  The  X-ray  is  suggestive,  but 
not  terribly  diagnostic.  In  transposition  the  pul- 
monary artery  and  the  aorta  are  one  in  front  of 
the  other  and  one  gets  a very  narrow  pedicle.  On 
the  lateral  one  separates  the  two  vessels  and  the 
pedicle  widens. 

I think  in  the  first  film  one  gets  the  idea  of  an 
egg  shaped  heart,  also  suggestive  of  transposition. 
If  he  has  transposition  of  the  great  vessels,  the 
fact  that  he  lived  a month  means  that  he  had 
some  sort  of  shunt,  between  the  pulmonic  system 
and  the  systemic  system,  otherwise  the  baby  would 
never  have  lived  extra-uterinely. 

There  is  some  correlation  between  the  age  of 
survival  and  the  amount  of  shunting  but  the  cor- 


relation is  not  perfect;  in  a general  way  the  more 
the  shunt  the  longer  these  babies  live;  one  of  the 
older  operations  for  this  disease  is  to  create  an 
atrial  septal  defect,  increasing  the  mixture  be- 
tween the  pulmonary  circuit  and  the  systemic 
circuit — an  operation  which  doesn’t  work  very 
well. 

On  the  other  hand  one  has  an  occasional  baby 
with  a ductus,  with  a foramen  ovale  and  a ven- 
tricular defect  that  dies  in  the  first  week,  so  the 
correlation  is  not  good,  but  again  we  have  to  go 
by  statistics  in  a thing  like  this  and  one  would 
say  that  the  baby  dying  at  less  than  a month  of 
age  probably  does  not  have  much  in  the  way  of 
shunting. 

We  know  the  baby  has  a ventricular  septal  de- 
fect from  the  stethoscope  so  I would  think  that 
that  is  all  the  baby  has,  transposition  of  great 
vessels  with  a ventricular  defect,  because  the  odds 
are  that  if  the  baby  had  more  shunting  (perhaps 
on  atrial  communication  and  a patent  ductus)  the 
baby  probably  would  have  survived  a little  longer. 

Taussig  used  to  say  in  her  first  book  that  the 
reason  transpositions  look  so  well  when  they  are 
born  and  all  of  a sudden  fall  apart  a week  or  a 
month  later,  is  that  the  ductus  closes;  the  ductus 
which  could  stay  open  to  save  the  baby’s  life 
inexorably  goes  ahead  and  closes,  and  that  is 
when  the  baby  gets  into  severe  difficulty  with  a 
decrease  in  the  admixture  of  the  two  circulations, 
and  so  the  baby  deteriorates  rapidly. 

I don’t  know  whether  this  is  so  or  not  but 
actually  it  isn’t  too  bad  a theory.  There  must 
be  some  reason  why  these  babies  are  pink  for  the 
first  week  of  life.  In  addition  the  baby  probably 
had  pneumonia;  most  babies  in  failure  who  die  do 
have  bronchopneumonia. 

What  we  try  to  do  is  not  make  an  exact  di- 
agnosis, because  we  know  our  batting  average  on 
that  is  poor.  What  we  attempt  to  do  is  put  the 
baby  first  in  the  proper  category;  in  other  words, 
in  the  major  divisions  using  the  aids  of  the  pul- 
monary vasculature,  cyanosis  or  absence  of  same, 
and  the  right  or  left  ventricular  predominance. 
In  each  sub-group  we  try  to  decide  if  the  baby 
has  a chance  of  having  something  operable,  so 
as  not  to  let  the  baby  die  without  the  benefit  of 
some  sort  of  heroic  surgery;  we  hope  that  we  have 
at  least  accomplished  that  in  this  baby. 

Clinical  Diagnosis:  Congenital  heart  disease. 

Dr.  Verosky’s  Diagnosis:  Transposition  of  great 
vessels. 

Pathological  Diagnosis:  1.  Complete  transposition 
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Figure  1 


of  large  blood  vessels  with  nearly  complete  oc- 
clusion of  foramen  ovale  and  atresia  of  ductus 
arteriosus.  2.  Minimal  interventricular  septal  de- 
fect. 3.  So-called  myxoma  of  heart. 

Pathological  Discussion — Dr.  F.  P.  Bornstein: 

I am  supposed  to  say  at  this  point  that  the 
case  is  open  for  general  discussion,  but  I don’t 
know  what  is  left  to  say.  I am  baffled  by  what 
Dr.  Verosky  meant  when  he  said  he  wasn’t  trying 
to  make  an  exact  diagnosis. 

On  autopsy  there  were  three  nipples  as  men- 
tioned before.  On  opening  the  thorax  with  the 
pericardium  intact  the  cardiac  hypertrophy  was 
quite  obvious.  On  dissection  of  the  heart  it  was 
easy  to  demonstrate  a complete  transposition  of 
the  large  vessels.  The  aorta  was  easily  identified 
as  coming  out  of  the  right  ventricle  with  the 
presence  of  coronary  ostia. 

The  pulmonary  artery  arose  from  the  left  side. 
The  pulmonary  artery,  the  left  ventricle,  the  duc- 
tus arteriosus,  all  three  were  extremely  hypo- 
plastic and  there  was  obviously  a progressive 
closure  of  the  ductus  arteriosus  which  produced 
the  fatal  result. 

Tiny  Interventricular  Septal  Defect 

There  was  an  extremely  tiny  interventricular 
septal  defect  under  the  tricuspid  valve.  In  addi- 
tion there  was  a bronchopneumonia.  There  was 
one  additional  finding  which  only  rates  as  an 


Figure  2 


oddity.  Located  at  the  tricuspid  valve  was  a pe- 
culiar tumor-like  lesion  (Fig.  2),  a so-called  con- 
genital myxoma  of  the  heart.  There  is  consider- 
able controversy  about  the  interpretation  of  these 
tumors.  Some  people  think  they  represent  or- 
ganized thromboses  and  not  tumors  at  all,  but 
this  child  was  too  young  to  have  a mass  develop 
on  this  basis. 

This,  then,  is  a classical  example,  as  Dr.  Vero- 
sky predicted,  of  complete  transposition  of  the 
large  vessels  with  a small  ventricular  defect,  a 
progressively  narrowing  ductus  arteriosus  and  a 
bronchopneumonia. 
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excellent 

none 

Ecthyma  (24) 

Triburon 
5-14  days 

excellent 

none 

Pustular  folliculitis  (16) 

Triburon 
1-3  weeks 

infection 

controlled 

3 complaints 
of  burning 

Dermatitis  repens  (18) 

Triburon 
1-2  weeks 

infection 

controlled 

none 

Dermatitis  repens  (18) 

Triburon-HC 
1-4  weeks 

excellent 

none 

Secondarily  infected  (2q\ 
eczematous  eruption  ^ ' 

Triburon 
1-2  weeks 

infection 

controlled 

none 

Secondarily  infected  .g,. 
eczematous  eruption  ' ' 

Triburon-HC 
1-4  weeks 

excellent 

1 complaint 
of  irritation 

Chari  based  on  finding  of  E.  Edelson,  E.  Grunberg  and  T.V.  Morton.  Jr.  PACKAGES: 

Triburon  Ointment,  1-oz  tubes  and  1-lb  jars. 
Triburon-HC  Ointment,  5-Gm  and  20-Gm  tubes. 

REFERENCES:  1.  R.  J.  Schnitzer,  E.  Grunberg. 

W.  F.  DeLorenzo  and  R.  E.  Bagdon,  to  be 
published. 

2.  E.  Edelson,  E.  Grunberg  and  T.  V.  Morton, 

Jr.,  Antibiotics  Annual  1958-1959,  New  York, 
Medical  Encyclopedia,  Inc.,  1959. 

3.  R.  C.  V.  Robinson  and  L.  E.  Harmon, 

Antibiotics  Annual  1958-1959. 

TRIBURON'  "'  triclobisonium  chloride  — N,N'-bisIl-methy|.3- 
(2,2,6-trimethylcyclohexyl)  propyll  - N,  -N '-dim ethyl*  1 ,6* hexane- 
diamine  bis  (methochloride).  ROCHE®  w 

ROCHE  LABORATORIES  • Division  of  Hoffmann-La  Roche  Inc  • Nutley  10  • New  Jersey 
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ROBERT  N.  CAYLOR,  M.  D. 

Practice  Limited  to  Ophthalmology 
207  Medical  Arts  Bldg  . 

415  East  Yandell  Blvd.  KE  3-5897  El  Paso,  Texas 

ANTONIO  DOW,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 

GENERAL  SURGERY 

1022  Mills  Bldg.  KE  2-7305  £1  Paso,  Texas 

MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to: 

THORACIC  SURGERY 
CARDIOVASCULAR  SURGERY 
BRONCHOSCOPY  - ESOPHAGOSCOPY 
415  East  Yandell  Boulevard  KE  3-3353  El  Paso,  Texas 

HAROLD  D.  DOW,  M.  D. 
FREDERICK  J.  KOBERG,  M.  D. 

STEVE  E.  HOOD,  JR.,  M.  D. 

General  Practice  — Surgery 

Box  546 

702  Hobbs  Road  Phone  3641  Seminole,  Texes 

WILLIAM  1.  COLDWELL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

— INTERNAL  MEDICINE  — 

800  Montana  Ave.  KE  3-8373  El  Paso,  Texas 

L.  O.  DUTTON,  M.  D. 

RITA  L.  DON,  M.  D. 

ALLERGY 

6 1 6 Mills  Bldg.  KE  2-3671  El  Paso,  Texas 

BRANCH  CRAIGE,  M.  D.,  F.  A.  C.  P. 

(Certified  by  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7121  El  Paso,  Texas 

3500  Physicians  Read 
Southwestern  Medicine 

E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Thoracic  Surgery 
THORACIC  SURGERY 

Cardiovascular  Surgery  Broncho-Esophagology 

Suite  ll-D  KE  3-8511  or  KE  2-2474  1501  Arizona  Ave. 

El  Paso  Medical  Center  £1  Paso,  Texas 

ORVILLE  EGBERT,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 
ALLERGY 

DISEASES  OF  THE  CHEST 
EDWARD  EGBERT,  M.  D. 

INTERNAL  MEDICINE 

Building  3 1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1645  El  Paso,  Texas 

WICKUFFE  R.  CURTIS,  M.  D„  F.  A.  C.  S. 
JAMES  D.  BOZZELL,  M.  D„  F.  A.  C.  S. 

Diplomates  American  Board  of  Urology 

PRACTICE  LIMITED  TO  UROLOGY 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1426  El  Paso,  Texas 

JOHN  A.  EISENBEISS,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Neurological  Surgery 

WILLIAM  B.  HELME,  M.D. 

NEUROSURGERY 

926  E.  McDowell  Road  AL  4-3151  Phoenix,  Arizona 

3500  Physicians  Read 
Southwestern  Medicine 

WARD  EVANS,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 
SURGERY 

414  Banner  Bldg.  KE  3-7587  El  Paso,  Texas 

J.  C.  DOTSON,  M.  D. 

General  Surgery 

414  Banner  Building  KE  2-8  1 1 1 El  Paso,  Texas 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

404  Banner  Bldg.  KE  2-5771  El  Paso,  Texas 
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JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 
JOHN  A.  PONSFORD,  M.  D. 

HERBERT  E.  HIPPS,  M.  D. 

GENERAL  SURGERY 

ORTHOPEDIC  SURGERY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-5881  El  Paso,  Texas 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 

1130  N.  Central  Ave.  2021  N.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 

SOLOMON  HELLER,  M.D. 

JOHN  W.  KENNEDY,  M.  D. 
JAMES  R.  MATHESON,  M.  D. 

INTERNAL  MEDICINE 

Diplomates  of  American  Board  of  Radiology 
X-RAY  THERAPY  and  DIAGNOSIS 

Hematology  — Endocrinology 

RADIUM  THERAPY 

AL  8-8436  AL  3-4131  AL  8-7531 

Phoenix,  Arizona 

800  Montana  Ave.  KE  3-0406  El  Paso,  Texas 

CHARLES  E.  GALT,  JR.,  M.  D. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

Practice  Limited  to  Obstetrics  and  Gynecology 

GENERAL  and  GYNECOLOGICAL  SURGERY 

513  West  Fox  St.  Phone  TUxedo  5-6666  Carlsbad,  N.  M. 

MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  3-3443  El  Paso,  Texas 

H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

RALPH  H.  HOMAN,  M.  D„  F.  A.  C.  P. 

CARDIOLOGY 

(Certified  bv  American  Board  of  Urology) 

PRACTICE  LIMITED  TO  UROLOGY 

ROBERT  B.  HOMAN,  JR.,  M.  D.,  F.  A.  C.  S. 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

20?  Medical  Arts  Bldg.  KE  2-8130  El  Paso,  Texas 

Suite  7D  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1409  El  Paso,  Texas 

L.  A.  GLADSTONE,  M.  D. 
W.  D.  FEINBERG,  M.D. 

GEORGE  W.  HORTON,  M.  D. 

INTERNAL  MEDICINE 

PRACTICE  LIMITED  TO  ORTHOPEDICS 

Bldg.  14,  Suite  D 1501  Arizona  Ave. 

E|  Paso  Medical  Center  KE  3-2508  El  Paso.  Texas 

413  N.  Lincoln  FEderal  2-1271  Odessa,  Texas 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

LOUIS  G.  JEKEL,  M.D. 
ROBERT  H.  SNAPP,  M.D. 

DIAGNOSIS  — GASTROENTEROLOGY 

Diplomates  American  Board  of  Dermatology 

701  First  National  Building  KE  2-6221  El  Paso,  Texas 

DERMATOLOGY 

550  W.  Thomas  Rd.  CR  4-4901  Phoenix,  Ariz. 

J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S. 

EMMIT  M.  JENNINGS,  M.D.,  F.A.C.S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Diplomate  American  Board  of  Surgery 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Avenue 

SURGERY  — ENDOSCOPY 

Phone  KE  2-9032  El  Paso,  Texas 

207  N.  Union  St.  Main  2-4360  Roswell,  N.  Mex. 

RALPH  G.  GREENLEE,  M.  D„  F.  A.  C.  P. 

W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

Diplomate  American  Board  of  Neurological  Surgery 

INTERNAL  MEDICINE 

NEUROLOGICAL  surgery 

401  N.  Garfield  MUtual  4-8072  Midland,  Tex. 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7579  El  Paso,  Texas 
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G.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 
GENERAL  and  GYNECOLOGICAL  SURGERY 
Suite  7B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-1693  El  Paso,  Texas 

LINDELL  M.  KINMAN,  M.  D. 

Diplomate  American  Board  of  Urology 
UROLOGY 

300  West  Alameda  Phone  MA  2-41 1 1 Roswell,  N.  M 


M.  NATHAN  KLEBAN,  M.  D. 

Certified  by  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 

304  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  KE  2-7079  El  Paso,  Texas 


GEORGE  B.  MARKLE,  IV,  M.D. 

Diplomate  of  the  American  Board  of  Surgery 
GENERAL  and  GYNECOLOGICAL  SURGERY 

911  North  Canal  TU  5-5240  Carlsbad,  New  Mexico 

MARSHALL  CLINIC 

I.  J.  Marshall,  M.D. 

General  Surgery  and  Diagnosis 
U.  S.  Marshall,  M.D. 

General  Surgery  and  General  Practice 
E.  A.  Latimer,  M.D. 

General  Practice 
C.  H.  Fowler,  M.D. 

Internal  Medicine  and  Cardiology 
Thomas  J.  Jones,  M.D. 

Diseases  of  the  Skin  and  Allergies 
H.  D.  Johnson,  Jr.,  D.D.S. 

ROSWELL  NEW  MEXICO 


J.  T.  KRUEGER,  JR.,  M.  D. 

THORACIC  and  CARDIOVASCULAR  SURGERY 


HOWARD  J.  H.  MARSHALL,  M.  D. 

Member  American  Academy  of  General  Practice 


GENERAL  PRACTICE 


PO  3-8281 

1910  Knoxville  Ext.  250  Lubbock,  Texas 


Suite  8E  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-2431  El  Paso.  Texes 


GILBERT  LANDIS,  M.D. 

Diplomate  American  Board  of  Obstetrics  & Gynecology 

OBSTETRICS,  GYNECOLOGY 
and  GYNECOLOGICAL  SURGERY 
Suite  15-D  KE  3-5023  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 


CHARLES  P.  C.  LOGSDON,  M.  D. 

CARDIOLOGY 

415  E.  Yandell  Blvd.  KE  3-7916  El  Paso,  Texas 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

Suite  9A  El  Paso  Medical  Center  IS0I  Arizona  Ave. 

Phone  KE  2-3659  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  Jr.,  M.D. 

Dermatology  and  Cancer  of  the  Skin 

Suite  101  Lubbock 

3801  19th  Street  PO  5-6619  Texas 


DRS.  MASON,  HART,  BOVERIE 
BLACK,  CLAYTON  & GREEN 

PATHOLOGY  AND  CLINICAL  LABORATORIES 
X-RAY  DIAGNOSIS  AND  THERAPY 
Radioactive  Cobalt 

Isotopes  Beam  Theraov 

PATHOLOGY 
M.  S.  HART,  M.  D. 

C.  L.  GREEN,  M.  D. 

Diplomates  American  Board  of  Pathology 
RADIOLOGY 

R.  F.  BOVERIE,  M.  D. 

G.  L.  BLACK,  M.  D. 

R.  S.  CLAYTON,  M.  D. 

J.  E.  WHITE,  M.  D. 

Diplomates  American  Board  of  Radiology 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona  Ave.,  Suite  2-A  415  E.  Yandell  Blvd.,  Suite  106 

KE  3-4478  KE  3-6926 

EL  PASO.  TEXAS 


MEDICAL  CENTER 
AND  WOMEN'S  CLINIC 

E.  G.  McCarthy,  M.  D„  F.  A.  C.  S.,  F.  I.  C.  S. 
Diplomat©  American  Board  of  Obstetrics  and  Gynecology 
Jeff  H.  Davis,  M.  D.  ■ — Joe  Horn  M.  D. 

James  C.  Meade.  D.  S.  C.,  Chiropodist 

Plainview  CA  4-7426  Teiai 
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and  high  initial  antibiotic  blood  levels  are  an 
in  uneventful  recoveries.  Glucosamine  potentiation  provides  me  lastesi, 
highest  tetracycline  levels  available  with  oral  therapy.  Bibliography  and 
professional  information  booklet  available  on  request. 


capsules 

125  mg.,  250  mg. 

oral  suspension 

orange  flavored,  2 oz.  bottle,  125  mg. 
per  teaspoonful  (5  ec.) 

pediatric  drops 

orange  flavored,  10  cc.  bottle  (with 
calibrated  dropper),  5 mg.  per  drop 
(100  mg.  per  cc.) 


Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc 
Brooklyn  6,  N.  Y. 

^Trademark  for  glucosamine-potentiated 
tetra  cycline 
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LEROY  J.  MILLER,  M.  D. 

Diplomat*  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

717  Encino  Place,  NE  Phone  3-1150  Albuquerque,  N.  M. 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

I33S  First  National  Bldg.  KE  3-8687  El  Paso.  Texas 


A.  WILLIAM  MULTHAUF,  M.  D„  F.  A.  C.  S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  KE  3-8986  El  Paso,  Texas 


E.  K.  NEIDICH,  M.  D„  D.  A.  B.  R. 

RADIOLOGY 

Memorial  General  Hospital  JAckson  6-2411  Las  Cruces,  N.  M. 


WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D„  F.  A.  C S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 


F.  KEITH  OEHLSCHLAGER,  M.  D. 

Practice  Limited  to 
OBSTETRICS  and  GYNECOLOGY 
1208  W.  1 0th  St.  Phone  FE  7-4639  Odessa,  Texas 


THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D.,  F.  A.  C.  S. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D„  F.  A.  C.  S. 

THOMAS  H.  TABER,  JR„  M.  D„  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  North  Third  Street — Phone  CRestwood  7-621 1— Phoenix,  Ariz. 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  8-8074  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.D.S. 

GENERAL  DENTISTRY 

Bldg.  I,  Suite  E 1501  Arizona  Ave. 

Phone  KE  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1385  El  Paso,  Texas 


JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  and  ENDOCRINOLOGY 

619  Professional  Building 

15  E.  Monroe  Phoenix,  Arizona 

Phone  ALpine  2-3577 


VINCENT  M.  RAVEL,  M.D. 
CHARLES  C.  McVAUGH,  M.D. 
WILLIAM  H.  MELTON,  M.D. 

Diplomates  American  Board  of  Radiology 

RADIOLOGY  — RADIO-ISOTOPES 
COBALT60  — TELETHERAPY 

616  Mills  Building  KE  2-3459 

800  Montana  Avenue  KE  2-1126 

El  Paso.  Texas 

RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D„  F.  A.  C.  C. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE  — CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.  D„  F.  A.  C.  S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  KE  3-1601  El  Paso,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  & CARDIOVASCULAR  DISEASES 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 
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CECIL  A.  ROBINSON,  M.  D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Practice  Limited  to  Orthopaedics 
III  Pine  Street  2541  Kermit,  Texas 

WILLIAM  G.  SMITH,  M.  D. 

Diplomate  American  Board  of  Proctology 
Practice  Limited  to  Surgical  Diseases 
of  the  Anus,  Rectum  and  Colon 

1501  Arizona  Ave.  El  Paso  Medical  Center  El  Paso 

KE  2-3286  Texas 

S.  PERRY  ROGERS,  M.  D. 

W.  HUNTER  VAUGHAN,  M.  D. 

(Diplomates  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-4433  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE  AND  THROAT 
Bronchoscopy  — Esophagoscopy 
307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  2-9449  El  Paso,  Texes 

WILLARD  W.  SCHUESSLER,  M.D. 
DONALD  H.  EWALT,  M.D. 

Diplomates  of  the  American  Board  of  Plastic  Surgery 
Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  Ave.  Medical  Center,  Suite  4-C 

El  Paso,  Texas 

ROBERT  HEALY  STEVENS,  B.  S„  M.  D„ 

F.  C.  C.  P. 

ALLERGY  — INTERNAL  MEDICINE 
1313  N.  Second  St.  AL  4-8841  Phoenix,  Arizona 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 

NEWTON  F.  WALKER,  M.  D. 
BRADFORD  HARDIE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 
First  National  Bldg.  KE  2-1495  El  Paso,  Texas 

C.  S.  STONE,  M.D.,  F.A.C.S. 

A.  J.  JENSON,  B.A.,  M.D. 

Phones:  3-5323  - 3-3033  - 3-4427 
301  East  Cain  Street  Hobbs,  N.  M. 

O.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  i 50 1 Arizona  Ave. 

Phone  KE  3-5742  El  Paso,  Texas 

JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

BEN  Z.  TABER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Avenue  KE  2-4631  El  Paso,  Texas 

D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

Box  357  Phone  584  Ft.  Stockton,  Texas 

WINSLOW  P.  STRATEMEYER,  M.  D. 

Oiplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

Suite  IIA  Office  KE  2-915/  1501  Arizona  Ave. 

El  Paso  Medical  Cente1-  Home  JU  4-0553  El  Paso,  Texas 

EUGENE  P.  SIMMS,  M.  D. 

- GENERAL  PRACTICE  — 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

M.  D.  THOMAS,  M.  D. 

Diplomate  American  Board  of  Anesthesiology 
Suite  1 2-D  KE  3-3745 

1501  Arizona  Ave.  El  Paso,  Texas 

El  Paso  Medical  Center 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 

DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-5172  El  Paso,  Texes 

ROBERT  F.  THOMPSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

815-818  Mills  Bldg.  KE  2-4321  El  Paso,  Texas 
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TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  M.  D. 

DELPHIN  von  BRIESEN,  M.  D. 

HELEN  W.  ANDERSON,  M.  D. 

MEDICAL  CENTER 

1501  Arizona  Ave.  Phone:  KE  2-4689 

Building  No.  6 El  Paso,  Texas 


HARRY  H.  VARNER,  M.  D. 

LEIGH  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 

HERMAN  RICE,  M.  D. 

GENERAL  SURGERY 

Suite  5E  1501  Arizona  Ave. 

El  Paso  Medical  Center 

Phone  KE  2-6529  El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

S04  N.  Richardson  St.  Phone  208  Roswell.  N.  M 


DU  T T O N 
LABORATORY 

L.  O.  Dutton,  M.  D. 

Frederick  Bornstein,  M.  D. 

Rita  L.  Don,  M.  D. 

J.  A.  Hancock,  Ph.  D. 

Now  Available  for  Physicians,  Hospitals 
and  Laboratories 

A COMPLETE  MEDICAL 
LABORATORY  SERVICE 

In  addition  to  the  usual  procedures,  the  more 
complete  chemical  determinations  of  Protein 
Bound  Iodine,  Steroids,  etc.,  are  offered. 

Autopsy  procedures  with  special  attention  to 
medico-legal  aspects  are  available. 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


OVERTON  CLINIC 

300  Hughes  Building  PAMPA,  TEXAS 

M.  C.  Overton,  Jr.,  M.  D. 

Surgery  and  Gynecology 

E.  S.  Williams,  M.  D. 

Pediatrics  and  Obstetrics 

J.  R.  Donaldson,  M.  D. 

Surgery 

G.  R.  Hrdlicka,  M.  D. 

Radiology 

C.  M.  Lang,  M.  D. 

Surgery 

R.  W.  Moore,  M.  D. 

Internal  Medicine 


PROFESSIONAL  X-RAY 

AND 

CLINICAL  LABORATORY 

507  Professional  Bldg.  • Phoenix,  Arizona 

PHONE  ALpine  3-4105 
AND 

MEDICAL  CENTER  X-RAY 

AND 

CLINICAL  LABORATORY 

1313  North  2nd  Street  • Phoenix,  Arizona 

PHONE  ALpine  8-3484 
DIAGNOSTIC  X-RAY  — X-RAY  THERAPY 
RADIUM  THERAPY  — CLINICAL  PATHOLOGY 
TISSUE  PATHOLOGY  —ELECTROCARDIOGRAPHY 
BASAL  METABOLISM 
R.  Lee  Foster,  M.  D.,  Director 
Martin  L.  List,  M.  D.,  Radiologist 
George  A.  Gentner,  M.  D.,  Radiologist 
Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.  D.,  Consultant  Pathologist 
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Southwestern  General  Hospital 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

Member  Hospital: 

American  Hospital  Association 
Texas  Hospital  Association 

Blue  Cross  of  Texas 

• 

COTTON  AVENUE  AND  ERIE  STREET  ♦ EL  PASO,  TEXAS 


The  Clinic-Hospital  of  San  Angelo 


D.  D.  WALL,  M.  D. 

W.  H.  BRAUNS,  M.  D. 

R.  A.  MORSE,  M.  D. 

Obstetrics  & Gynecology 

Internal  Medicine 

Internal  Medicine 

ROY  E.  MOON,  M.  D. 

R.  M.  FINKS,  M.  D. 

Obstetrics  & Gynecology 

RALPH  R.  CHASE,  M.  D. 

Pediatrics 

CHAS.  F.  ENGELKING,  M.D. 

Pediatrics 

Ear,  Nose  and  Throat 

M.  D.  KNIGHT,  M.  D. 

DALE  W.  HAYTER,  M.  D. 

TOM  R.  HUNTER,  M.  D. 

Surgery 

Ophthalmology 

Surgery 

Consultants  in  Radiology 

JOHN  E.  BALLARD,  M.  D. 

Consultant  in  Pathology 

JOHN  G.  BOLEN,  M.  D. 

LLOYD  R.  HERSHBERGER,  M.  D. 

224-234  W.  Beauregard  Ave. 

J.  B.  ADCOCK,  Administrator 

San  Angelo,  Texas 

^Jlotef  S)ieu, 

Slotel  d£)ieu 

Mod  2>;,„  S Lof 

Sister  d 

ScLot  of 
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SloSpila  f 

^jursincj 

Secltnologij 

Fully  approved  by  the 

Fully  Approved  by  the  American 

EL  PASO,  TEXAS 

National  Nursing  Accrediting 
Service. 

Medical  Association,  American 

Fully  Approved  by  the 
Joint  Commission  on  Accreditation 

Applicants  May  Apply 
To 

Society  of  Clinical  Pathologist*, 
and  Registry  of  Medical  Tech- 

of  Hospitals. 

Sister  Mildred  Mary,  Director 

nologists. 

Latest  Facilities  For  All  Services. 

EL  PASO,  TEXAS 

EL  PASO,  TEXAS 

Emergency  Service  Around 
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Front  View  — Enclosed  Patio 


Sandia  Ranch  Sanatorium 


Rt  4,  Box  4104 


Phone  4-3273 


Albuquerque,  New  Mexico 


Licensed  by  State  Health  Department  as  a Psychiatric  Hospital  of  50  Beds 
For  the  Care  and  Treatment  of  Nervous  or  Mental  Disorders 

VARIOUS  ACCEPTED  FORMS  OF  THERAPY  AVAILABLE 

OCCUPATIONAL  THERAPY  AND  OUTDOOR  ACTIVITIES 

CLINICAL  LABORATORY  AND  ELECTROENCEPHALOGRAM 
LIMITED  FACILITIES  FOR  DOMICILIARY  CARE 

Favorable  Year  Round  Climate  — 20  Acres  Landscaped  Grounds 

JOHN  W.  MYERS,  M.  D..  Medical  Director 


ALAN  JACOBSON,  M.D.,  Psychiatrist 


FRED  W.  LANGNER,  M.  D.,  Psychiatrist 


EDWARD  JOHN  ETTL,  M.D.,  F.C.A.P. 

Certified  by  the  American  Board  of  Pathology 

★ 

Pathology  Consultation 

★ 

Autopsy  Service 

★ 

Medico-Legal  Medicine 

★ 

Private  Plane  Service 

3317  Fort  Blvd.  L0  6-4351  El  Paso,  Texas 


UNIFORMS 

Doctors  • Nurses  • Interns  • Technicians 

Poplin,  Nylon,  Dacron 
White  and  Colors 

SURE-FIT  UNIFORM  CO. 

612  N.  Oregon  St.  KE  2-1374  El  Paso,  Texas 

RICHARD  E.  MARTIN 
MARTIN  MORTUARY 

Dial  KE  2-3491 

710  N.  Stanton  St.  El  Paso,  Texas 

WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

• 

Direct  Physician's  Phone  to 
Prescription  Department  — KE  3-2352 

FREE  DELIVERY 
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potentiation  • efficacy  • toleration 


in  broad-spectrum  antibiotic  therapy 


COSA-TERRAMYCIN 


uxytetracycline  with  glucosamine 


capsules 
125  mg. 
250  mg'. 


oral  suspension 
peach  flavored, 
125  mg,  per  tea- 
spoonful  (5  cc.), 

2 oz.  bottle 


pediatric  drops 
peach  flavored, 
100  mg.  per  qc. 

(5  mg.  per  drop), 
10  cc.  bottle  ■ 
(with  calibrated 
dropper) 


Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


SOSS  NORTH  THIRTY  FOURTH  STREET  - PHOENIX.  ARIZONA 

CRestwood  7-7431 

OTTO  L.  BENDHEIM,  M. 

D., 

F.  A.  P. 

A. 

, Med.  Dir. 

PHOENIX  INSTITUTE  OF 

NEUROLOGY  AN 

D 
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p POST  ALL  Capites 

real  investigation  of  PROSTA 
showed  effective  results 


• Enlargement  reduced 92% 

• Nocturia  relieved 95% 

• Urgent  urination  relieved 81% 

• Frequency  urination  reduced 73% 

• Discomfort  relieved 71% 

• Delayed  micturition  relieved 70% 


The  need  for  conservative  measures,  rather  than  radical 
surgery  for  benign  prostatic  hypertrophy  is  indicated  by 
the  comparatively  low  death  rate  from  this  condition. 

PROSTALL  Capsules  contain  6 gr.  of  a mixture  of 
aminoacetic  acid  (glycine)  glutamic  acid  and  alanine. 
The  recommended  dosage,  2 Prostall  Capsules,  3 times 
daily  for  2 weeks,  thereafter  1 capsule  3 times  daily  for 
a minimum  of  3 months  for  marked  improvement. 

Supplied  in  bottles  of  100  and  250  capsules.  Available 
at  all  pharmacies. 


ADVERTISERS’  INDEX 


Don  Baxter,  Inc 
Burroughs  Wellcome  & Co. 

Camelback  Hospital 
Christopher's  Brace  & Limb  Co. 

Ciba  Pharmaceuticals 
Clinic-Hospital  of  San  Angelo 
Cutter  Laboratories 
Dutton  Laboratory 
Endo  Laboratories 
Gunning  & Casteel  Drug  Stores 
Harding  and  Orr  Funeral  Home 
Hotel  Dieu,  Sisters'  Hospital 
Kaster  and  Maxon  Funeral  Home 
Eli  Lilly  and  Company 
McKee  Prescription  Pharmacy 
Martin  Mortuary 
Mead  Johnson  and  Company 
Medical  Center  Pharmacy 
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Metabolic  Products 
Mission  Pharmacal 
Overton  Clinic 
Parke  Davis  & Company 
Pfizer  Laboratories  350,  358,  363,  394 
Popular  Dry  Goods  Co. 

Professional  X-Ray  & Clinical  Laboratory 

Providence  Memorial  Hospital 

Puritron  Corporation 

Rhinopto  Company 

Riker  Laboratories 

Rio  Grande  Pharmacy 

A.  H.  Robins  & Co.,  Inc. 

Roche  Laboratories,  Division  of 
Hoffman-La Roche,  Inc. 

Sandia  Ranch  Sanatorium 
Schering  Corporation 

G.  D.  Searle  & Co.  

Southwestern  General  Hospital 
Southwestern  Surgical  Supply 
E.  R.  Squib  & Sons 
Sure-Fit  Uniform  Co. 

Taylor-Simpkins,  Inc. 

Timberlawn  Sanitarium 
Warner  Drug  Co. 

The  White  House 
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TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  St.  KE  3-0952  Ei  Paso,  Taxas 

Nights  — Call  LO  5-0359,  or  LO  5-3060 


| 

Write  for  a reprint  of  the  above  mentioned  article 
and  professional  literature.  Use  the  coupon  below. 


METABOLIC  PRODUCTS  CORP.  SWM-5 

Little  Bldg.,  Boston  16,  Mass. 

Gentlemen: 

Kindly  send  me  without  obligation: 

□ Professional  Literature. 

□ Reprint  of  the  clinical  report. 

Name  

Address 

City  Zone  State 


Only  at  the  Popular  in  El  Paso  . . . 
A.  G.  Spalding  Sports  Equipment 


POPULAR  DRY  GOODS  C0. 


MEDICAL  CENTER 
PHARMACY 

YOUR  PROFESSIONAL  PHARMACY 
IN  THE  NEW  MEDICAL  CENTER 


phone  2-6968-69 


1501  ARIZONA  ST. 


EL  PASO.  TEXAS 
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PSYCHIATRIC  HOSPITAL 


DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 

TIMBERLAWN  FOUNDATION 

For  Education  and  Research  in  Psychiatry 

Narcotic  Cases  Not  Admitted 

LAWN 

SANITARIUM  IN  DALLAS 


PERRY  C.  TAIKINGTON,  M.D.,  Clinical  Director 
CHARLES  L.  BLOSS,  M.D.,  Medical  Director 
Associate  Psychiatrists 
HOWARD  M.  BURKETT,  M.D. 

JAMES  K.  PEDEN,  M.D. 

WARD  G.  DIXON,  M.D. 

JERRY  M.  LEWIS,  M.D. 

C.  L.  JACKSON,  M.D. 

LEEOWEN  S.  BUFORD,  M.D. 

RALPH  M.  BARNETTE,  JR.,  B.B.A.,  Business  Manager 

DAvis  1-2678  Dallas 


Clinical  Psychology 
DONALD  BERTOCH,  PH.D. 

PHILIP  ROOS,  PH.D. 

JOHN  D.  MARTIN,  M.A. 

Social  Work 

BILL  M.  TURNAGE,  M.S.S.W. 

ROBERT  L.  COATES,  M.S.S.W. 

GERALDINE  SKINNER.  B.S.,  O.T.R.,  Director  of  Occupational  Therapy 
LOIS  TIMMINS.  PH.D.,  Director  of  Recreation  Therapy 
FRANCES  LUMPKIN,  R.N.,  B.S.,  Director  of  Nurses 

1,  Texas  P.  O.  Box  1769 


HARDING  and  ORR 

Funeral  Home 

EL  PASO,  TEXAS 

320  Montana  KE  3-1646 

We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

McKEE  PRESCRIPTION  PHARMACY 

107  East  San  Antonio  St.,  El  Paso 
Dial  KE  2-2693 


C.  G.  McDow  and  Son,  Props. 

Rio  Grande  Pharmacy 

419-421  South  Stanton  St.  KE  2-4473  El  Paso,  Texas 


Raster  & Maxon 

Funeral  Home 

El  Paso,  Texas  KE  2-3431 


For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 


Ihe  while  house 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  12  Conveniently  Located  Stores 

EL  PASO,  TEXAS  YSLETA,  TEXAS 


JUNE,  1959 


409 


NOSE  DROPS 


For  quick,  effective  relief  of 
nasal  congestion 

Safe  for  both  children  and  adults, 
Rhinall  Nose  Drops  are  pleasant  to  use, 
provide  ventilation  and  drainage  with- 
out irritation  of  the  ciliated  epithelium. 

• no  burning  or  irritation 

• no  risk  of  sensitization 

• no  bad  taste  or  after  reactions 


SUPPLIED:  one-ounce  dropper  bottle; 

V 2-ounce  plastic  spray  bottle. 


RHINOPTO  COMPAN 


3905  Cedar  Springs 
Dallas,  T exas 


Contains: 

Phenylephrine  Hydrochloride  0.15% 
"Propadrine”  Hydrochloride  0.3% 
in  an  isotonic  saline  menstruum 


Southwestern 
Surgical  Supply 
Company 

Your  Complete  Source  in  The  Southwest 
For  All 

Ethical  Medical  Equipment 
and  Supplies 

EL  PASO 

ALBUQUERQUE 

PHOENIX 


Give  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from  level 
of  shoulders  to  tip  of  sacrum;  circumference  of 
pelvis  above  trochanters;  circumference  of  waist; 
height  and  weight. 

CHRISTOPHER'S 

BRACE  AND  LIMB  CO. 

2231  Montana  St. 

KE  2-9690  EL  PASO,  TEXAS 
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the  house-call  antibiotic 


• wide  range  of  action  is  reassuring  when 
culture  and  sensitivity  tests  are  imprac- 
tical 

• effectiveness  demonstrated  in  more 
than  6,000,000  patients  since  original 
product  introduction  (1956) 


COSA-SIGNEMYCIN” 


More  than  90  clinical  references  attest  to 
the  superiority  and  effectiveness  of  Cosa- 
Signemycin  (Signemycin).  Bibliography- 
and  professional  information  booklet 
available  on  request. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  Sc  Co.,  Inc,  Brooklyn  6,  N.  Y. 


glucosamine- potentiated  tetracycline 
with  triacetyloleandomycin 


capsules 

125  mg.,  250  mg. 


oral  suspension  pediatric  drops 

raspberry  flavored,  raspberry  flavored, 

2 oz.  bottle,  125  mg.  10  cc.  bottle  (with 

per  teaspoonful  (5  cc.)  calibrated  dropper), 


5 mg.  per  drop  (100  mg. 
per  cc.) 


L 


p- 
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Deaner  is  a gentle,  slow-acting  antidepressant — a 
totally  new  molecule.  It  counteracts  mild  depres- 
sion, thereby  differing  from  tranquilizers  or  seda- 
tives which  may  aggravate  depression. 


Deaner  is  unlike  ordinary  stimulant  drugs  in  that 
it  gradually  leads  to  increased  useful  energy  and 
alertness,  clearer  mentation  and  emotional  nor- 
malization. 


Deaner  does  not  produce  the  undesirable  side  effects 
of  amphetamine-like  drugs ...  no  hyperirritability 
or  jitteriness,  no  excessive  motor  activity,  no  loss 
of  appetite,  no  elevation  of  blood  pressure  or  heart 
rate,  no  letdown  on  discontinuance. 


Dosage:  Initially,  1 tablet  (25 
mg.)  daily  in  the  morning.  Main- 
tenance dose,  1 to  3 tablets;  for 
children,  ^ to  3 tablets.  Full 
benefits  may  require  two  weeks  or 
more  of  therapy. 

‘Deaner’  is  supplied  in  scored  tablets 
containing  25  mg.  of  2-dimethylamino- 
ethanol  as  the  p-acetamidobenzoic  acid 
salt.  In  bottles  of  100. 


Deaner  is  indicated  in  a wide  variety  of  disturbances 
associated  with  or  caused  by  mild  depression.  It 
is  compatible  with  virtually  all  other  medications. 

Deaner  also  finds  a broad  area  of  usefulness  in  chil- 
dren with  short  attention  span,  behavior  problems, 
and  learning  defects. 

Contraindications:  Grand  mal  epilepsy  or  mixed  types 
of  epilepsy  with  a grand  mal  component. 


In  Mild  Depression 


and  many  other  emotional  and  behavioral  problems 


jenat  Doe,  Librarian 
New  York  Academy  cf  Usdicina 
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keep  the 
allergic 
worker 
working 


CO-PYRONIL  provides  quick  relief  that  lasts  and  lasts 


Just  two  or  three  Pulvules®  Co-Pyronil  daily  will  usually  keep  your  hay-fever  patients  symp- 
tom-free and  on  the  job  all  day  long.  Not  just  an  antihistamine,  Co-Pyronil  is  a triple  combina- 
tion that  assures  more  complete  relief  from  hay  fever  and  other  allergies. 

Each  Pulvule  contains: 

a vasoconstrictor,  Clopane®  Hydrochloride,  to  complement  the  action  of  two  antihistamines 
by  opening  swollen  nasal  passages. 

a fast-acting  antihistamine,  Histadyl™,  to  provide  relief  usually  within  fifteen  to  thirty 
minutes. 

a long-acting  antihistamine,  Pyronil®,  to  maintain  relief  for  eight  to  twelve  hours. 

Also  supplied  as  suspension  and  pediatric  Pulvules. 

Co-Pyronil™  (pyrrobutamine  compound,  Lilly)  Histadyl™  (thenylpyramine,  Lilly) 

Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly)  Pyronil®  (pyrrobutamine,  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


Pro-Banthlne*  with  Dartal*  moderates  both 
mood  and  gastrointestinal  spasm 


Ihe  slow  simmer  of  anxiety  frequently  causes 
kindred  gastrointestinal  overactivity.  The 
spasticity  and  the  accompanying  distress  of 
excess  acid  lead  to  loss  of  efficiency.  Patients 
subject  to  such  psychoenteric  upsets  require 
therapy  to  calm  both  ends  of  the  vagus. 

Pro-Banthlne  with  Dartal  contains  two 
agents  required  for  such  dual  therapy:  Pro- 
Banthlne  to  control  and  curtail  the  flare-ups 
of  spasm,  excess  acidity  and  excess  motility, 


and  Dartal  to  smother  simmering  anxiety  and 
tension. 

Pro-Banthlne  with  Dartal  contains  15  mg. 
of  Pro-Banthlne  (brand  of  propantheline  bro- 
mide) and  5 mg.  of  Dartal  (brand  of  thio- 
propazate  dihydrochloride)  in  each  tablet. 

Dosage:  One  tablet  three  times  a day. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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SQUIBB  TRIAMCINOLONE 


Kenacort,  particularly  in  the  treatment 
of  your  arthritic  patients,  has  proved 
effective  where  other  steroids  have  failed. 
It  provides  prompt,  safe  relief  of  pain, 
stiffness  and  swelling  by  suppressing  the 
rheumatic  process15  - and  may  even 
forestall  crippling  deformities  if 
started  soon  enough.  Because  of  its 
low  dosage1'3  and  relative  freedom 
from  untoward  reactions,1'5  Kenacort 
provides  corticosteroid  benefits  to  many 
patients  who  until  now  have  been 
difficult  to  control.  It  is  particularly 
valuable  for  arthritic  patients  with 
hypertension,  cardiac  disease,  obesity 
and  those  prone  to  psychic  disturbances. 

SUPPLIED: 

Scored  tablets  of  1 mg.  - Bottles  of  50 
Scored  tablets  of  2 mg.  - Bottles  of  50 
Scored  tablets  of  4 mg.  - Bottles  of  30  and  100 


on  corticoids 


Kenacort  safely  starts  your  patients 
off  right  - with  all  the  benefits  of 
systemic  corticosteroid  therapy  and 
few  side  effects  to  worry  about. 

Increased  corticoid  activity  is  provided 
on  a low  dosage  schedule13  without 
edema,14  psychic  stimulation,1'3 
or  adverse  effect  on  blood  pressure.1'3’5 
A low  sodium  diet  is  not  necessary.4’5 
Gastrointestinal  disturbances  are 
negligible2'4  5 with  less  chance  of  peptic 
ulcer.4  This  makes  Kenacort  particularly 
valuable  in  treating  your  "problem 
patients"  - such  as  the  obese  or 
hypertensive  and  the  emotionally  disturbed. 

REFERENCES:  • 1.  Freyberg,  R.  H.;  Bemtsen. 

C.  A.,  Jr.,  and  Heilman,  l:  Arth.  & Rheum. 

1:215  (June)  1958.  • 2.  Sherwood,  H.,  and 
Cooke,  R.  A.:  J.  Allergy  28:97  (March)  1957. 

• 3.  Shelley,  W.  B.;  Harun,  J.S.,  and  Pillsbury, 

0.  M.:  J.A.M.A.  167:959  (June  21)  1958. 

• 4.  Dubois,  E.L.:  California  Med.  89:195 
(Sept.)  1958.  • 5.  Hartung,  E.F.:  J.A.M.A. 

167?973  (June  21)  1958. 


for  all  your 
arthritic 
patients 
requiring 
corticoids 
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SENSITIZE? 

USE 

POLYSPORINi: 

Polymyxin  B— Bacitracin  Ointment 

when  treating  topical  and  ophthalmic  infections 

A BROAD-SPECTRUM  ANTIBIOTIC  OINTMENT 


For  topical  use:  Vi  oz.  and  1 oz.  tubes. 

For  ophthalmic  use:  % oz.  tubes. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


EXAMINATION  TABLE  ROLLS 

All  Sizes  Available 
Smooth  and  Crepe  Paper 


PROFESSIONAL  TOWELS 

Best  Quality  Cellulose 
White  and  Green 

TIDI  IS  YOUR  BEST  BUY 

Carried  by  leading  supply  houses 
throughout  the  U.S.A. 

Ask  your  Supplier  for  TIDI 

M’fd.  by  TIDI  PRODUCTS,  Pomona,  California 
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ORAL  ANTIDIABETIC  THERAPY  HAS  NOT  FAILED 
FOR  THIS  PATIENT.-.thahksto  DIT^BINESE 

brand  of  chlorpropamide 


The  specific  pharmacologic  properties  of  Diabinese 
— high  activity,  freedom  from  metabolic  degrada- 
tion, and  gradual  excretion  — permit  (1)  prompt 
lowering  of  elevated  blood  sugar  levels  without  a 
“loading"  dose,  and  (2)  smooth,  sustained  mainte- 
nance “devoid  of  . . . marked  blood  sugar  fluctua- 
tions”1 on  convenient,  lower-cost,  once-a-day 
dosage.  This  is  the  consensus  of  extensive  clinical 
literature.1-11  Widespread  use  of  Diabinese  since 
its  introduction  has  confirmed  the  low  incidence  of 
side  effects  reported  by  the  original  investigators. 


tablets / once-a-day  dosage 

effective  in  85°/o  of  patients  who 
have  become  refractory  to  other 
oral  agents 

(Pfizer)  Science  for  the  world's  well-being 


PFIZER  LABORATORIES,  Brooklyn  6.  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


Thus,  Diabinese  merits  first  consideration  for  any 
diabetic  presently  receiving  or  potentially  better 
managed  with  oral  therapy  — including  many  dia- 
betics for  whom  previous  oral  agents  have  proved 
ineffective. 

Supplied:  Tablets,  white,  scored  250  mg.,  bottles  of 
60  and  250;  100  mg.,  bottles  of  100. 


I . Greenhouse,  B.:  Ann.  New  York  Acad.  Sc.  74:643, 1959.  2.  Dobson, 
H.,  et  al.:  Ibid.,  p.  940.  3.  Forsham,  P.  H.;  Magid,  G.  J.,  and  Doro- 
sin,  D.  E.:  Ibid.,  p.  672.  4.  Beaser,  S.B.:lbid.,p.701;New  England 

J.  Med.  259:573,  1958.  5.  Bloch,  J.,  and  Lenhardt,  A.:  Ann.  New 
York  Acad.  Sc.  74:954, 1959.  6.  O'Driscoll,  B.  J.:  Lancet  2:749, 1958. 
7.  Hadley,  W.  8.;  Khachadurian,  A.,  and  Marble,  A.:  Ann.  New  York 
Acad.  Sc.  74:621,  1959.  8.  Duncan,  G.  G.;  Schless,  G.  L.,  and  De- 
meshkieh,  M.M.A.:  Ibid.,  p.  717.  9.  Handlesman,  M.  B.;  Levitt,  L., 
and  Calabretta,  M.  F.:  Ibid.,  p.632.  10.  Hills,  A.G.,  and  Abelove,W. 
A.:  Ibid.,  p.  845.  11.  Drey,  N.  W.,  et  al.:  Ibid.,  p.  962. 


waters 


TABLETS  • CAPSULES  • ELIXIR  ■ EXT 


In  each  Tablet, 
Capsule  or  tsp. 

(5  cc.)  of  Elixir 

Hyoscyamine  sulfate 
0.1037  mg. 
Atropine  sulfate 

0.0194  mg. 

Hyoscine  hydrobromide 
0.0065  mg. 
Phenobarbital 

(i/4  gr.)  16.2  mg. 


Prescribed  by  more  physii 
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i it’s  as  easy  as  1,  2, 3 to  use 


(HYDROCHLOROTHIAZIDE) 


Initiate  therapy  with  hydroDIURIL:  one  25  mg.  tablet  or  one  50  mg. 

I tablet  once  or  twice  a day.  hydroDIURIL  by  itself  often  causes  an  adequate 
drop  in  blood  pressure  over  a period  of  two  to  three  weeks.  This  may  be  all  the 
therapy  some  patients  require. 


Add  or  adjust  other  agents  as  required:  hydroDIURIL  enhances  the 
activity  of  all  commonly-used  antihypertensive  agents;  thus,  the  dosage  of 
other  medication  (rauwolfia,  reserpine,  hydralazine,  veratrum)  should  be  initiated 
or  adjusted  as  indicated  by  patient  condition.  If  a ganglion-blocking  agent  is 
contemplated  or  being  used,  usual  dosage  must  be  reduced  by  50  per  cent. 


I Adjust  dosage  of  all  medication:  the  patient  must  be  frequently 
observed  and  careful  adjustment  of  all  agents  should  be  made  to  establish 
optimal  maintenance  dosage. 


Supplied:  25  mg.  and  50  mg.  scored  tablets  hydroDIURIL  (Hydrochlorothiazide)  bottles  of  100  and  1,000. 

Additional  literature  for  the  physician  is  available  on  request. 

hydroDIURIL  is  a trademark  of  Merck  & Co.,  Inc  Trademarks  outside  the  U.  S.:  DICHLOTRIDE,  DICLOTRIDE,  HYDROSALURIC. 
MERCK  SHARP  & D0HME,  Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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the  house-call  antibiotic 

COSA-SIGNEMYCIN 

glucosamine-potentiated  tetracycline  with  triacetyloleandomycin 


wide  range  of  action  is  reassuring  when  culture  and  sensitivity 
tests  are  impractical 


More  than  90  clinical  references  attest  to  the  superiority  and  effectiveness  of 
Cosa-Signemycin  (Signemycin).  Bibliography  and  professional  information  booklet 
available  on  request. 


capsules:  125  mg.,  250  mg. 

oral  suspension:  raspberry  flavored,  2 oz.  bottle,  125  mg.  per  teaspoonful  (5  cc.) 
pediatric  drops:  raspberry  flavored,  10  cc.  bottle  (ivith  calibrated  dropper), 

5 mg.  per  drop  (100  mg.  per  cc.) 


Science  for  the  world’s  ivell-being 


PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 
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now 


new 

50  gram 


smaller,  portable  container 

topical  “Meti”  steroid  relief  in  a pocket-size  dispenser 
that  patients  can  carry  with  them 


savings  to  patients 

the  advantages  of  topical  “Meti”  steroid  therapy  at  a 
price  comparable  to  many  nonsteroid  preparations 


least  wasteful 

supplies  sufficient  medication  for  average  short-term  „ / . 

therapy  at  lower  initial  cost 

quick  relief 

for  poison  ivy  dermatitis,  summer  exacerbations  of 
skin  allergies 


with  :izzmyc.i\ 

50  Gm.  container— 16.6  mg.  prednisolone.  50  Gm.  container— 16.6  prednisolone 
150  Gm.  container — 50  mg.  prednisolone.  and  16.6  mg.  neomycin  sulfate. 

Meti-Derm,®  brand  of  prednisolone  topical.  Gm.  container  50  mg.  prednisolone 

Meti,®  brand  of  corticosteroids.  and  50  mg.  neomycin  sulfate. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY  s.,e! 


Give  Us  A Trial  On  Your 


TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from  level 
of  shoulders  to  tip  of  sacrum;  circumference  of 
pelvis  above  trochanters;  circumference  of  waist; 
height  and  weight. 

CHRISTOPHER'S 

BRACE  AND  LIMB  CO. 

2231  Montana  St. 

KE  2-9690  EL  PASO,  TEXAS 


unexcelled 


'potentiation  • efficacy  • toleration 


in  broad-spectrum  antibiotic  therapy 


COSA-TERRAMYCIN 

oxytetracycline  with  glucosamine 


capsvles 

oral  suspensioti 

pediatric  drops 

125  mg. 

peach  flavored, 

peach  flavored, 

250  mg. 

125  mg.  per  tea- 
spoonful (5  cc.), 
2 oz.  bottle 

100  mg.  per  qc. 

(5  mg.  per  drop), 
10  cc.  bottle 
(with  calibrated 
dropper) 

Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


What  is  the  diagnosis 


Mrs.  X,  age  35 — physical  findings  negative. 

Complaints : Constipation,  alternating  with  periods  of  diarrhea, 
tenesmus,  flatulence,  colicky  pains,  easy  fatig- 
ability, anorexia,  periodic  dull  headaches  and 
muscle  pains. 

Many  times  these  symptoms  point  to  E.  histolytica,  the  parasite 
most  often  misdiagnosed,1  and  far  more  prevalent  than  gener- 
ally suspected.234 

Accurate  diagnosis  of  amebiasis  can  be  made  with  the  MOAN 
TEST  on  a single  5 cc.  blood  sample.  More  dependable  than 
fecal  examination ; no  special  laboratory  equipment  or  training. 


Write  for  descriptive  literature: 


1.  Elsdon— Dew,  R.:  S.  Af r . Med.  J. 
32:89  (Jan.,  1958) 


MOBAC  LABORATORIES  3 

85  Lansdowne  Avenue  • Lansdowne,  Penna.  4. 


Webster,  B.  H.:  Am.  Pract.  & Dig. 
Treat.  9:897  (June,  1958) 

D’ Antoni,  J.  S.:  New  Orleans  Med . 
8,  Surg.  J.  102:55  (Aug.,  1949) 
Rinehart,  R.  E. , Marcus,  H.:  North- 
west Med.  54:708  (July,  1955) 
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tablets  • alka  capsules 


(phenylbutazone  geigy) 


potent  • nonhormonal  • anti-inflammatory  agent 


BUTAZOLIDIN  tablets  orthe  Alka  cap- 
sules are  equally  effective  but  indi- 
vidually adaptable  in  a wide  range  of 
arthritic  disorders. 

Recent  clinical  reports  continue  to 
justify  the  selection  of  Butazolidin 
for  rapid  relief  of  pain,  increased 
mobility,  and  early  resolution  of 
inflammation. 

Gouty  Arthritis:  "...95  per  cent  of  pa- 
tients experienced  a satisfactory  re- 
sponse . . 

Rheumatoid  Arthritis:  In  "A  total  of 
215  cases. ..over  half,  50.7  per  cent 
showed  at  least  major  improvement, 


with  21.8  per  cent  showing  minor  im- 
provement  ”3  Osteoarthritis:  301 

cases  showed  “...a  total  of  44.5  per 
cent  with  complete  remission  or  ma- 
jor improvement.  Of  the  remainder, 
28.2  per  cent  showed  minor  improve- 
ment  ”3  Spondylitis:  All  patients 

“...experienced  initial  major  improve- 
ment that  was  maintained  throughout 
the  period  of  medication.”3  Painful 
Shoulder  Syndrome:  Response  of  70 
patients  with  various  forms  showed 
“...8.6  per  cent  complete  remissions, 
47.1  percent  major  improvement,  20.0 
per  cent  minor  improvement....’’3 


References:  1.  Graham,  W.:  Canad. 
M.  A.  J.  79:634  (Oct.  15)  1958. 
2.  Robins,  H.  M.;  Lockie,  L.  M.;  Nor- 
cross,  B.;  Latona,  S.,  and  Riordan, 
D.  J.:  Am.  Pract.  Digest  Treat. 
8:1758,  1957.  3.  Kuzell,  W.  C.;  Schaf- 
farzick,  R.  W.;  Naugler,  W.  E.,  and 
Champlin,  B.  M.:  New  England  J. 
Med.  256:388,  1957. 

Availability  BUTAZOLIDIN®  (phenyl- 
butazone geigy):  Red  coated  tablets 
of  100  mg.  BUTAZOLIDIN®  Alka: 
Capsules  containing  BUTAZOLIDIN® 
(phenylbutazone  geigy),  100  mg.; 
dried  aluminum  hydroxide  gel, 
100  mg.;  magnesium  trisilicate 
150  mg.;  homatropine  methylbro- 
mide,  1.25  mg.  ■ 

geigy 

ARDSLEY,  NEW  YORK 


02959 
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for  the  “more  than  ordinary  virulence'’1 


DEFIANT  Staph,  aureus,  even  phage  type  80/81— 
Antibiotic-resistant  strains  of  hemolytic  streptococci 
and  staphylococci  present  an  increasingly  serious 
problem.  Currently,  type  80/81  staphylococci,  “. . . highly 
infective  and  possessed  of  more  than  ordinary 
virulence...’"  are  particularly  implicated  in  outbreaks 
of  furuncles,  carbuncles,  postoperative  and  other 
serious  infections  unresponsive  to  antibiotic  treatment.’ 
In  some  areas,  “wide  and  rapid”'  * dissemination 
of  these  organisms  is  reaching  “epidemic’"  proportions. 


DEFEATED  by  Triburon  & Triburon-HC,  the  new 
topical  microbicide— Extensive  in  vitro  and 
in  vivo  tests  demonstrated  wide-spectrum  strength 
of  Triburon3  4 “. . . superior  even  to  penicillin  . . ."3 
and  an  effectiveness  against  pathogenic 
cocci,  streptococci  and  staphylococci,  regardless  of 
their  resistance  to  antibiotics.  Strains  of 
staphylococci  which  responded  to  Triburon 
included  four  identified  as  belonging  to  phage 
group  80/81.3-4 
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of  Staph,  aureus  80/81 

a NEW  wide-spectrum, 
nonirritating  topical  microbicide 
for  the  control  of  primary  and 
secondary  infections  of  the  skin 

IFiburon  ointment 

chloride 

lriburon-HC  ointment 

(hydrocortisone  0.5%) 

not  an  antibiotic  • not  a sulfonamide  • not  a nitrofuran 


Of  397  patients  treated  with  Triburons— plain  or  with  hydrocortisone - 
for  a variety  of  topical  infections,  351  (88%)  were  cured  or  improved. 
Conditions  included  infected  dermatophytosis,  tinea,  atopic 
dermatitis  and  other  secondary  skin  infections,  as  well  as  operative 
and  traumatic  wound  infections.  Pathogens  included  phage  80/81  strains. 

TRIBURON-for  prevention  and  treatment  of  skin  and  other  surface 
infections  such  as  pyodermas,  furunculosis,  infected  dermatoses, 
pustular  folliculitis  and  infected  burns. 

(Triburon-impregnated  dressings  can  be  autoclaved.)  Available:  Ointment, 
containing  0.1  per  cent  Triburon,  in  1-oz  tubes  and  1-lb  jars. 

TRIBURON-HC-for  prevention  and  treatment  of  skin  and  other 
surface  infections  when  the  anti-inflammatory  and  antipruritic  action 
of  a steroid  is  desirable.  Available:  Ointment,  containing  0.1  per  cent 
Triburon  plus  0.5  per  cent  hydrocortisone,  in  5-Gm  and  20-Gm  tubes. 

References:  1.  J.  E.  Blair  and  M.  Carr,  J.A.  M.A.,  166:1192,  1958.  2.  M.  L.  Koch, 

D.  Lepley,  Jr.,  C.  M.  Schroeder  and  M.  B.  Smith,  J.A.M.A.,  169:99,  1959. 

3.  R.  J.  Schnitzer  and  E.  Grunberg,  Antibiotics  & Chemother.,  in  press. 

4.  R.  J.  Schnitzer,  E.  Grunberg,  W.  F.  DeLorenzo  and  R.  E.  Bagdon,  Antibiotics  & 
Chemother.,  9:267,  1959.  5.  Reports  on  file,  Roche  Laboratories. 

TRIBURON®  CH LORI DE  — brand  of  triclobisonium  chloride  ROCHE® 


ROCHE  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc  • Nutley  10  • N.  J. 
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Orthopaedic  Surgery  Notes  — Importance  of  Instruments 

in  Surgery  

By  W.  Compere  Bosom,  M.D.,  El  Paso,  Orthopaedic  Editor 

Non-Trombocytopenic  Purpura  as  an  Allergic  Response 

By  William  E.  Dozer,  M.D.;  Robert  Beers,  M.D.;  and 
Ashton  B.  Taylor,  M.D.;  Phoenix 


Treatment  of  Vaginal  Infections Page  437 

By  Sewell  K.  Starcke,  M.D.,  Carlsbad,  N.M. 

Dr.  Lewis  M.  Overton  of  Albuquerque  Elected  President 

of  New  Mexico  Medical  Society Page  441 

Photo  Report  on  the  Space  Medicine  Meeting  of  the 
New  Mexico  Medical  Society,  Las  Cruces,  May  5-7  Page  443 

Western  Association  of  Railway  Surgeons  to  Meet  in  Denver 

Sept.  10-12  Page  448 
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AN  EFFECTIVE  METHOD 

TO  MURE  ASTHMA 


HAY  FEVER 

SINUS 

ALLERGY  PATIENTS 


Hospital-accepted  Puritron  quickly  clears  any 
room  of  irritating  dust,  pollen,  smoke  and  odors. 

Puritron’s  unique  filtering  action  pulls  irritating  dust, 
pollen  and  smoke  out  of  the  air  . . . forces  them  through  a 
superfine  fiberglas  filter.  The  air  then  passes  before  an  elec- 
tronic tube.  Its  sanitizing  power  reduces  the  threat  of  in- 
visible particles  that  often  trigger  allergic  reactions. 

At  the  same  time,  this  unique  electronic  achievement 
floods  the  air  with  a high  concentration  of  “negative  Ions” 
— invisible,  energized  particles  in  the  air,  now  performing 
medical  miracles  through  “Ion  Therapy”  in  hospitals  all 
over  the  world.  Sufferers  report  remarkable  relief  from 
respiratory  discomfort. 

Your  patients  breathe  easier  . . . sleep  better,  as  Puritron 
circulates  a constant  supply  of  clean,  Spring-fresh  air  — 
even  in  unventilated  rooms. 


Names  of 
Hospitals 
Using 

PURITRON 
Furnished  on 
Request 


DOCTORS  WHO  TESTED  PURITRON  IN  THEIR  OWN  HOMES,  ON  THEIR 
OWN  FAMILIES  ...  IN  THEIR  OFFICES  AND  OPERATING  ROOMS  REPORT: 


"Within  a period  of  one  week  of  test- 
ing, the  Puritron  controlled  a stubborn 
form  of  respiratory  allergy  in  my 
daughter,  age  5.”  —A  Southern  Physician 

"Surpassed  all  expectations.  Performs 
miracles  for  a dust  allergy  patient.” 

—A  Pennsylvania  Physician 

“For  the  first  time  I woke  up  without 
sinus  trouble.”  —New  Jersey  M.D. 

"I  have  been  recommending  your  Puri- 
tron machine  . . . Some  of  my  patients 


have  purchased  the  machine  and  have 
found  it  to  work  excellently.  I myself 
have  used  it  now  for  some  time  and 
I also  can  say  that  the  machine  really 
works  pretty  well.” 

—A  New  England  Physician 

A famed  New  England  Allergist  in- 
stalled three  Puritrons  in  his  offices. 

A New  York  physician  has  discovered 
that  a Puritron  in  his  operating  room 
lessens  the  amount  of  mucous  present. 


Puritron’s  price:  $39.95.  Additional  information  on  request. 

$79.95  double-size  Office  Model  available  in  handsome  leather 


ALWAYS  SOLD  WITH  A MONEY-BACK  GUARANTEE  OF  SATISFACTION 
PURITRON,  15  STILES  STREET,  NEW  HAVEN,  CONNECTICUT 
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when  Blues  in  the  Night  are  due  to  infant  “Colic”  f. 


Barbicaine* 

oral  antispasmodic-sedative 

offers  prompt  relief 

Barbicaine's  local  anesthetic  action  usually  brings 
prompt  symptomatic  relief  of  gastrointestinal  spasm 
. . . often  in  minutes. 


keeps  baby  comfortable  longer 

Barbicaine's  mild  sedative  action  prolongs  the  sys* 
temic  relaxation  over  longer  periods  of  time. 

And  Barbicaine's  calibrated  plastic  drop-tip  bottle 
makes  it  easy  to  measure  accurately  when  mother 
adds  it  to  the  formula. 


For  Infants  under  20  lbs. 

20  to  30  lbs. 
30  to  40  lbs. 
For  Older  Children 


5 drops  q.i.d. 
10  drops  q.i.d. 
15  drops  q.i.d. 
20  drops  q.i.d. 


Each  cc.  of  Barbicaine  contains: 

Procaine  Hydrochloride,  U.S.  P.  . 50  mg. 

Pentobarbital 4 mg. 

Phenobarbital,  U.S.  P 4 mg. 

Available  in  15  cc.  plastic  dropper-tip  vial. 
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SOUTHWESTERN  MEDICINE 


Importance  of  Instruments  in  Surgery 


It  is  absolutely  essential  that  the  proper  in- 
struments and  supplies  be  available  for  the  suc- 
cessful completion  of  any  surgical  procedure.  This 
is  very  true  in  orthopaedic  surgery,  and  it  can 
certainly  be  all  too  true  in  surgical  operations  in 
other  fields.  For  instance,  if  the  proper  T-tube 
is  not  present,  one  cannot  complete  some  gall 
bladder  and  gall  duct  operations  as  well  as  one 
would  like  to  do.  It  is  also  true  that  without  the 
proper  internal  fixation  apparatus  or  the  proper 
instruments  for  it  regardless  of  the  surgeon’s  abil- 
ity the  procedure  cannot  be  completed  as  suc- 
cessfully as  it  might  be. 

Surgical  Procedure 

In  other  words  before  a surgical  procedure  is 
to  be  attempted,  an  instrument  and  supply  check 
should  be  performed  by  every  surgeon.  In  this 
way  one’s  results  and  technique  can  be  possibly 
improved. 

In  orthopaedic  surgery  it  is  essential  to  have 
the  following  instruments. 

These  can  be  arranged  more  or  less  in  groups, 
in-as-much  as  the  sharp  ones  can  be  kept  sep- 
arate from  the  heavier  and  blunt  instruments. 
Sharp  Instruments 

16  Small  Towel  Clips 
4 Lagenbeck  Elevators,  2 wide,  2 narrow 
2 Small  Rake  Retractors,  1 sharp,  1 dull 
1 Medium  Two- Prong  Rake  Retractor  sharp 
1 Medium  Four-Prong  Rake  Retractor  sharp 
4 Osteotomes,  *4",  /2",  and%"  in 

width 


2 Hibbs  Gouges,  and  ^4"  in  width 

1 Narrow  Gouge 

3 Curettes,  1 small,  1 medium,  1 large 

2 Single  Action  Ronguers 
1 Double  Action  Ronguer 

1 Double  Action  Bone  Cutter 
1 Breck  Cartilage  Knife,  for  knee  surgery, 
meniscus  removal 
1 Putti  Bone  Rasp 

1 Sharpening  Stone  of  suitable  width  for  the 
Breck  Cartilage  knife  and  for  the  osteotomes 
1 Triangular  File 

1 Fingernail  Drill 
Heavy  or  Blunt  Instruments 

2 Hammers — one  1-lb.  duraluminum  and  one 
2-lb.  brass  plated 

2 Pairs  of  Pliers,  1 large,  1 small 
2 Wire  Pliers 

1 Wire  Cutter 

2 Army  Retractors 
6 Hibbs  Retractors 

1 DePuy  Self-Retaining  Screw  Driver 

2 Zimmer  Self-Retaining  Screw  Drivers 
2 Plain  Screw  Drivers,  1 large,  1 small 

2 Lambotte-Farabeuf  Self-Retaining  Bone 
Holding  Forceps 
2 Lane  Bone  Holding  Forceps 

1 Lowman  Bone  Clamp 

2 Tower  Company  Hand  Drills 
2 Impactors 

Plenty  of  Pins 

There  should  be  a set  containing  an  adequate 
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supply  of  Kirschner  wires  both  of  the  small,  me- 
dium and  large  diameter  and  also  pins  of  suitable 
diameters  from  3/32nds  of  an  inch  on  up  to  large 
pins.  I like  the  Crowe  point  Tower  pins  because 
they  are  exceedingly  tough  and  they  are  not  very 
likely  to  break  in  case  I like  to  use  a pull-out  pin. 
I also  have  fully  threaded  pins  3/32nds  of  an 
inch  in  diameter  with  bolts  that  fit  on  each  end; 
also  half  threaded  pins  5/64ths  of  an  inch  and 
9/64ths  of  an  inch  in  diameter  made  by  Richards. 
With  this  set  I have  a double  action  wire  cutter 
which  is  actually  a bolt  cutter  of  a medium  size. 
Also  I have  a Breck  pin  cutter  and  also  a com- 
bination plier  and  wire  cutter  which  is  made 
commercially  for  cutting  fish  hooks. 

Drill  Points 

A full  set  of  drill  points  is  very  important  and 
this  includes  3/32nds  of  an  inch,  particularly 
7/64ths  of  an  inch  in  diameter  drill  points.  These 
drill  points  are  very  important  for  the  proper 


insertion  of  bone  screws.  There  should  be  a suit- 
able set  of  large  drill  points  for  all  occasions, 
for  instance,  in  the  use  of  peg  grafts  and  also  for 
the  easy  placement  of  Smith-Petersen  nails.  A 
smaller  type  drill  than  the  Smith-Petersen  nail 
needs,  is  necessary  for  the  pinning  of  femoral  neck 
fractures  whereas  the  hole  can  be  larger  and  the 
nail  more  easily  applied  in  intertrochanteric  frac- 
tures, since  these  require  a plate. 

Chuck  Key 

There  also  should  be  a chuck  key  attached  to 
each  hand  drill  and  also  several  extra  keys  in 
the  drill  point  set.  Wire  for  the  suturing  of  bones 
should  be  adequate  in  amount;  .040  and  .009  are 
useful  gauges.  The  wire  should  be  heavy  so  that 
it  will  not  break.  It  should  be  applied  with  two 
pliers  so  that  each  end  is  not  twisted  unduly.  It 
will  not  be  likely  to  break  therefore. 

(To  Be  Continued  in  August  Issue) 


Curious  Personal  Defenses  of  Physicians  and 
Surgeons  Against  the  Presence  of  a Psychiatrist. 


In  these  enlightened  later  days,  physicians  and 
surgeons  are  more  inclined  than  they  were  to  cal- 
ling on  a psychiatrist  before  it  should  become  nec- 
cessary  to  go  after  their  patients  with  a butterfly 
net  and  a straightjacket. 

They  have  even  been  heard  to  say,  “Thank 
heaven  for  the  psychiatrist;  he  takes  over  some  of 
my  worst  headaches  and  I can  sleep  at  night.”  A 
few  of  our  learned  national  societies  hold  semin- 
ars or  even  week-long  sessions  in  which  the  idea 
is  to  talk  about  psychiatry  although,  of  course, 
not  to  “do”  psychiatry. 

Now,  therefore,  the  question  is  this.  Why  does 
a physician  or  surgeon,  when  he  spies  a psychia- 
trist at  a cocktail  party,  say  quite  loudly,  “I’d  bet- 
ter stay  away  from  that  fellow;  he’s  likely  to 


psychoanalyze  me  or  read  my  mind  right  here  in 
the  open?”  Or,  why  does  a physician  or  a sur- 
geon. when  he  sees  two  psychiatrists  conferring  in 
a hospital,  have  to  ask,  “Who’s  analyzing  whom?” 
“Who’s  treating  whom?” 

Now  is  this  sort  of  thing  the  result  of  chance, 
or  is  it  related  to  the  unconscious,  to  wit,  and  to 
psychic  determinism?  The  latter  of  course. 

If  we  concede  that  physicians  and  surgeons  are 
defending  themselves,  then  the  question  is,  against 
what?  We  can  only  infer  that  our  colleagues 
suffer  from  unresolved  unconscious  conflicts,  ten- 
sions, and  guilt  feelings;  that  these  are  not  reliev- 
ed in  the  little  pomposities  of  everyday  life;  and 
that  jest  covers,  to  put  it  mildly,  a serious  lack  of 
inner  ease. 

— Procrastines,  El  Paso 
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ORIGINAL  ARTICLES 


Non-Thrombocytopenic  Purpura  as  an  Allergic  Response  to 

Meprobamate 

By  William  E.  Dozer,  m.d.,  Robert  Beers,  m.d.,  and  Ashton  B.  Taylor,  m.d.,  Phoenix 


A report  of  a case  of  severe  allergic  response 
to  one  400  mg.  meprobamate  tablet  is  presented. 
Because  of  the  continuing  wide-spread  use  of  the 
tranquilizing  drugs,  it  is  felt  that  a brief  summary 
of  the  pharmacological  action  and  possible  toxic 
manifestations  of  this  most  widely  used  of  the  at- 
arexic  agents  is  in  order. 

Meprobamate  (2  methyl,  2 n-propyl,  1,  3-pro- 
pandiol  dicarbamate)  was  first  synthesized  by 
Ludwig  and  Piech  in  1951.1  The  pharmacologi- 
cal properties  were  well-defined  originally  by  Ber- 
ger in  1954, 2 and  it  was  first  introduced  into  clini- 
cal medicine  in  early  1955  by  Selling.3 

The  drug  apparently  functions  as  an  interneu- 
ronal blocking  agent,  thereby  having  both  tran- 
quilizing and  muscle  relaxant  properties.  The  at- 
araxic  properties  stem  from  the  action  on  the  sub- 
cortical areas  of  the  central  nervous  system,  main- 
ly affecting  the  midbrain  and  the  diencephalon, 


manifestations  began  appearing  in  the  literature. 
These  included  drowsiness,  dizziness,  headache, 
uticaria  and  angioneurotic  edema.5  Later  more 
serious  reactions  such  as  purpura,  cardiac  arrhy- 
thmias and  bronchospasm  were  reported. 6’7,8,9 
These  are  summarized  in  the  table.  The  incidence 
of  side  effects  may  be  as  high  as  17%  in  highly 
allergic  individuals5  and  probably  is  1-3%  in  the 
general  population.10  The  more  serious  reactions 
being  much  less  frequent  than  the  milder  type. 

The  most  common  of  the  severe  reactions  are 
the  purpuric  lesions.  This  response  tends  to  oc- 
cur shortly  after  ingestion  of  the  medication  and 
often  within  several  hours  of  ingestion  of  the  first 
tablet.  It  is  typical  of  an  allergic  shock  organ  re- 
sponse.11 There  is  a predilection  for  the  inter- 
trigenous  areas  and  there  is  often  an  associated 
temperature  of  102°  or  more  along  with  weakness 
and  faintness.  It  generally  tends  to  occur  in  pat- 


Table  I 


C.N.S. 

Cardiac 

Pulmonary 

Skin  Mis. 

Drowsiness 

E.C.G.  (QRS)  Changes 

Bronchospasm 

Uticaria  Arthralgias 

Dizziness 

Atrial  Flutter 

Erythemia  L.  E.  Flare-up 

Weakness 

Atrial  Fibrilation 

Edema 

Headache 

Fever 

Ectopic  Ventricular  Beats 

Purpura 

thereby  giving  the  drug  some  anticonvulsant  pro- 
perties without  concomitant  cortical  depression. 

Success  of  Meprobamate 

The  success  of  meprobamate,  marketed  under 
the  trade  names  of  Miltown  and  Equanil,  was 
rather  astounding  and  the  demand  initially  out- 
stripped the  supply.  Within  a short  period  of 
time,  however,  reports  of  side  effects  and  toxic 


ients  with  an  allergic  history  or  background,  al- 
though this  is  not  a necessary  prerequisite. 

Case  Report 

Mr.  C.  G.,  a 49-year-old  white  male  executive, 
took  one  400  mg.  meprobamate  on  the  morning 
of  November  4,  1958.  There  was  no  previous 
known  contact  with  the  drug  or  with  any  similar 
agents  including  mephenesen  and  its  deritives. 
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The  patient  did  not  have  an  allergic  background 
and  was  taking  no  medication  regularly. 

Within  three  hours  patient  noted  onset  of  weak- 
ness, fatigue,  general  malaise,  and  pruritis  in  the 
axilla.  This  was  followed  by  moderately  severe 
chills  and  development  of  an  erythematous  rash 
in  the  axillar  and  groin.  The  patient’s  symptoms 
became  increasingly  severe;  his  temperature  rose 
to  102.5°;  and  the  rash  became  purpuric  in  na- 
ture and  rapidly  spread  to  involve  the  abdomen 
(see  figure). 

Patient  was  hospitalized  at  John  C.  Lincoln 
Hospital  Phoenix,  Arizona.  The  tourniquet  test 
was  markedly  positive  in  one  minute  and  routine 
laboratory  workup  was  as  follows: 

CBC  4.55  M.  rbc 

14.4  gm.  Hgb. 

13,200  wbc  (Segs,  78;  Stabs  12; 

Lymphs  9 

Eosins  1)  Platelets,  180,000 
Urine  Sp.G.  1.022 

Albumin — negative 
Sugar — negative 
Acetone — negative 
Microscopic — negative 

\ DRL  Negative 

Treatment  consisted  of  A.C.T.H.,  hydrocorti- 
sone and  bed  rest.  Recovery  was  uneventful  and 
patient  was  discharged  on  November  6,  1958  after 
two  days  hospitalization. 

Comment 

Clinically  this  was  a rather  alarming  case  as 
this  man  presented  himself  to  us  at  the  height  of 
the  allergic  response.  He  was  in  a shock-like 
state  with  a purpuric  rash,  a fever  of  unknown 
origin  and  leukocytosis.  Only  by  direct  question- 
ing was  the  ingestion  of  meprobamate  elicited. 

The  case  is  typical  in  that  the  onset  of  symp- 
toms occurred  within  several  hours  of  the  initial 
contact  with  the  drug.  The  clinical  picture  and 
the  distribution  of  the  rash  are  also  typical.  The 
absence  of  allergic  history  is  incidental. 


Summary 

A case  report  of  an  acute  episode  of  non-throm- 
bocytopenic  purpura  following  ingestion  of  a 
single  meprobamate  tablet  with  no  known  pre- 
vious contact  is  presented,  along  with  a brief  re- 
view of  the  pharmacological  action  and  toxic 
manifestations  of  this  widely  used  drug. 

Drs.  Dozer  & Beers,  461  W.  Catalina  Dr. 

Dr.  Taylor,  550  W.  Thomas  Rd. 
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Treatment  of  Vaginal  Infections* 


By  Sewell  K.  Starcke,  M.  D.,  Carlsbad,  N.  M. 


My  remarks  this  morning  will  be  limited  to  the 
more  practical  aspects  of  treatment  of  a few  types 
of  vaginitis,  most  of  which  I see  commonly  in 
my  practice.  It  will  be  far  from  a complete  pre- 
sentation in  these  few  minutes. 

Some  of  the  pharmaceutical  houses  would 
have  us  believe  that  therapy  for  vaginitis  is  ele- 
mentary. “Simply  use  our  preparation  X,”  they 
tell  us,  “it  will  cure  all  types  of  vaginitis.”  For 
many  reasons  such  shotgun  prescribing  is  not  to 
be  desired.  The  main  objection  as  I see  it,  is  in 
giving  a prognosis. 

For  some  types  of  vaginitis  the  treatment  is 
sure  and  simple.  When  I diagnose  Trichomonas 
vaginalis  I promise  nothing  and  then  explain  the 
headaches  and  uncertainties  in  treating  this  both- 
ersome but  never  dangerous  infection.  And  though 
drug  therapy  is  most  important,  sufficient  diag- 
nosis and  some  knowledge  of  vaginal  physiology 
at  different  ages,  makes  therapy  more  satisfactory. 

Cervix  Not  Considered 

In  this  paper  the  cervix  as  a cause  of  vaginal 
discharge  will  not  be  considered,  because  as  a 
general  rule  the  vaginal  mucosa  is  normal  in  the 
presence  of  chronic  cervicitis.  Vulvitis  as  a sep- 
arate entity  is  also  not  discussed.  Many  cases  of 
vaginitis  overflow  into  a vulvitis  which  is  sec- 
ondary. Such  secondary  cases  of  vulvitis  are  ac- 
tually part  and  parcel  of  the  vaginitis  and  respond 
to  the  treatment  of  the  vaginitis. 

I want  to  emphasize  the  importance  of  suffi- 
cient diagnosis  before  treatment.  To  facilitate  this 
we  should  make  sure  the  patient  does  not  douche 
or  has  not  used  local  medication  just  before  com- 
ing in  for  examination. 

Some  authors  state  there  should  be  no  douche 
for  seventy-two  hours  prior  to  examination.  For 
a woman  who  is  itching  and  can  get  temporary 
relief  from  a simple  acid  douche,  such  a request 
sounds  to  me  a bit  unreasonable.  Twenty-four 
hours  should  be  sufficient  time. 


♦Presented  at  Southern  New  Mexico  Clinical  Meeting,  Artesia, 
N.  M.,  Nov.  1958. 


A brief  history  is  nearly  diagnostic  in  some 
cases  but  in  others  may  even  be  misleading.  In 
the  examining  room  I use  the  following  procedure 
when  the  complaint  is  vaginal  discharge.  The 
patient  is  placed  in  lithotomy  position  and  a good 
light  is  focused  on  the  introitus.  A clean  glass  slide 
on  the  treatment  stand  has  three  large  drops  of 
saline  placed  on  it. 

A clean  dry  speculum  is  touched  to  the  region 
of  the  introitus  to  obtain  discharge.  The  tip  of 
the  speculum  then  touches  one  drop  of  the  saline 
to  release  some  of  the  discharge.  The  balance  of 
the  discharge  is  then  wiped  from  the  blade  of  the 
speculum  with  cotton.  The  speculum  is  now  in- 
serted into  the  vagina  to  inspect  the  cervix  and 
upper  vagina. 

No  lubricant  is  necessary  in  most  cases,  how- 
ever sometimes  a speculum  with  narrow  blades 
causes  less  discomfort  to  the  patient.  If  a chunky 
w'hite  discharge  is  present,  one  of  the  chunks  is 
obtained  and  placed  on  a drop  of  the  saline  and 
mashed  thin.  Otherwise  a sample  of  discharge 
from  the  upper  vagina  is  used. 

Inflamed  Meatus 

If  the  urethral  meatus  appears  inflamed,  it  is 
first  wiped  clean  with  cotton  and  the  urethra 
stripped  downward.  The  expressed  material  is 
placed  in  another  drop  of  the  saline.  After  doing 
bi-manual  and  rectal  examinations  the  wet  smears 
are  observed  under  the  microscope  and  the  diag- 
nosis usually  made  immediately  and  discussed  with 
the  patient. 

This  simple  amount  of  examination  properly 
prepared  for  and  performed  is  sufficient  for  ac- 
curate diagnosis  of  the  large  majority  of  cases  as 
are  seen  in  my  practice.  Some  authors  would  have 
us  culture  all  these  discharges.  From  the  scienti- 
fic standpoint  there  is  no  question  as  to  the  super- 
iority of  such  an  approach. 

However,  I believe  we  need  use  the  more  com- 
plete, and  thereby  much  more  expensive  approach 
for  only  the  occasion  problem  case,  which  be- 
haves in  an  atypical  manner.  At  least  ninety- 
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five  percent  of  these  cases  are  important  chiefly 
because  of  their  ‘bother  value’  to  the  patient.  That 
is,  they  do  not  and  will  not  endanger  the  life  of 
the  patient,  but  will  only  cause  her  to  feel  miser- 
able. 

Offending  Agent 

If  Trichomonas  vaginalis  is  found  to  be  the 
offending  agent,  a prescription  is  given  for  a 
vaginal  cream  with  directions  to  apply  twice  daily 
so  as  to  keep  the  entire  vagina  coated  with  the 
medication  continuously.  She  returns  in  one  week 
and  takes  no  douches. 

Usually  the  patient  feels  much  better  in  a day 
or  so  and  in  a week  has  no  complaints,  except 
of  the  treatment  itself  which  is  somewhat  messy. 
Samples  of  the  vaginal  and  urethral  discharge  are 
again  taken.  Absence  of  Trichomonas  organisms 
in  the  vaginal  specimen,  only  shows  that  the  medi- 
cation is  effective. 

However,  if  Trichomonads  are  found  in  the  dis- 
charge expressed  from  the  urethra  one  can  safely 
assume  that  some  special  therapy  will  be  needed 
for  Skene’s  ducts  or  the  urethra. 

If  no  Trichomonads  are  found  in  any  sample, 
the  centrifuged  sediment  from  a catheterized  urine 
specimen  is  examined.  If  Trichomonads  are  found, 
and  it  is  an  uncommon  finding,  the  help  of  an 
urologist  is  certainly  in  order. 

If  Skene’s  ducts  are  inflamed  they  can  be 
destroyed  by  the  coagulating  current  under  local 
anesthesia  in  the  office  or  general  anesthesia  in  the 
hospital. 

If  no  Trichomonas  organisms  are  found  at 
all  the  patient  should  continue  to  treat  herself 
at  home  for  at  least  one  month  and  continuously 
through  the  menstrual  period. 

Biggest  Problem 

Riba,  an  Urologist  at  Northwestern  University 
states  that  the  biggest  problem  in  resistant  Tricho- 
monas infection  is  the  eradication  of  foci  in  the 
urethral  area — Skene’s  ducts  or  anomalous  para- 
urethral ducts.  A series  of  forty  cases  were  treated 
by  fulguration  of  urethral  granulations  or  destruc- 
tion of  Skene’s  or  other  para-urethral  ducts 
through  the  McCarthy  panendoscope.  A few  had 
transurethral  resection  of  urethral  or  vesical  neck 
tissues.  His  results  were  uniformly  good. 

I have  had  no  experience  with  fulguration 
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treatment  above  the  lower  or  visible  portion  of  the 
urethra  but  I have  had  cases  which  although  im- 
proved, probably  needed  more  extensive  treatment 
in  the  upper  urethra  or  trigone  area. 

Acute  Flare-up 

Many  women  who  are  improved  bv  fulgura- 
tion of  Skene’s  ducts,  although  not  cured,  do  not 
return  unless  an  acute  flare-up  occurs.  It  is  my 
impression  that  they  discontinue  treatment  be- 
cause the  remaining  minor  symptoms  don’t  war- 
rant the  time,  trouble,  bother  and  expense  of 
further  treatment. 

In  recent  years  several  authors  have  stressed 
the  factor  of  the  husband  as  a carrier  of  Tricho- 
monas vaginalis.  In  fact  there  are  those  who 
would  label  this  condition  a venereal  infection. 
While  the  wife  is  under  treatment,  and  during  a 
subsequent  period  of  observation  to  determine  if 
a cure  has  been  effected,  the  husband  should 
wear  a condom  during  sexual  relations. 

Karnaky  claims  that  in  a matter  of  months 
the  Trichomonas  organisms  will  spontaneously  dis- 
appear in  a man  if  he  is  not  re-infected.  I have 
not  found  much  support  from  others  for  such  an 
optimistic  attitude.  On  the  contrary  some  claim 
that  Trichomonas  may  be  found  indefinitely  in 
the  male  if  he  is  not  treated,  however,  he  may 
have  no  subjective  complaints,  thus  the  carrier 
state  results. 

New  and  Better  Drugs 

In  the  treatment  of  Trichomonas  vaginalis  we 
continue  to  see  new  and  better  drugs  offered 
every  month  or  so.  This  only  proves  that  many 
of  the  drugs  are  equally  good,  or  perhaps  equally 
poor.  I usually  start  with  Allantomide  Vaginal 
Cream  or  Nylmerate  jelly  because  of  their  ease  of 
use  by  the  patient,  and  their  effectiveness  in  killing 
Trichomonads  in  the  areas  reached  by  the  medi- 
cation. 

In  addition  to  trichomonacidal  effect,  the  bet- 
ter preparations  incorporate  acid  buffering  agents 
and  lactose  or  a similar  sugar  to  promote  normal 
vaginal  physiology  and  thereby  normal  tissue  re- 
sistance. Wetting  agents  or  agents  to  lower  sur- 
face tension  are  supposed  to  aid  the  preparations 
in  penetrating  the  vaginal  rugae. 

It  is  obvious  that  these  agents  do  not  bring 
about  penetration  of  Skene’s  or  similar  para- 
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urethral  ducts.  Carbarsone,  oxytetracycline,  Ster- 
isil,  Vagisec  and  Floraquin  are  some  of  the  drugs 
in  common  use  along  with  many  others  too  num- 
erous to  be  very  important. 

Intolerable  Side  Effects 

The  very  few  cases  I have  treated  with  oral 
Tritheon  (Ortho),  after  much  other  treatment, 
were  not  benefited  or  got  intolerable  side  effects, 
which  precluded  adequate  therapy.  The  litera- 
ture shows  some  good  results,  but  several  writers 
state  that  Tritheon  is  not  the  answer  to  systemic 
therapy  for  Trichomonas. 

A few  years  ago  an  article  from  an  Army  hos- 
pital claimed  that  emotional  tension  tended  to 
bring  on  exacerbations  of  Trichomonas  vaginitis. 
Greenhill  substantially  agrees  with  this  attitude. 
This  is  of  little  importance  in  completely  curing 
the  condition,  for  no  exacerbation  could  occur  if 
the  organisms  wrere  not  already  present. 

I have  frequently  been  faced  with  the  problem 
of  treating  a recurrent  case  in  which  response  was 
prompt  but  no  remaining  focus  could  be  found 
and  the  husband  could  not  be  proved  to  be  re- 
sponsible. Many  of  these  women  after  local  therapy 
remain  symptom  free  for  considerable  periods  of 
time,  and  with  a small  amount  of  home  treatment 
intermittently,  can  remain  comfortable. 

Not  Ideal  Goal 

This  is  not  my  ideal  goal  in  treatment,  but  if 
these  women  realize  that  Trichomonas  vaginalis 
has  no  real  dangers  for  the  future,  most  of  them 
accept  such  a regime.  Until  more  satisfactory 
treatment  is  available  I will  probably  continue  this 
approach. 

The  question  of  treatment  of  asymptomatic 
cases  occasionally  comes  up.  These  cases  are  com- 
monly found  if  one  routinely  examines  fresh  sam- 
ples of  the  vaginal  discharge  under  the  micros- 
cope. Besides  the  women  who  disclaim  any  dis- 
charge, there  is  that  fairly  large  group  who  admit 
to  some  discharge  but  have  no  bothersome  symp- 
toms if  they  douche  regularly. 

If  a focus  of  Trichomonas  infection  can  be 
found  in  the  cervix  or  urethra,  these  can  be  im- 
proved by  therapy,  however,  if  there  is  no  appear- 
ance of  inflammation  seen  anywhere,  I believe  that 
treatment  is  unnecessary  and  I feel  sure  that  the 


patient  will  suffer  no  damage  to  her  health  as  a 
result. 

Comments 

A few  comments  regarding  certain  phases  of 
trichomoniasis  therapy  are  in  order  here.  I have 
said  nothing  about  office  insufflation  of  powder. 
Some  authors  would  have  us  think  it  is  essential 
for  cure.  Formerly  I insufflated  Floraquin.  Ceepryn 
and  several  others  at  different  times.  If  the  patient 
cooperates  in  the  continuous  and  consistent  use 
of  a cream  or  tablet  therapy  at  home  I believe  the 
end  result  will  be  just  as  good.  Powder  insufflators 
are  messy  at  best.  The  older  books  rather  uni- 
formly advocated  thorough  cleansing  of  the  vagina 
with  tincture  of  green  soap  at  the  first  visit.  For 
cases  with  acute  inflammation  this  is  like  pouring 
salt  in  a wound.  This  would  discourage  many 
women  from  ever  returning  and  I’m  sure  it  is 
not  necessary. 

Drug  of  Choice 

In  regard  to  the  drug  of  choice  in  the  treat- 
ment of  Trichomonas  vaginalis,  I doubt  if  any 
one  is  far  ahead  of  the  rest.  Many,  many  drugs 
will  kill  Trichomonas  in  the  vagina.  I am  aware 
of  none  which  will  penetrate  into  the  para-ure- 
thral ducts  to  kill  the  organisms  there. 

To  recapitulate  what  I think  is  most  import- 
ant in  the  treatment  of  Trichomonas  vasfinalis: 

1.  Eradicate  the  organism  from  the  urinary 
tract. 

2.  Protect  against  re-infection  from  the  hus- 
band. 

3.  Continuous  treatment,  whether  bleeding  or 
not,  with  a tendency  to  prolong  the  period  of 
treatment. 

Treatment  of  Hemophilus  Vaginitis 

Since  I do  not  routinely  take  cultures  of  vaginal 
discharges,  I do  not  know  how  many  of  my  cases 
of  non-specific  vaginitis  should  be  put  in  this  cate- 
gory. This  group  of  cases  of  non-specific  vaginitis 
has  not  been  large  in  my  experience  and  as  a rule 
has  not  been  troublesome  from  the  standpoint  of 
therapy.  I have  used  Ortho’s  Triple  Sulfa  Vagi- 
nal Cream  in  such  cases  for  many  years  and  now' 
find  it  listed  as  one  of  the  effective  drugs  in  Hemo- 
philus vaginitis.  Sterisil  as  well  as  other  drugs  are 
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also  claimed  to  be  effective  agents  in  this  condi- 
tion. 

Treatment  of  Candida  Albicans  (Monilia) 

The  use  of  Mycostatin  vaginal  suppositories  by 
the  patient  at  home  has  been  very  satisfactory  in 
my  experience.  And  I cannot  recall  any  undesir- 
able side  effects.  In  pregnancy,  some  cases  need 
only  temporary  treatment  and  others  tend  to  recur 
until  delivery'  and  need  treatment  throughout 
pregnancy. 

There  is  no  question  as  to  the  effectiveness  of 
gentian  violet  in  its  various  forms.  But  after  ob- 
serving a few  sensitivity  reactions  I prefer  Mycos- 
tatin. Fatty  acid  preparations  such  as  Propion  Gel 
have  had  good  reports  but  have  not  been  con- 
sistently effective  in  my  experience.  I believe  there 
is  no  objection  to  using  intra-vaginal  therapy  up 
to  full  term  pregnancy,  if  soap  and  water  cleanli- 
ness is  observed  in  the  technique  of  application. 

When  Candida  infection  is  the  sequel  to  an- 
tibiotic administration  the  patient  should  be  made 
aware  of  the  situation  to  guard  against  its  recur- 
rence if  she  is  under  another  doctor’s  care  later  on. 
The  combination  of  Nystatin  with  the  broad  spec- 
trum antibiotic  is  said  to  eliminate  this  hazard. 
Squibb’s  Mysteclin  is  an  example  of  such  a drug 
combination. 

Treatment  of  Vaginitis  in  Children 

The  antibiotics  have  made  the  treatment  of 
these  conditions  much  simpler  than  previously. 
Gonorrheal  infections  usually  respond  to  peni- 
cillin. One  point  merits  emphasis — until  the  diag- 
nosis of  gonorrhea  is  positive  it  should  not  be  la- 
beled as  such  to  the  patient  or  family.  In  the  ab- 
sence of  suitable  cultures  the  diagnosis  is  fre- 
quently insecure. 

Severe  psychological  trauma  may  be  done  to 
a young  girl,  which  involves  her  family  relation- 
ship and  her  later  attitude  toward  the  opposite  sex. 


When  the  diagnosis  is  positive,  it  is  just  as  im- 
portant to  find  the  contact. 

Foreign  bodies  in  the  vagina  characteristically 
lead  to  a blood-tinged  discharge  after  a period  of 
time.  Thorough,  but  gentle  examination  through 
a small  vaginoscope  or  combined  rectal  digital  ex- 
amination while  passing  a sound  in  the  vagina, 
will  lead  to  the  diagnosis  and  obvious  treatment 
in  such  cases.  In  non-specific  infections  the  addi- 
tion of  estrogen  locally  to  the  vagina  in  addition 
to  the  indicated  antibiotic  is  usually  quite  effective. 

When  scratching  has  perpetuated  vulvar  skin 
changes,  hvdro-cortisone  ointment  sometimes  is 
very  effective.  Let  me  repeat  that  these  girls  from 
six  years  to  puberty  and  even  at  younger  ages  can 
be  examined  adequately  in  the  office,  in  most 
cases,  in  the  presence  of  their  mothers,  if  proper 
instruments  and  gentle  technique  are  used.  Gen- 
eral anesthesia  is  occasionally  warranted. 

Treatment  of  Senile  or  Post-Menopausal 
Vaginitis 

In  these  cases  I have  found  a local  estrogen 
cream  to  be  uniformly  effective.  Of  course,  in  this 
age  group  sufficient  examination  to  rule  out  malig- 
nancy is  assumed.  The  use  of  systemic  estrogen 
(oral  or  by  injection)  to  obtain  local  vaginal 
changes  seems  entirely  unwarranted  unless  there 
is  also  systemic  need  for  estrogen. 

If  relief  of  symptoms  is  not  satisfactory  but  the 
vaginal  mucosa  appears  normal,  the  urethra  should 
be  considered  as  a possible  source  of  symptoms. 
This  short  passageway  is  the  seat  of  much  low- 
grade  infection.  Its  proximity  to  the  vagina  should 
not  cause  us  to  make  wrong  a diagnosis.  This  pre- 
caution not  only  applies  to  these  older  women  but 
to  many  younger  women  as  well.  If  Trichomonas 
is  also  present,  therapy  of  a different  type  must  be 
added. 
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MEETINGS 


Dr.  Overton 


Dr.  Lewis  M.  Overton  of  Albuquerque 

Elected  President  of  New  Mexico  Medical  Society 


Dr.  Lewis  M.  Overton  of  Albuquerque  was 
elected  President  of  the  New  Mexico  Medical  So- 
ciety at  its  77th  annual  meeting  in  Las  Cruces, 
a three-day  gathering  on  the  subject  of  space 
medicine  with  experts  in  the  field  throughout 
the  U.  S.  participating  in  the  discussions.  One  of 


the  three  days  was  devoted  to  a tour  of  Holloman 
Air  Force  Base  near  Alamogordo,  N.  M.,  where 
considerable  pioneering  on  the  subject  of  space 
medicine  is  being  done.  Attendance  was  the  larg- 
est in  the  Society’s  history. 


Left  to  right,  Dr.  C.  Pardue  Bunch,  Artesia,  Speaker  of  the  House  of  Delegates,  a 
new  office  established  at  the  meeting;  Dr.  A.  L.  Haynes,  Clovis,  President-Elect ; 
Dr.  R.  C.  Derbyshire,  Santa  Fe,  Vice-S peaker  of  the  House  of  Delegates,  another 
new  office  established ; and  Dr.  James  C.  Sedgwick,  Las  Cruces,  retiring  President. 
Not  shown  are  Dr.  W.  E.  Badger,  Hobbs,  Vice-President ; and  Dr.  T . L.  Carr,  Al- 
buquerque, Secretary-T  reasurer. 


Other  new  officers  are  Dr.  A.  L.  Haynes,  Clo- 
vis, President-Elect;  Dr.  W.  E.  Badger,  Hobbs, 
Vice-President;  Dr.  T.  L.  Carr,  Albuquerque, 
Secretary-Treasurer;  Dr.  C.  P.  Bunch,  Artesia, 
Speaker  of  the  House,  a new  office  created  at  the 
meeting;  and  Dr.  R.  C.  Derbyshire,  Santa  Fe, 


Vice-Speaker  of  the  House,  also  a new  office. 
Dr.  James  C.  Sedgwick  was  the  retiring  President. 

The  1960  meeting  will  be  held  in  Albuquerque, 
May  10  through  13,  with  headquarters  at  the 
Western  Sky  Hotel. 
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Speakers  at  the  meeting  included  Dr.  F.  J.  L. 
Blasingame,  Chicago,  Executive  Vice-President 
of  the  American  Medical  Association  and  Past 
President  of  the  Texas  Medical  Association;  Dr. 
Eugene  B.  Konecci  of  Douglas  Aircraft  in  Santa 
Monica,  Head  of  the  Department  on  Human  Fac- 
tors in  Biological-Astronomical  Missiles  in  Space 
Travel;  Col.  John  P.  Stapp,  MC,  Chief,  Aero- 
medical  Laboratory  at  Wright  Air  Development 
Center,  Dayton,  Ohio;  Dr.  Randolph  W.  Love- 
lace of  the  Lovelace  Clinic  in  Albuquerque, 
Chairman,  National  Aeronautics  and  Space  Ad- 
ministration Special  Advisory  Committee  on  Life 
Sciences;  Col.  John  C.  Pickering,  MD,  Randolph 
Air  Force  Base,  San  Antonio,  Chief  of  Research, 
School  of  Aviation  Medicine;  Capt.  George  Ruff, 
MC,  Chief,  Biophysics  Branch,  Aeromedical  Lab- 
oratory at  Wright  Air  Development  Center,  Day- 
ton;  and  Hubertus  Strughold,  M.D.,  Ph.  D.,  Ran- 
dolph Air  Force  Base,  San  Antonio,  Professor  of 
Space  Medicine  and  Adviser  for  Research  at 
Headquarters  School  for  Aviation  Medicine. 

Dr.  Overton,  who  is  head  of  the  Orthopaedic 
Section  of  the  Lovelace  Clinic  in  Albuquerque, 
was  born  in  Rocky  Mount,  N.  C.,  and  received 
his  B.  A.  from  Duke  University  and  his  M.  D. 
from  the  University  of  Maryland.  He  interned  at 
the  University  of  Maryland  Hospital  in  Balti- 
more. He  then  took  a six-year  Fellowship  at  the 
Mayo  Foundation  of  the  University  of  Minnesota. 

Joins  Lovelace  Clinic 

He  entered  into  private  practice  in  Des  Moines, 
Iowa,  in  1936  and  during  World  War  II  served 
for  two  years  in  the  Navy,  with  18  months  in 
the  Pacific,  emerging  with  the  rank  of  Lieutenant 
Commander.  He  joined  the  Lovelace  Clinic  in 
1947. 

He  is  a Trustee  of  the  National  Society  for 
Crippled  Children  and  has  served  as  Medical 
Director  of  the  Cerebral  Palsy  School  at  Albu- 
querque and  as  President  of  the  Southwestern 
Surgical  Congress.  He  is  a Diplomate  of  the 
American  Board  of  Orthopaedic  Surgery  and  a 
Fellow  in  the  American  Academy  of  Orthopae- 
dic Surgeons. 

Dr.  and  Mrs.  Overton  have  two  daughters, 
Mrs.  Nancy  Carson  III  of  Albuquerque,  Mary, 
18,  and  a son,  Lewis,  Jr.,  who  is  a student  at 
Stanford  University. 

Excerpts  From  Address 

Excerpts  from  Dr.  Sedgwick’s  retiring  address 
are: 


“It  is  to  a discussion  of  principles  and  ideals 
that  I wish  to  devote  the  greater  part  of  my  al- 
lotted time  today.  A year  ago  last  December,  at 
the  Philadelphia  meeting  of  the  American  Medi- 
cal Association,  Dr  David  B.  Allman  closed  his 
presidential  address — a masterful  explanation  of 
the  American  Medical  Association’s  opposition  to 
Forand  type  legislation — with  the  following  re- 
mark: 'I  will  not  sacrifice  principle  for  expediency 
or  the  dollar  sign’. 

“Throughout  my  year’s  term  of  office,  I have 
noticed  repeatedly  that  the  woes  and  tribulations 
and  difficulties  with  which  American  medicine 
is  faced  today  have  been  brought  on,  in  large 
part,  by  our  deliberate  ignoring  of  that  one  ideal. 
Gentlemen,  I say  to  you  that  we  have  no  one 
but  ourselves  to  blame  for  many  of  the  problems 
with  which  we  are  faced  today,  simply  because 
we  forgot  principle  for  expediency,  for  the  dollar 
sign.  All  of  the  social  planners  and  pink-tinged 
brethren  could  have  had  no  impact  upon  us,  had 
we  but  adhered  to  that  one  ideal  . . . 

Sacrifice  of  Principle 

“By  our  sacrifice  of  principle,  we  are  allowing 
encroachment  upon  the  freedom  of  practice  of 
medicine  by  Forand-type  legislation.  Our  free- 
dom is  being  endangered  by  the  broadening  of 
Social  Security  benefits — -and  the  eventual  eco- 
nomic ruin  of  this  country  through  the  taxation 
necessary  to  finance  such  a program,  and  by  the 
increased  scope  of  activity  of  our  Public  Health 
Department.  All  of  this,  simply  because  we  are 
not  furnishing  the  American  public  with  what  it 
— shall  I say  ‘needs’ — certainly  not  what  it  wants 
in  the  way  of  medical  care  . . . 

“I  could  go  on,  citing  other  examples  of  vio- 
lations of  principle  by  our  own  physicians,  but 
time  does  not  permit.  There  is  one  rather  striking 
figure  I’d  like  to  mention,  that  comes  out  of  this 
study — and  that  is  the  figure  of  three  per  cent. 
The  United  Mine  Worker’s  fund  states  that  their 
fund  was  milked  by  three  per  cent  of  the  phy- 
sicians with  whom  they  dealt.  Three  per  cent 
of  Medicare  claims  submitted  to  your  state  office 
had  to  be  adjudicated.  All  of  the  questionable 
claims  submitted  to  the  State  Welfare  Depart- 
ment came  from  three  per  cent  of  our  physicians. 

Public  Wrath 

“Gentlemen,  are  we  to  go  on  letting  three  per 
cent  of  our  membership  bring  down  the  wrath 
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Photo  Report  on  the  Space  Medicine 


the  New  Mexico 
Medical  Society, 
Las  Cruces, 
May  5-7 


Meeting  of 


Above,  top,  physicians  and  their  families  saw 
a deceleration  experiment  in  which  the  subject 
underwent  a force  of  10  G’s  — the  enlisted  man 
in  the  top  photo  is  moving  down  an  18-foot  long 
“ Bopper ” track  just  prior  to  a sudden  stop.  In  the 
center  photo  are  the  Organ  Mountains,  which  lie 
between  Las  Cruces  and  Holloman  Air  Force  Base 
where  the  above  deceleration  experiment  was  part  of 
an  all-day  program  on  space  medicine.  Below,  the  sub- 
ject is  being  released  from  his  position  following  the 
deceleration  experiment,  which  recorded  by  both  a tracing 
and  an  oscillograph  an  electrocardiogram  of  the  subject 
during  the  experiment. 


A group  of  physicians  and  their  families  view  an  ex periment  at  Holloman 
underwent  a deceleration  force  of  25  G’s  on  a 120-foot  long  “Daisy”  track. 


Guests  line  a high  ridge  to  view  a high-speed  rocket  sled  run  on  the  new  35,000-foot  captive  missile  test 
track  at  Hollomon  Air  Force  Base. 


Attending  the  regular  spring  meeting  of  the  New  Mexico  Chapter  of  the  Western  Orthopaedic  Association 
held  at  close  of  the  New  Mexico  Medical  Society  meeting  on  May  7,  were,  back  row,  Dr.  David  M.  Cameron, 
El  Paso,  new  President  of  the  Texas  Orthopaedic  Society;  Dr  G.  W.  N.  Eggers,  Professor  of  Orthopaedics  at 
the  University  of  Texas  Medical  Branch  in  Galveston  and  guest  speaker;  Dr.  Louis  W.  Breck,  El  Paso,  President 
of  the  New  Mexico  Chapter;  Dr.  Jacob  Brontisky,  Albuquerque,  Secretary;  Dr.  Lewis  M.  Overton,  Albuquer- 
que, New  Mexico  Medical  Society  President;  Dr.  John  F.  Boyd,  Albuquerque;  Dr.  Sidney  Schultz,  Albuquerque ; 
and  Dr.  W.  C.  Westen,  Santa  Fe.  In  front  are  Dr.  R.  ].  Miller,  Los  Alamos;  Dr.  W.  Hunter  Vaughan,  El  Paso; 
Lt.  Col.  John  J.  Brennan,  William  Beaumont  Army  Hospital;  Dr.  James  D.  Stewart,  Veterans  Administration 
Hospital,  Albuquerque;  and  Dr.  Zigmund  W.  Kosicki,  El  Paso. 


Left  to  right,  Dr.  Albert  S.  Schwichtenberg,  Lovelace  Clinic, 
Ubuquerque ; Capt.  Eli  Beeding,  Holloman  Air  Force  Base; 

Knd  Dr.  Randolph  W.  Lovelace,  Albuquerque.  All  three  par- 
cipated  in  the  scientific  program. 


Lt.  Comdr.  John  Ebersole,  New  London,  Conn.,  left,  a 
\guest  speaker,  who  was  medical  officer  on  the  USS  Nautilus 
I and  the  USS  Sea  Wolf;  and  Dr.  Hubertus  Strughold,  Ph.  D.. 

Air  Force  Base,  San  Antonio,  guest  speaker  who  is 
of  Space  Medicine  and  Adviser  for  Research  at 
1 Headquarters  School  for  Aviation  Medicine. 


\Randolph 

Professor 


Left  to  right,  Capt.  George  Ruff,  MC,  guest  speaker,  Chief 
of  the  Biophysics  Branch  at  the  Aeromedical  Laboratory,  Wright 
Air  Development  Center,  Dayton,  Ohio;  Dr.  William  D. 
Sedgwick,  Las  Cruces,  in  charge  of  the  meeting’s  scientific 
program;  and  Major  ].  M.  Ganey,  MC,  Holloman  Air  Force 
Base. 


Dr.  and  Mrs.  (Dr.)  W.  E.  Badger,  Hobbs.  Dr.  Badger, 
right,  is  the  Society’s  new  vice-president. 


A view  of  the  120-foot  long  "Daisy”  track,  Holloma 
Air  Force  Base,  where  a deceleration  force  of  25  G 
was  created. 

Capt.  E.  R.  Archibald,  Holloman  Air  Force  Base, 
shown  with  a chimpanzee  which  displayed  its  abilii 
to  flip  a switch  when  a red  light  appeared  on  a pant 
Chimp  is  enjoying  reward  of  an  apple  for  its  effort 


Upper  left,  (1)  R.  E.  Flowers,  El 
Paso,  Ciba  Pharmaceutical  Products;  Dr.  R.  Kle- 
banoff,  Albuquerque ; and  F.  W.  Zelewski.  Denver, 
regional  director  for  Ciba.  (2)  Dr.  Jack  C.  Red- 
man, Albuquerque;  and  W.  L.  LaFortune,  Den- 
ver, The  Upjohn  Company.  (3)  Jack  Sarrazin, 
Denver;  and  Jack  Humbert,  Albuquerque,  both 
of  Schering  Corporation.  (4)  Stewart  Hutson, 
Southwestern  Surgical  Supply,  El  Paso;  Pat  Taw- 
son,  Mead  Johnson  and  Company;  and  W.  N. 
Coulter,  Mead  Johnson.  (5)  Bob  Williams,  El 
Paso,  Merck  Sharp  and  Dohme;  and  Frank  Fish- 
er, Denver,  Ross  Laboratories.  (6)  H.  W.  Pace, 
Fort  Worth;  and  F.  W.  Sjogren,  El  Paso,  both 
of  Parke  Davis  and  Company.  (7)  Alexander  C. 
Walker,  Albuquerque,  Geigy  Pharmaceuticals ; 
and  Bob  Mansfield,  Los  Angeles,  Geigy.  (8)  Eli 
Lilly  and  Company  representatives  W.  R.  Lindsey 
and  W.  R.  Coffman,  both  of  El  Paso.  (9)  Dr. 
and  Mrs.  Sidney  Schultz  of  Albuquerque  at  the 
Pfizer  Laboratories  exhibit.  (10)  Tom  Washing- 
ton, Albuquerque,  J.  B.  Roerig  and  Company ; 
and  Jerry  Hailey,  El  Paso,  Roerig.  (11)  LeRoy 
J.  Koepp,  El  Paso,  E.  R.  Squibbs  and  Sons;  and 
Dr.  Thomas  B.  Hoover,  Tucumcari.  (12)  E.  J. 
Fox,  Albuquerque,  Lederle  Laboratories ; and  N. 
H.  Bowman,  Jr.,  El  Paso,  G.  D.  Searle  and  Com- 
pany. (13)  Jack  R.  Mayes,  Dallas,  Abbott  Labor- 
atories; and  Joe  Bryan,  El  Paso,  Pfizer  Labora- 
tories. (14)  R.  L.  Hyer,  El  Paso,  and  D.  L. 
Holmes,  Albuquerque,  both  of  Winthrop  Labora- 
tories. 
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of  the  public  on  the  remaining  97  per  cent  of 
our  ranks?  Until  the  medical  profession  is  willing 
to  accept  responsibility  for  disciplining  its  own 
membership,  until  we  are  willing  to  control  the 
three  per  cent,  until  we  are  willing  to  guarantee 
to  the  public  quality  medical  care  at  a cost  they 
can  afford — we  shall  continue  down  our  self- 
chosen  road  of  self-destruction.  Standing  on  a 
soap-box  and  preaching  the  ‘virtues  of  the  medi- 
cal profession’  won’t  help  . . . 

“The  practice  of  medicine  in  this  state  and  in 
all  other  states  is  a privilege,  not  a right.  It  is  a 
privilege  granted  to  us  by  a board  of  medical  ex- 
aminers, and  by  a license  the  state  gives  us— and 
can  take  away.  Unless  we  are  willing  to  police 
our  own  ranks  to  guarantee  medical  care  of  high 
quality,  sooner  or  later  the  same  state — or  a fed- 
eral government — is  going  to  take  this  privilege 
away  from  us  and  run  the  practice  of  medicine 
in  America.” 


Holloman  Air  Defense  Center  Tour 
Reported  As  Excellent  By  Dr.  Basom 

The  following  is  a report  of  the  one-day 
tour  of  the  Holloman  Air  Defense  Center,  as 
reported  by  Dr.  W.  Compere  Basom,  Ortho- 
paedic Editor  of  SOUTHWESTERN  MED- 
ICINE. 

“We  were  transported  from  Las  Cruces  to  the 
Holloman  base  theatre,  where  Brig.  Gen.  Daniel 
E.  Hooks,  the  Commanding  General,  spoke  brief- 
ly. We  then  saw  an  excellent  movie  describing 
the  location  and  historical  background  of  this 
center,  which  lies  between  the  San  Andreas 
Mountains  on  the  west  and  the  Sacramento 
Mountains  on  the  east.  This  is  the  area  in  which 
the  early  Spanish  Conquistadores  traveled  and 
also  the  brave  Apaches  live.  Here  ages  ago  white 
sands  were  deposited  in  what  is  now  a national 
monument. 

“We  were  then  taken  to  the  sled-run  on  the 
high  speed  track  and  watched  the  demonstration 
of  an  actual  experiment  which  happened  to  be 
conducted  at  that  time.  In  fact  all  of  the  work 
at  the  center  was  going  on  under  its  usual  rou- 
tine and  we  were  merely  allowed  to  observe.  This 
area,  of  course,  is  one  in  which  the  first  atomic 


bomb  was  exploded  and  early  research  was  begun 
on  V-2  rockets. 

Space  Medicine 

“Space  medicine  is  primarily  concerned  with 
the  effects  of  various  rates  of  acceleration  and 
deceleration  on  the  organism  and  at  Holloman 
both  human  and  animal  types  are  being  utilized 
in  research.  We  saw  a demonstration  of  rather 
severe  acceleration  and  deceleration  demonstrat- 
ed by  one  of  the  doctors  and  then  later  a shorter 
type  of  experiment  using  one  of  the  technicians 
from  the  hospital.  Apparently  such  acceleration 
and  deceleration  have  quite  an  effect  on  the  car- 
diac rate  and  rhythm.  Electrocardiograms  con- 
nected with  the  subject  during  the  tests  revealed 
quite  a little  alteration. 

“The  importance  of  the  use  of  restraining  ap- 
paratus in  deceleration  for  the  prevention  of  in- 
juries was  brought  out  very  forcibly.  With  the 
proper  seat  belt  and  other  apparatus  it  is  possible 
to  withstand  large  amounts  of  deceleration  force 
without  injury.  This  merely  brings  out  the  well- 
known  fact  that  the  little  used  safety  belt  in  the 
automobile  is  a very  useful  bit  of  apparatus.  It 
would  probably  help  prevent  fractures  of  the 
knees  and  hips  and  other  injuries  if  the  passen- 
gers and  driver  would  only  use  them.  It  is  easy 
to  acquire  the  habit  of  merely  attaching  one’s 
safety  belt  when  one  gets  into  the  car  and  it 
might  some  day  save  the  wearer  from  a rather 
severe  or  even  crippling  injury  and  at  least  quite 
a bit  of  suffering. 

Deceleration  Experiments 

“Dr.  Harold  J.  von  Beckh,  Scientific  Advisor 
to  the  Chief  of  the  Aeromedical  Field  Laboratory 
at  Holloman,  made  the  presentation  concerning 
human  and  animal  deceleration  experiments  prior 
to  demonstration  on  the  “Bopper”.  Dr.  von  Beckh 
has  been  engaged  in  projects  and  has  often  used 
himself  as  a test-subject  in  jet  aircraft  to  study 
the  facts  of  acceleration  forces  immediately,  pre- 
ceding and  following  the  weightless  state.  This 
research  stimulates  the  Multi-g  condition  to  be 
experienced  during  the  space  vehicle  take-off, 
the  subgravity  period  during  space  flight  and 
abrupt  deceleration  of  re-entry  into  earth’s  at- 
mosphere. 

“Dr.  Sedgwick  expressed  appreciation  to  Lt. 
Col.  Rufus  R.  Hessberg,  MC,  Chief  of  the  Aero- 
medical Field  Laboratory,  and  his  staff  for  ar- 
ranging the  complete  scientific  program  for  the 
space  medicine  meeting.” 
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Western  Association  of  Railway  Surgeons 


Annual  meeting  of  the  Western  Association  of 
Railway  Surgeons  will  be  held  in  Denver  Sep- 
tember 10  through  12  with  headquarters  in  the 
Cosmopolitan  Hotel. 

Among  speakers  on  the  program  are  the  fol- 
lowing: 

Dr.  J.  A.  Bargen,  Chief  of  Medical  Sections, 
Mayo  Clinic,  Rochester,  Minn. 

Dr.  G.  V.  Brindley,  Sr.,  Board  of  Regents, 
American  College  of  Surgeons  and  Chief  Sur- 
geon for  the  Gulf,  Colorado  and  Santa  Fe  Rail- 
way Co.,  Temple,  Tex. 

Dr.  A.  C.  Broders,  Sr.,  Chief  of  Section  on 
Pathology,  Scott  and  White  Clinic,  Temple,  Tex. 

Dr.  Robert  M.  Drisko,  Consulting  Orthopae- 
dic Surgeon  for  the  Union  Pacific  and  Kansas 
City  Terminal  Railroads,  Kansas  City. 

Menninger  Foundation 

Dr.  D.  Bernard  Foster,  Neurologist  for  the 
Menninger  Foundation,  Topeka,  Kan. 

Dr.  Otto  L.  Hanson,  Chief  of  Medical  Serv- 
ices at  the  Atcheson,  Topeka  and  Santa  Fe  Hos- 
pital, Topeka,  Kan. 

Dr.  N.  C.  Hightower,  member  of  the  Editorial 
Board,  American  Journal  of  Digestive  Diseases, 
Temple,  Tex. 

Dr.  Earl  D.  McBride,  Clinical  Professor  of 


Surgery,  University  of  Oklahoma  School  of  Medi- 
cine, Oklahoma  City. 

Dr.  Seward  E.  Miller,  Director  of  the  Institute 
of  Industrial  Health,  University  of  Michigan,  Ann 
Arbor. 

Dr.  Oscar  L.  Morphis,  Consultant  in  Radiology 
for  the  Atcheson,  Topeka  and  Santa  Fe  Railway 
Co.,  Fort  Worth. 

Surgical  Services 

Dr.  Waldo  Newberg,  Chief  of  Surgical  Services, 
Southern  Pacific  Hospital,  San  Francisco. 

Dr.  Graham  Owens,  Chief  Surgeon  for  the 
Kansas  City  Terminal  Railway  Co.,  Kansas  City. 

Dr.  E.  Paul  Sheridan,  Secretary  of  the  Ameri- 
can Diabetes  Association,  Denver. 

Dr.  Benjamin  S.  Wells,  Director  of  Medical 
Education,  Veterans  Administration,  Washington, 
D.  C. 

Dr.  John  R.  Winston,  Medical  Director,  Atche- 
son, Topeka  and  Santa  Fe  Railway  System,  Chi- 
cago. 

Officers  Listed 

Officers  of  the  Association  are  Dr.  John  R. 
Winston,  Chicago,  President;  Dr.  Joe  R.  Gandy, 
Houston,  first  Vice-President;  Dr.  Louis  E.  Jones, 
Roseville,  Calif.,  second  Vice-President;  Dr.  Gra- 
ham Owens,  Kansas  City,  Secretary;  and  Dr. 
Harry  O.  Hund,  San  Rafael,  Calif.,  Treasurer. 


Nevada  Medical  Association 


The  56th  annual  meeting  of  the  Nevada  State 
Medical  Association  will  be  held  in  Reno  August 
19  through  22,  with  headquarters  at  the  Mapes 
Hotel.  The  meeting  will  be  in  conjunction  with 
the  Ninth  Conference  of  the  Reno  Surgical  So- 
ciety. 

Guest  speakers  and  their  subjects  are  as  fol- 
lows: 

Donald  E.  Cassells,  M.  D.,  professor  of  pedia- 
trics, University  of  Chicago,  “Diagnosis  and 
Treatment  of  Rheumatic  Heart  Disease,”  and 


“Pulmonary  Vascular  Disease  in  Children”; 
Michael  DeBakey,  M.  D.,  professor  of  surgery 
and  chairman  of  the  department,  Baylor  Uni- 
versity, Houston,  “Surgery  of  Aneurysmal  Dis- 
ease,” and  “Surgical  Consideration  of  Athero- 
sclerotic Occlusive  Disease.” 

Coronary  Disease 

William  Dock,  M.  D.,  professor  of  medicine, 
State  University  of  New  York,  Brooklyn,  “Man- 
agement of  Patients  with  Coronary  Disease,”  and 
“The  Internist  Looks  at  the  Ulcer-Cancer  Prob- 
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lem  and  at  Upper  GI  Bleeding”;  Charles  B.  Lar- 
son, M.  D.,  president,  American  College  of  Path- 
ologists, Tacoma,  Wash.,  “Facts  and  Fallacies 
About  Alcohol,”  and  “The  Medical-Legal  Au- 
topsy.” 

Frank  Mayfield,  M.  D.,  clinical  associate,  pro- 
fessor of  neurosurgery,  University  of  Cincinnati, 
and  president,  Ohio  State  Medical  Association, 
Cincinnati,  “Whip-lash  Injuries;  the  Role  of  the 
Cervical  Roots  in  the  Production  of  Pain  in  the 
Head,  Neck  and  Shoulder  Girdle,”  and  “Surgical 
Treatment  of  Parkinsonism.” 

Cancer  of  Cervix 

Joe  Vincent  Meigs,  M.  D.,  clinical  professor 
of  gynecology,  Harvard  Medical  School,  Boston, 
“Surgical  Treatment  of  Cancer  of  the  Cervix,” 
and  “Endometriosis.”  Hubertus  Strughold,  M.  D., 
Ph.  D.,  head  of  the  department  of  Space  Medi- 
cine, School  of  Aviation  Medicine,  Randolph  Air 
Force  Base,  San  Antonio,  “The  Effect  of  Space 
Medicine  on  Medicine  in  General,”  and  “The 
Role  of  Medicine  in  the  Space  Age.” 

Officers  of  the  Association  are  Dr.  Roland 
Stahr,  president;  Dr.  Ernest  W.  Mack,  president- 
elect; and  Dr.  William  A.  O’Brien  III,  secretary- 
treasurer,  all  of  Reno. 


Long-Range  Research  Program  Set 
For  Dallas  Psychiatric  Unit 

Immediate  and  long-range  plans  for  newly- 
formed  Timberlawn  Foundation  for  Education 
and  Research  in  Psychiatry  have  been  announced 
by  the  Board  of  Trustees  of  the  psychiatric  foun- 
dation in  Dallas. 

Among  immediate  plans  of  the  foundation  are 
proposed  invitations  to  leading  psychiatrists  and 
scientists  to  teach  and  to  research  at  Timber- 
lawn;  a review  of  12,000  cases  of  mental  illness 
treated  at  Timberlawn  since  1917;  clinical  re- 
search on  schizophrenic  ability  to  handle  abstract 
concepts;  research  on  an  attempt  to  predict  the 
therapeutic  results  in  schizophrenics;  and  research 
on  the  husbands  of  schizophrenic  wives. 

Among  long-range  plans  of  the  foundation  are 
an  endowment  fund  of  $1,500,000,  three  buildings 


to  allow  still  further  expansion  of  the  research 
and  education  program,  and  a memorial  lecture- 
ship under  which  eminent  psychiatrists  will  be 
invited  to  work  with  the  foundation  for  a full 
year. 

The  education  and  research  program  will  be 
carried  on  at  Timberlawn  Sanitarium,  a 110-bed 
hospital  which  admits  an  average  of  800  patients 
a year. 

Timberlawn  Foundation  is  a non-profit  organi- 
zation formed  last  year  by  a group  of  Dallas  busi- 
ness and  professional  men  to  carry  on  and  expand 
the  research  and  education  program  at  Timber- 
lawn Sanitarium. 


New  Guide  Outlines  Driving 
Fitness  Requirements 

A new  guide  to  assist  physicians  in  determining 
the  fitness  of  motorists  to  drive  has  been  pub- 
lished by  the  American  Medical  Association. 

The  guide  was  prepared  by  the  committee  on 
medical  aspects  of  automobile  injuries  and  deaths, 
following  a two-year  study. 

Purpose  of  the  guide  is  to  call  attention  to  the 
areas  in  which  the  medical  profession  may  be  of 
help  in  combating  the  serious  health  problem 
caused  by  the  large  number  of  automobile  acci- 
dents. 

The  committee  report  says,  “Injuries  suffered 
in  automobile  accidents  are  an  important  health 
problem  in  the  United  States.  About  37,000  per- 
sons were  killed  in  automobile  accidents  in  1958 
and  about  5 million  were  injured  seriously  enough 
to  require  medical  attendance  or  restriction  of 
their  activity  for  one  day  or  longer. 

“Human  failure,”  the  report  noted,  “over- 
shadows all  other  factors  in  the  production  of 
highway  accidents.  The  human  mechanism  must 
be  in  good  condition  to  cope  with  the  split  second 
timing  needed  to  maneuver  high  speed  motor  ve- 
hicles. 

“The  key  to  ultimate  success  in  automobile  ac- 
cident prevention  lies  in  the  driver— his  intelli- 
gence, his  sense  of  personal  and  social  responsi- 
bility, his  reactions  to  various  stimuli  in  normal 
conditions  and  under  stress,  and  his  driving  ability 
in  good  health  and  in  illness.” 
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Syphilis:  Current  Status  of  Treatment 


By  Maurice  R.  Vinikoff,  M.D.,  Director  V.  D.  Division,  El  Paso  City-County  Health  Unit 


The  treatment  of  syphilis  has  been  markedly 
simplified  with  the  advent  of  penicillin.  It  is  al- 
most universally  agreed  that  at  the  present  time 
penicillin  therapy  is  the  treatment  of  choice  for 
syphilis.  The  arsenicals  and  heavy  metals  have 
fallen  into  disuse  and  are  practically  of  little  im- 
portance under  the  present  treatment  schedules. 

The  treatment  schedules  are  numerous  and 
varied  but  most  seem  to  give  almost  equal  re- 
sults. Treatment  in  the  early  stage  of  the  disease 
gives  the  best  result.  If  one  is  concerned  with 
serologic  response,  the  early  infectious  case  of 
syphilis  affords  the  best  chance  of  good  serologic 
response.  Cases  of  more  than  two  years  duration 
will  usually  have  a good  therapeutic  response,  but 
the  decline  of  serologic  titre  is  far  less  marked 
than  in  the  earlier  cases. 

Penicillin  Injections 

Generally  speaking,  early  syphilis  and  latent 
cases  (without  clinical  evidence  of  syphilis)  may 
be  treated  with  the  same  schedule.  At  our  clinic, 
10  doses  of  penicillin  in  oil  with  aliminum  mono- 
stearate, 600,000  units  daily  intramuscularly  is 
used.  The  injections  do  not  necessarily  have  to 
be  given  in  24  hour  periods. 

One  or  two  days  a week  may  be  skipped  with- 
out any  loss  of  efficacy  of  the  treatment.  Prac- 
tically, the  medication  is  given  daily  during  the 
week  days,  but  is  omitted  on  Saturday  and  Sun- 
day. At  some  clinics  the  same  total  dosage  sched- 
ule is  used,  but  the  injections  are  given  only  two 
or  three  times  weekly  for  a total  of  six  million 
units. 

In  children  under  ten  years  of  age,  the  dosage 
is  cut  in  half,  300,000  units  being  given  in  place 
of  600,000.  In  symptomatic  late  syphilis,  cardio- 
vascular syphilis  and  neuro  syphilis,  the  dosage  is 

•Dr.  Vinikoff  this  month  is  substituting  for  Dr.  Jack  A.  Bernard, 
regular  conductor  of  this  section. 


raised  to  nine  or  twelve  million  units.  This  may 
be  administered  in  600,000  unit  individual  dosag- 
es and  increasing  the  time  of  therapy;  or  by  in- 
creasing the  dosage  to  900,000  units  or  1.2  mil- 
lion units  daily  for  the  same  period  as  the  original 
schedule. 

In  Pregnancy 

In  pregnancy,  the  period  of  gestation  is  an 
important  factor  since  the  percentage  of  good 
results  is  excellent  prior  to  the  fifth  month,  but 
falls  rapidly  with  each  succeeding  month  of  ges- 
tation that  treatment  is  delayed.  Here  also  6 mil- 
lion units  are  adequate  if  given  before  the  fifth 
month  but  after  this  period  the  dosage  may  be 
increased  to  9 or  even  12  million  units. 

In  patients  allergic  to  penicillin  the  newer  anti- 
biotic “mycin  type”  drugs  may  be  used.  At  the 
present  time  there  is  considerable  investigation 
under  way  with  reference  to  optimum  time-dos- 
age schedules.  Aureomycin,  Chloromycetin,  terra- 
mycin,  erythromycin,  and  carbomycin  are  all 
effective  in  the  treatment  of  syphilis. 

Dosages  High 

The  known  effective  dosage  schedules  at  pres- 
ent appear  to  be  high.  It  has  been  established 
that  30  to  40  grams  of  terramycin  over  a 10  day 
period  (three  to  four  grams  daily)  will  effectively 
treat  syphilis  in  almost  all  stages  of  the  diseases 
in  the  adult,  with  proportionate  dosage  reduc- 
tion for  children. 

Three  to  four  grams  of  the  above  medication 
daily  appear  high  when  compared  to  the  dosage 
usually  employed  for  other  infectious  diseases. 

At  some  clinics  smaller  daily  doses  are  used 
over  a longer  period  of  time.  At  the  present  time, 
ilosone  is  being  investigated  at  the  Venereal  Dis- 
ease Clinic  of  the  El  Paso  City-County  Health 
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Unit  in  conjunction  with  a nation-wide  study  of 
several  antibiotics  being  evaluated  by  the  United 
States  Public  Health  Service.  This  study  is  to 
determine  the  efficacy  of  lower  dosage  schedules 
of  the  “mycin”  types  of  antibiotics  in  the  treat- 
ment of  syphilis.  The  results  of  these  studies  will 
be  published  at  a later  date. 

Ilisone  Effective 

Uisone  appears  to  be  a very  acceptable  drug 
because  of  its  efficacy  and  apparent  lack  of  gastro 
intestinal  irritation  which  occurs  with  the  high 
dosage  schedules  utilizing  other  antibiotics.  From 
current  studies,  it  appears  that  a dosage  of  20 
to  30  grams  of  ilisone  over  a 10  day  period  in 
the  adult  should  be  effective,  but  lower  dosages 
should  not  be  given  until  the  results  of  additional 
work  have  been  reported. 

Upon  completion  of  treatment,  a spinal  fluid 
examination  including  a Kolmer,  a cell  count, 
protein,  and  colloidal  gold  curve,  should  be  made. 
Spinal  fluid  examinations  are  made  on  all  cases 
immediately  after  treatment  with  the  exception  of 
primary  and  secondary  syphilis  in  which  it  is 
postponed  for  six  months  during  the  follow-up 
period. 

From  a practical  point  of  view,  it  was  found 
best  to  perform  the  spinal  fluid  examination  after 
treatment  rather  than  before  treatment  except 
in  problem  cases.  From  a psychological  point  of 
view,  it  is  best  to  terminate  with  the  lumbar 
puncture.  Also,  should  there  be  a post-spinal  re- 
action?  the  patient  may  not  be  able  to  come  in  for 
therapy  during  that  period,  if  it  is  performed 
prior  to  treatment. 


Abstract 

Subject:  Vascular  Tone 

Reserpine  and  Vascular  Tone 

Burn,  J.  H.  (The  Dept,  of  Pharmacol.,  U.  of 

Oxford) 

Brit.  J.  Anaesth.  30:351-357  (August)  1958 

The  author  suggests  that  there  is  a factor  play- 
ing a part  in  the  control  of  vascular  tone  which 
has  hitherto  been  neglected.  He  bases  this  view 
on  work  which  he  and  Rand  recently  reported 
concerning  the  action  of  nicotine  on  the  heart  and 
concerning  norepinephrine  in  artery  walls  and  its 
dispersal  by  reserpine. 


The  following  conclusions  were  drawn  by  the 
author  from  the  material  he  discussed.  Reserpine 
is  a most  valuable  tool  for  analyzing  the  factors 
which  control  vascular  tone.  The  store  of  nore- 
pinephrine and  epinephrine  that  is  in  the  heart 
and  the  blood  vessels  is  not  inert,  but  norepine- 
phrine may  be  released  from  it  by  certain  sub- 
stances such  as  nicotine  and  many  of  the  sym- 
pathomimetic amines;  in  the  heart  there  is  normal- 
ly a release  not  due  to  any  known  agent.  The  store 
controls  the  sensitivity  of  the  organ  to  norepine- 
phrine reaching  it  via  the  sympathetic  nerves  or 
via  the  blood  stream.  This  store  can  be  replen- 
ished from  the  blood  stream. 

Some  Suggestions 

Some  suggestions  concerning  therapy  are  based 
on  the  above  material.  Stopping  an  infusion  of 
norepinephrine  that  has  been  used  to  maintain 
blood  pressure  is  often  followed  by  an  abrupt  fall 
in  blood  pressure,  which  the  author  attributes  to 
the  very  low  sensitivity  of  the  vessel  to  sympathe- 
tic impulses  because  the  store  of  norepinephrine 
in  the  wall  is  high.  He  suggests  that  an  alarming 
fall  of  blood  pressure  following  cessation  of  nore- 
pinephrine should  be  treated  with  an  injection  of 
ephedrine  to  liberate  norepinephrine  from  the 
store  in  the  vessel  walls  and  thus  restore  sensitivi- 
ty. 

Another  suggestion  concerns  peripheral  vascu- 
lar diseases,  in  which  the  store  of  norepinephrine 
in  the  vessel  wall  may  be  a contributory  or  even  a 
casual  factor.  Symptoms  might  be  relieved  by  us- 
ing reserpine  to  disperse  the  store  in  the  walls, 
and  one  group  of  workers  has  actually  found  that 
the  intramuscular  injection  of  1 mg.  of  reserpine 
produced  prolonged  vasodilatation  in  8 of  13 
cases  of  arterial  disease.  The  early  benefit  from 
sympathectomy  in  Raynaud’s  disease  is  probably 
due  to  a fall  in  the  store  of  norepinephrine  in  the 
artery  wall  which  may  later  be  replenished  from 
the  norepinephrine  circulating  in  the  blood. 

The  usefulness  of  reserpine  for  a hypertensive 
patient  would  probably  depend  on  whether  the 
peripheral  effect  on  the  vessels  could  be  obtained 
without  producing  central  effects  t hat  are  too 
severe.  Theoretical  reasons  are  given  as  to  why 
Harington  found  that  the  hypotensive  effect  of 
hexamethonium  was  increased  when  it  was  given  3 
to  4 hours  after  an  intravenous  injection  of  3 mg. 
of  reserpine. 
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Whatever  the  allergic  symptom,  Dimetane  provides  unexcelled  antihistaminic 
potency  and  minimal  side  effects.  Dimetane  works  in  certain  cases  where  other 
antihistamines  fail.  For  your  next  case  of  pruritus  or  urticaria  prescribe  Dimetane 
Extentabs®  (i  2 mg.),  Tablets  (4  mg.),  Elixir  (2  mg./g  cc.),  Dimetane-Ten  Injectable 
( 1 o mg.Bcc.)  or  Dimetane- 1 00  Injectable  ( 1 00  mg./cc.).  A.  H.  Robins  Co., 

Inc.,  Richmond  20,  Virginia/Ethical  Pharmaceuticals  of  Merit  Since  1878 


MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL 


F.  P.  Bornstein,  M.D. — Editor — Case  No.  1185 
Presentation  of  case  by  H.  M.  Gibson,  M.D. 


History  — Dr.  Nathan  Kleban: 

Born  Oct.  14,  1958,  at  an  El  Paso  obstetric 
clinic,  a Latin-American  boy  was  admitted  to 
the  hospital  on  Dec.  24,  1958. 

A lower  abdominal  mass,  present  at  birth,  had 
continued  to  increase  in  size.  The  baby  had  eaten 
and  slept  poorly,  failed  to  gain  significantly  over 
birth  weight  of  six  lbs.  For  three  days  vomiting 
and  diarrhea  consisting  of  8-12  small,  watery 
green  stools  daily  had  occurred. 

Parents  and  three  siblings  were  well.  Family 
and  neonatal  history  were  not  remarkable. 

Physical  Examination: 

Weight  on  admission  was  six  lbs.  eight  ozs. 
Rectal  temperature  was  100,  pulse  130,  respira- 
tions 40.  The  infant  appeared  chronically  ill,  un- 
dernourished, dehydrated,  and  scrawny.  There 
was  a suprapubic  mass  thought  to  be  the  urinary 
bladder  and  a left  upper  abdominal  quadrant 
mass  thought  to  be  spleen.  The  abdomen  was 
distended.  The  prostate  gland  was  enlarged. 

Hospital  Course: 

The  abdomen  became  increasingly  distended 
despite  rectal  tube  and  gastric  suction.  One 
hundred  and  ten  cubic  centimeters  of  urine  was 
obtained  by  catheter  on  the  third  day,  but  no 
further  urinary  output  was  recorded;  although 
on  the  fourth  day  catheter  drainage  was  de- 
scribed as  bloody  and  on  the  last  day  bright  blood 
was  draining  from  the  urinary  catheter.  Paren- 
teral fluids,  chloramphenicol  and  penicillin  were 
administered.  Wangensteen  suction  fluid  became 
coffee-colored.  Respirations  became  labored  and 
then  ceased  on  Dec.  28.  Temperature  during  hos- 
pital stay  ranged  between  94.6  and  98.6. 

Laboratory  Findings: 

X-ray:  12-24-58 — Survey  films  of  the  abdomen 
reveal  a moderate  amount  of  gas  in  the  stomach 
and  large  bowel.  There  is  a soft  tissue  mass  aris- 
ing posteriorly  suggestive  of  a possible  Wilm’s 
tumor.  The  psoas  shadows  cannot  be  identified. 
The  properitoneal  fat  line  on  the  left  is  present 
and  is  not  visualized  on  the  right.  No  significant 
intra-abdominal  soft  tissue  calcifications  can  be 
identified.  Conclusion:  Findings  suggestive  of  soft 


tissue  neoplasm  of  the  kidney.  No  evidence  of 
obstruction. 

12-26-58:  Survey  film  of  the  abdomen  reveals  a 
moderate  amount  of  gas  in  the  stomach  and 
small  bowel.  No  air  can  be  identified,  in  the  large 
bowel.  These  changes  are  consistent  with  a me- 
chanical obstruction.  The  usual  abdominal  land- 
marks are  poorly  visualized,  suggestive  of  an  ac- 
companying ascites.  Conclusion:  Findings  con- 
sistent with  mechanical  obstruction,  possibly  a 
volvulus  or  intussusception. 

12-24-58 — Throat  culture  and  sensitivity:  Neis- 
seria Sp.  and  Streptococcus 

(Sens.  Erithro.,  tetracycline) 

12-24-58 — Stool  culture  and  sensitivity:  Coli- 
forms 

12-26-58 — Blood  count — Hb.  13.5  gms.,  Ht. 
40%,  WBC  29,900,  Segs.  85,  Lymphs.  15 
12-24-58 — Urinalysis  (catheterized)  Colorless,  ha- 
zy, acid,  S.  G.  QNS,  albumin  trace,  sugar  nega- 
tive, 15-20-WBC/lpf,  rare  sq/  ep.  cell 

12-27-58 — Blood  urea  nitrogen — 192  mg.%. 
Clinical  Discussion: — Dr.  H.  M.  Gibson 

It’s  nice  to  be  led  to  the  slaughter  this  way. 
We  were  talking  about  this  case  and  discussing 
some  of  the  information  on  it;  and  Dr.  Frerichs 
said  “I  think  this  is  a lot  like  some  CPC’s  that 
we  used  to  have,  we  called  them  ‘fool  your  bud- 
dy’ CPC’s,”  of  course  you  could  substitute  other 
words,  but  nevertheless  this  sounds  like  one  of 
those. 

So  we  have  a really  young  infant  that  was  born 
with  a lower  abdominal  mass.  Apparently  he  did 
very  poorly  and  continued  to  do  poorly  until  he 
was  brought  in  to  the  hospital.  On  physical  ex- 
amination it  was  noticed,  as  you  can  see,  that  he 
had  a supra-pubic  mass  and  on  reading  the  chart 
we  find  that  this  was  somewhat  movable,  round, 
and  generally  resembled  the  urinary  bladder. 

Possible  Spleen 

In  addition  there  was  a mass  in  the  left  upper 
quadrant  which  was  considered  as  possibly  be- 
ing spleen.  The  rectal  examination,  and  I want 
to  congratulate  the  man  who  did  the  rectal  ex- 
amination, because  it’s  very  rarely  done,  showed 
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enlargement  involving  the  region  of  the  prostate, 
and  this  of  course  could  be  significant. 

The  over-all  course  was  very  rapidly  down 
hill.  You  will  notice  that  the  child  expired  after 
about  four  days  in  the  hospital.  In  that  short 
length  of  time  some  very  astonishing  changes 
took  place  in  this  child.  You  will  notice  that  the 
laboratory  work  revealed  a high  white  count, 
29,900. 

There  is  no  mention  made  of  any  abnormal 
forms  or  suggestion  that  the  child  might  have  had 
a blood  dyscrasia.  The  blood  urea  nitrogen  was 
192  mg.%,  which  is  an  incredibly  high  value,  so 
high  that  it  is  astonishing  that  the  child  even 
lived  this  long.  Several  X-rays  were  taken. 

Valuable  Cystogram 

Now  I will  ask  Dr.  Ravel  to  discuss  these  X- 
rays  but  I would  like  to  put  in  one  plug  here.  A 
cystogram  in  a child  is  of  enormous  value.  This 
child  apparently  had  a catheter  in  him,  you  will 
notice  that  the  child  was  catheterized  and  110 
cc.  of  urine  was  obtained  but  there  is  no  mention 
that  the  mass  disappeared.  This  immediately 
makes  one  wonder  about  the  true  nature  of  that 
mass. 

Then  an  indwelling  catheter  was  inserted  and 
it  would  have  been  a simple  matter,  particularly 
as  masses  are  concerned,  to  inject  a little  dye  and 
do  a cystogram.  That  would  have  given  us  con- 
crete information,  but  in  the  absence  of  that  we 
will  ask  Dr.  Ravel  to  go  over  these  X-rays. 
X-Ray  Discussion  — Dr.  Vincent  Ravel: 

We  have  two  survey  films  of  the  abdomen,  and 
of  course  the  very  large  soft  tissue  mass  that  arises 
posteriorly  in  the  region  of  the  kidney  impresses 
me  far  more  than  would  a distended  bladder. 

Whenever  we  radiologists  find  a soft  tissue 
mass  in  the  abdomen  in  an  infant,  it’s  a Wilm’s 
tumor  or  carcinoma  of  the  kidney  until  proven 
otherwise  and  I would  say  well  over  95  per  cent 
of  these  turn  out  to  be  just  that. 

The  second  examination  shows  a considerable 
amount  of  ileus  and  distention  which  could  be 
mechanical  in  origin,  and  we  suggested  the  pos- 
sibility of  a supervening  volvulus  or  an  intussus- 
ception. 

Dr.  Gibson: 

So  now  we  come  down  to  what  do  we  think 
was  wrong  with  the  child.  There  is  one  very, 
very  important  “if”,  and  I am  making  this  just 
as  a factual  statement  because  I have  seen  it 
happen  so  often.  Was  this  catheter  in  this  child’s 
bladder?  Was  it  really  in  his  bladder?  Did  it  ever 


really  and  truly  reach  his  bladder?  This  is  some- 
thing I cannot  answer. 

I can  only  assume  that  it  did;  and  if  it  did 
reach  his  bladder  and  the  bladder,  whatever  urine 
was  in  it,  was  truly  drained,  then  that  means  you 
have  to  consider  very  seriously  that  something 
came  from  outside  the  bladder  and  produced 
this  mass. 

Relation  to  Mass 

If  so,  what  was  its  relation  to  the  mass  felt  in 
the  upper  quadrant?  In  considering  these  things, 
you  have  to  consider  how  rapidly  these  changes 
took  place.  I cannot  conceive  of  a tumor  that 
would  grow  this  fast. 

One  film  was  taken  on  the  day  of  admission, 
and  one  was  taken  about  three  days  later.  You 
will  notice  the  enormous  extension  of  this  process. 
The  same  is  visible  on  the  lateral  film. 

Lateral  Film 

On  the  lateral  film  you  can  see  intestinal  gas 
going  back  almost  to  the  area  of  the  kidney,  and 
yet  on  the  lateral  film  taken  about  three  days 
later  the  gas  is  all  pushed  way  forward  and  there 
is  a great  big  retroperitoneal  mass  wihch  does 
appear  solid.  Of  course  on  a very,  very  tiny  infant 
like  this  your  radiological  findings  cannot  be  de- 
pended upon  to  distinguish  between  solid  and 
other  substances  that  are  filled  with  fluid,  for  ex- 
ample. 

Congenital  Defects 

Statistically  speaking,  a child  in  this  condition 
has  most  likely  multiple  congenital  defects.  You 
would  expect  the  presence  of  an  obstructive  le- 
sion at  the  bladder  neck,  a hydronephrosis  or  a 
relatively  rare  situation  called  perirenal  hydro- 
nephrosis or  hydroma. 

In  the  latter  a cyst  expands  around  the  kidney 
in  the  perirenal  space  and  the  kidney  is  shoved 
over  to  one  side  very  much  like  a hydrocele  of 
a tunica  vaginalis. 

Wilm’s  Tumor 

Among  tumors,  a Wilm’s  tumor  is  the  most 
common.  A metastatic  lesion  growing  downward 
toward  the  bladder  may  have  produced  a mass 
down  there.  The  flaw  in  this  is  that  the  mass  in 
the  bladder  was  noticed  first  and  expanded  from 
there  very  rapidly.  So  we  have  to  consider  other 
possible  tumors.  Could  this  possibly  be  a urachal 
sarcoma? 

Any  tumor  in  a child  this  age  could  be  a sar- 
coma. You  could  have  a sarcoma  from  the  ura- 
chus, you  could  have  a sarcoma  of  the  prostate, 
you  could  have  a sarcoma  of  the  bladder.  In 
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addition,  there  are  many  other  possibilities,  such 
as  the  sympathicoblastomas,  that  could  arise  up 
and  down  in  the  chain. 

However,  against  the  diagnosis  of  this  sort 
speaks  the  fact  that  the  chest  plate  seems  to  be 
clear.  It  would  be  hard  to  imagine  a Wilm’s  tu- 
mor of  this  magnitude  without  some  metastatic 
lesions  in  the  chest. 

Kidneys  Involved 

So,  considering  all  these  things,  and  assuming 
that  the  catheter  had  not  been  in  the  bladder, 
this  appears  to  me  as  most  likely  a case  of  mul- 
tiple congenital  defects  with  both  kidneys  ob- 
viously involved. 

The  second  possibility  is  that  a Wilm’s  tumor 
or  some  other  type  of  tumor  of  the  kidney  which 
extended  on  down  and  produced  involvement. 
Perhaps  it  was  associated  with  some  co-existing 
obstruction  in  the  region  of  the  bladder. 

I realize  that  we  don’t  always  follow  statistics, 
but  we  have  to  look  at  them,  at  least  I believe, 
from  the  standpoint  of  regular  clinical  experience, 
so  I am  going  to  suggest  that  this  child  had  mul- 
tiple congenital  defects  and  that  that  was  the 
cause  of  his  death. 

Dr.  Bornstein: 

Thank  you  very  much,  Dr.  Gibson:  Can  you 
specify  these  congenital  defects  a little  bit? 

Dr.  Gibson: 

I would  like  to  surmise  that  there  was  a con- 
genital obstruction  of  some  sort  somewhere  in 
the  urethra,  anywhere  from  the  prostatic  out  to 
the  pendulous  portion,  plus  some  congenital  de- 
fect of  both  kidneys,  perhaps  a hypoplasia  of  one 
kidney  with  a hydronephrosis  or  perhaps  a peri- 
renal hydronephrosis  of  the  left  kidney. 

Dr.  Ira  Budwig: 

This  is  a very  difficult  case,  and  I think  Hoot 
gave  a good  presentation.  I am  pretty  sure  that 
Fred  wouldn’t  give  anything  that  wasn’t  kidney 
to  Hoot,  so  I think  we  ought  to  stick  to  the  GU 
tract,  I think  his  diagnosis  a very  likely  one,  mul- 
tiple defects,  congenital  defects  of  the  kidney 
tract.  One  other  lesion  that  can  cause  this,  would 
be  a congenital  teratoma. 

These  will  grow  fast,  I've  seen  them  grow  so 
fast  that  they  will  cause  obstruction  of  the  bowel; 
they  can  cause  obstruction  of  the  GU  tract  and 
will  liquefy  in  the  middle  as  they  outgrow  their 
blood  supply. 

I had  one  four  or  five  years  ago  that  I picked 
up  because  the  mother  noticed  that  the  child 
was  constipated.  On  a rectal  examination  I felt 


this  mass  and  put  the  child  in  the  hospital.  The 
mass  tripled  in  size  in  10  days,  and  we  lost  the 
child. 

Dr.  Bornstein: 

How  do  these  tumors,  if  unilateral,  produce 
uremia?  This  child’s  BUN  is  192.? 

Dr.  Budwig: 

Well,  if  the  tumor  were  large  enough,  Fred, 
and  it  caused  an  obstruction  from  birth  over  a 
period  of  time,  the  child  could  go  on  with  a 
BUN  of  192  as  it  slowly  rises  and  if  this  tumor 
originated  retroperitoneally  it  could  possibly 
cause  obstruction. 

Clinical  Diagnosis:  Chronic  malnutrition  with 
mass  in  hypogastric  region. 

Dr.  Gibson’s  Diagnosis:  Multiple  congenital  de- 
fects of  GU  tract. 

Pathological  Diagnosis:  Prostatic  enlargement 
(congenital?)  with  obstructive  uropathy. 
Pathological  Discussion: — Dr.  F.  P.  Bornstein: 

The  very  first  picture  (Fig.  1)  will  give  you 
an  idea  of  the  problem  present  here.  The  picture 
shows  a hydronephrosis,  maybe  a little  bit  more 
outspoken  on  one  side,  and  a very  much  enlarged 
urinary  bladder,  the  enlargement  being  due  to 
marked  hypertrophy  of  the  muscle  layers. 

At  the  neck  of  the  urinary  bladder  in  the  re- 
gion of  the  prostate,  you  can  see  the  node  w’hich 
was  felt  on  rectal  examination.  We  are  dealing 
obviously  with  an  obstructive  process  of  the  low- 
er urinary  tract.  There  are  several  ways  to  ex- 
plain the  pathogenesis  here. 

Prostate  Valve 

I was  not  able  to  find  a primary  occlusive 
valve  or  narrowing  in  the  tract  but  only  the  large 
mass  in  the  prostatic  region,  so  I started  to  read 
about  the  prostate.  Unfortunately  the  statements 
about  the  prostate  are  very  contradictory. 

One  embryology  text  states  that  the  prostate  in 
the  newborn  is  composed  of  a very  few  glands, 
while  Potter’s  Textbook  of  Pathology  of  New- 
born shows  a picture  of  a prostate  with  some 
nice,  well  developed  prostatic  tissue. 

The  microscopic  examination  is  equivocal.  It 
showed  fairly  normal  small  glands  and  a very 
intensive  proliferation  hypertrophy  of  the  inter- 
stitial tissue. 

It  is  hard  to  say  whether  this  is  part  of  the 
general  reaction  to  an  obstructive  lesion  or  whe- 
ther the  intensive  connective  tissue  proliferation 
is  the  primary  process  producing  enlargement  of 
the  prostate  and  obstruction. 

It  is  obvious  that  the  change  in  the  prostate 
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Fig.  1 — Bilateral  hydronephrosis,  hypertrophy  of 
urinary  bladder  and  enlarged  prostate. 


is  solely  limited  to  the  connective  tissue  and  does 
not  include  the  epithelial  elements. 

A genuine  nodular  glandular  hyperplasia  of  the 
prostate  at  this  age  is  virtually  unheard  of  and 
I don’t  have  the  courage  to  call  this  process  just 
that.  Obviously  there  exists  here  a malformation 
of  the  lower  urinary  tract  which  probably  already 
was  present  in  utero  and  probably  the  hyper- 
trophy of  the  urinary  bladder  and  the  develop- 
ment of  the  hydronephrosis  began  in  utero.  At 
birth  the  process  then  was  connected  with  a large 
mass  at  the  urinary  bladder  which  was  quite  ob- 
vious from  the  autopsy  findings. 

Dr.  Gibson: 

Was  the  catheter  in  place  at  the  time  you  did 
the  post? 

Dr.  Bomstein: 

There  was  no  catheter  in  place  at  the  time  of 
autopsy.  However,  the  urinary  bladder  had  the 
typical  appearance  of  hyperemia  and  hemor- 
rhagic spots  which  are  associated  with  an  in- 
dwelling catheter. 

Dr.  Kleban: 

Fred,  do  you  think  this  was  just  hypertrophy 
of  the  prostate  in  utero  causing  this? 

Dr.  Bornstein: 

I think  it  is  quite  possible  that  the  obstructive 
process  began  in  utero.  It  may  have  been  some 


valve  or  narrowing  of  the  urethra  which  started 
the  original  difficulty.  Naturally  as  soon  as  the 
urinary  bladder  worked  against  resistance,  the 
musculature  became  hypertrophic  and  the  bladder 
became  hyperextended. 

How  far  down  towards  the  neck  this  hyperex- 
tension usually  goes  I am  not  sure.  I have  not 
been  able  to  find  a genuine  case  of  prostatic  hy- 
pertrophy in  a young  child. 

However,  in  this  particular  case  the  enlarge- 
ment is  quite  impressive  and  this  prostatic  lesion 
represents  the  only  real  point  of  obstruction. 

The  text  books  get  around  this  difficulty  very 
easily  by  saying  that  there  are  a great  number 
of  cases  with  trabeculation  of  the  urinary  bladder 
and  hydronephrosis  where  no  actual  anatomical 
obstruction  is  demonstrable. 

Dr.  Kleban: 

How  much  urine  is  usually  present  in  the  blad- 
der at  birth? 

Dr.  Boehler: 

About  40  cc. 

Dr.  Gibson: 

In  many  cases  of  dilatation  of  the  urinary  tract 
in  children  no  demonstrable  obstruction  is  present. 
A neurogenic  lesion,  I believe,  is  more  common 
than  a mechanical  obstruction.  That  is,  you  have 
a neurogenic  disturbance,  maybe  it’s  at  the  sy- 
napse, maybe  there  is  some  central  nervous  sys- 
tem lesion.  Congenital,  but  neurogenic  dilatation 
is  certainly  the  most  common  cause  of  obstruc- 
tive uropathy  in  infants. 

Dr.  Bornstein: 

I have  never  seen  such  a large  mass  at  the  neck 
of  the  bladder  associated  with  this. 

Dr.  Gibson: 

Yes,  this  case  may  well  have  been  obstructed 
by  the  large  mass  there.  Still,  statistically  speak- 
ing, if  you  do  cystograms  and  study  these  child- 
ren, the  greatest  number  of  them  will  have  ab- 
solutely no  demonstrable  obstruction  regardless 
of  how  close  you  may  look. 
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other  gastrointestinal  disorders  characterized  by  spasm,  hypermotility,  and  hypersecretion. 
Dosage:  10  mg.  b.i.d.  (morning  and  evening). 


EVEN  REFRACTORY 
CASES  RESPOND 


3|g 

new  DARICON 


Science  for  the  world's  well-being 


Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


References:  1.  Finkelstein,  M.,  et  al.:  J.  Pharmacol. 
& Exper.  Therap.  125:330  (April)  1959.  2.  McHardy, 
G.,  et  al.:  Postgrad.  Med.,  in  press.  3.  Winkelstein,  A.: 
Amer.  J.  Gastroenterol.,  in  press.  4.  Finkelstein,  M., 
et  al. : Presented  at  Fall  Meeting,  Amer.  Soc.  Pharmacol. 
& Exper.  Therap.,  1958.  5.  Leming,  B.:  Clin.  Med. 
6:423  (March)  1959.  'Trademark 
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S.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D..  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 
GENERAL  and  GYNECOLOGICAL  SURGERY 
Suite  7B  El  Paso  Medical  Center  1501  Arizona  Ave. 


Phone  KE  2-1693 


El  Paso,  Texas 


LINDELL  M.  KINMAN,  M.  D. 

Diplomate  American  Board  of  Urology 

UROLOGY 

300  West  Alameda  Phone  MA  2-41 1 1 Roswell,  N.  M 

M.  NATHAN  KLEBAN,  M.  D. 

Certified  by  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 


304  Medical  Arts  Bldg. 
415  East  Yandell  Blvd. 


KE  2-7079 


El  Paso,  Texas 


J.  T.  KRUEGER,  JR.,  M.  D. 

THORACIC  and  CARDIOVASCULAR  SURGERY 


1910  Knoxville 


PO  3-8281 
Ext.  250 


Lubbock,  Texas 


GILBERT  LANDIS,  M.D. 

Diplomate  American  Board  of  Obstetrics  & Gynecology 

OBSTETRICS,  GYNECOLOGY 
and  GYNECOLOGICAL  SURGERY 
Suite  1 5- D KE  3-5023  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 


CHARLES  P.  C.  LOGSDON,  M.  D. 

CARDIOLOGY 

415  E.  Yandell  Blvd.  KE  3-7916  El  Paso,  Texas 

TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-3659  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  Jr.,  M.D. 

Dermatology  and  Cancer  of  the  Skin 


Suite  101 
3801  19th  Street 


PO  5-6619 


Lubbock 

Texas 


GEORGE  B.  MARKLE,  IV,  M.D. 

Diplomate  of  the  American  Board  of  Surgery 
GENERAL  and  GYNECOLOGICAL  SURGERY 


911  North  Canal 


TU  5-5240 


Carlsbad,  New  Mexico 


MARSHALL  CLINIC 

I.  J.  Marshall,  M.D. 

General  Surgery  and  Diagnosis 
U.  S.  Marshall,  M.D. 

General  Surgery  and  General  Practice 
E.  A.  Latimer,  M.D. 

General  Practice 
C.  H.  Fowler,  M.D. 

Internal  Medicine  and  Cardiology 
Thomas  J.  Jones,  M.D. 

Diseases  of  the  Skin  and  Allergies 
H.  D.  Johnson,  Jr.,  D.D.S. 

ROSWELL  NEW  MEXICO 


HOWARD  J.  H.  MARSHALL,  M.  D. 

Member  American  Academy  of  General  Practice 

GENERAL  PRACTICE 


Suite  8E 

El  Paso  Medical  Center 


KE  2-2431 


1501  Arizona  Ave. 
El  Paso,  Texas 


DRS.  MASON,  HART,  BOVERIE 
BLACK,  CLAYTON  & GREEN 

PATHOLOGY  AND  CLINICAL  LABORATORIES 
X-RAY  DIAGNOSIS  AND  THERAPY 
Radioactive  Cobalt 

Isotopes  Beam  Therapv 

PATHOLOGY 
M.  S.  HART,  M.  D. 

C.  L.  GREEN,  M.  D. 

Diplomates  American  Board  of  Pathology 
RADIOLOGY 

R.  F.  BOVERIE,  M.  D. 

G.  L.  BLACK,  M.  D. 

R.  S.  CLAYTON,  M.  D. 

J.  E.  WHITE,  M.  D. 

Diplomates  American  Board  of  Radiology 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona  Ave.,  Suite  2-A  415  E.  Yandell  Blvd..  Suite  I0S 

KE  3-4478  KE  3-6926 

EL  PASO,  TEXAS 


MEDICAL  CENTER 
AND  WOMEN'S  CLINIC 

E.  G.  McCarthy,  M.  D.,  F.  A.  C.  $.,  F.  I.  C.  S. 
Diplomate  American  Board  of  Obstetrics  and  Gynecology 
Jeff  H.  Davis,  M.  D.  — Joe  Horn  M.  D. 

James  C.  Meade.  D.  S.  C.,  Chiropodist 


Plainview 


CA  4-7426 


Texas 
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LEROY  J.  MILLER,  M.  D. 

Diplomat#  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

717  Encino  Place,  NE  Phone  3-1150  Albuquerque,  N.  M. 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  First  National  Bldg.  KE  3-8687  El  Paso,  Texas 


A.  WILLIAM  MULTHAUF,  M.  D.,  F.  A.  C.  S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  KE  3-8986  El  Paso.  Texas 


E.  K.  NEIDICH,  M.  D„  D.  A.  B.  R. 

RADIOLOGY 

Memorial  General  Hospital  JAckson  6-2411  Las  Cruces,  N.  M. 


WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D„  F.  A.  C S. 

GENERAL  SURGERY 

Medical  Arts  Square 

SOI  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 


F.  KEITH  OELSCHLAGER,  M.D. 

OBSTETRICS  & GYNECOLOGY 
STERILITY 

-1 149  E.  42nd  Sherwood  Medical  Center  Phone 

Suites  5 & 6 Odessa,  Texas  EM  6-4447 


THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D„  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D.,  F.  A.  C.  S. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D„  F.  A.  C.  S. 

THOMAS  H.  TABER,  JR.,  M.  D„  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  North  Third  Street — Phone  CRestwood  7-6211 — Phoenix,  Anz. 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  8-8074  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.D.S. 

GENERAL  DENTISTRY 

Bldg.  I,  Suite  E 1501  Arizona  Ave. 

Phone  KE  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1385  El  Paso,  Texas 


JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  and  ENDOCRINOLOGY 

706  Professional  Building 

15  E.  Monroe  Phoenix,  Arizona 

Phone  ALpine  2-3577 


VINCENT  M.  RAVEL,  M.D. 
CHARLES  C.  McVAUGH,  M.D. 
WILLIAM  H.  MELTON,  M.D. 

Diplomates  American  Board  of  Radiology 

RADIOLOGY  — RADIO-ISOTOPES 
COBALT60  — TELETHERAPY 

616  Mills  Building  KE  2-3459 

800  Montana  Avenue  KE  2-1126 

El  Paso,  Texas 

RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER.  M.  D„  F.  A.  C.  C. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE  — CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.  D.,  F.  A.  C.  S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  KE  3-1601  El  Paso,  T#x#s 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  & CARDIOVASCULAR  DISEASES 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 
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in  urticaria  and  pruritus 


VISTARIL  provides: 

hydroxyzine  pamoate 


Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


SPECIFIC 

ANTIHISTAMINIC 

EFFECT 


in  the  treatment  of  a variety  of  skin 
disorders  commonly  seen  in  your 
practice. 

“While  some  of  the  tranquilizers 
are  only  partially  effective  as  far  as 
antiallergic  activities  are  concerned  . . . 
[hydroxyzine]  has  been  found, 
by  comparison,  to  be  the  most  potent 
thus  far  ...  ”2 

“The  most  striking  results  were  seen 
in  those  patients  with  chronic  urticaria 
of  undetermined  etiology.”1 

. . . reduces — erythema,  excoriation, 
and  extent  of  lesions.1'4 


PSYCHOTHERAPEUTIC 

POTENCY 


for  effective  relief  of  tension  and 
anxiety.1-4 

Recommended  Oral  Dosage:  50  mg.  q.i.d. 
initially;  increase  or  decrease  according 
to  individual  response. 

Supplied  as:  Vistaril  Capsules — 25  mg., 
50  mg.  and  100  mg. 

Vistaril  Parenteral  Solution — 10  cc.  vials 
and  2 cc.  Steraject®  Cartridges,  each  cc. 
contains  25  mg.  hydroxyzine  (as  the  HC1). 

Trademark 


References:  1.  Feinberg,  A.  R.,  et  at:  J.  Allergy  29:358  (July)  1958.  2.  Eisenberg,  B.  C.:  Clin.  Med.  5:897-904  (July) 
1958.  3.  Robinson,  H.  M.,  Jr.,  et  al.:  J.A.M.A.  161:604-606  (June  16)  1956.  4.  Robinson,  H.  M.,  Jr.,  et  al.: 

South.  M.  J.  50:1282  (Oct.)  1957. 
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DEXAMETHASONE 


i ! 


treatsjnore  patients  more  effectively... 


CXSDCOOOOOOOOOOOCOOOOOOOOOOOOOOOO 


Of  45  arthritic  patients  qqoooqqoqqqq 
who  were  refractory 
to  other  corticosteroids* 

wmfmm 


22  were  successfully 
treated  with  Decadron 


OOOOCXXXXXXX) 


1,2 


1.  Boland,  E.  W.,  and  Headley,  N.  E.:  Paper  read  before  the 
Am.  Rheum.  Assoc.,  San  Francisco,  Calif.,  June  21,  1958. 

2.  Bunim,  J.  J.,  et  al . : Paper  read  before  the  Am.  Rheum.  Assoc., 

San  Francisco,  Calif.,  June  21,  1958. 

‘Cortisone,  prednisone  and  prednisolone 
DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

Additional  information  on  DECADRON  is  available  to  physicians  on  request. 


(*^Merck  Sharp  & Dohme 

nn/iMrtM  r\r-  urnr-i/  o i dun  A nr  I DU  I A 1 DA 


DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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CECIL  A.  ROBINSON,  M.  D. 

Diplomat®  American  Board  of  Orthopaedic  Surgery 
Practice  Limited  to  Orthopaedics 
III  Pine  Street  2541  Kermit,  Texas 

WILLIAM  G.  SMITH,  M.  D. 

Diplomate  American  Board  of  Proctology 
Practice  Limited  to  Surgical  Diseases 
of  the  Anus,  Rectum  and  Colon 

1501  Arizona  Ave.  El  Paso  Medical  Center  El  Paso 

KE  2-3286  Texas 

S.  PERRY  ROGERS,  M.  D. 

W.  HUNTER  VAUGHAN,  M.  D. 

(Diplomates  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-4433  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE  AND  THROAT 

Bronchoscopy  — Esophagoscopy 
307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  2-9449  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.D. 
DONALD  H.  EWALT,  M.D. 

Diplomates  of  the  American  Board  of  Plastic  Surgery 
Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  Ave.  Medical  Center,  Suite  4-C 

El  Paso,  Texas 

ROBERT  HEALY  STEVENS,  B.  S„  M.  D., 

F.  C.  C.  P. 

ALLERGY  — INTERNAL  MEDICINE 
1313  N.  Second  St.  AL  4-8841  Phoenix,  Arizona 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 

NEWTON  F.  WALKER,  M.  D. 
BRADFORD  HARDIE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 
First  National  Bldg.  KE  2-1495  El  Paso,  Texas 

C.  S.  STONE,  M.D.,  F.A.C.S. 

A.  J.  JENSON,  B.A.,  M.D. 

Phones:  3-5323  - 3-3033  - 3-4427 
301  East  Cain  Street  Hobbs,  N.  M. 

O.  J.  SHAFFER,  D.  D.  S„  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-5742  El  Paso,  Texas 

JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

BEN  Z.  TABER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 

2323  Montana  Avenue  KE  2-4631  El  Paso,  Texas 

D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

Box  367  Phone  584  Ft.  Stockton,  Texas 

WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

Suite  1 1 A Office  KE  2-9167  1501  Arizona  Ave. 

El  Paso  Medical  Center  Home  JU  4-0553  El  Paso,  Texas 

EUGENE  P.  SIMMS,  M.  D. 

--  GENERAL  PRACTICE  - 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

M.  D.  THOMAS,  M.  D. 

Diplomate  American  Board  of  Anesthesiology 
Suite  12-D  KE  3-3745 

1501  Arizona  Ave.  El  Paso,  Texas 

El  Paso  Medical  Center 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 

DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-6172  El  Paso,  Texas 

ROBERT  F.  THOMPSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 
UROLOGY 

316-818  Mills  Bldg.  KE  2-4321  El  Paso.  Texas 
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TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  M.  D. 

DELPHIN  von  BRTESEN,  M.  D. 

HELEN  W.  ANDERSON,  M D. 

MEDICAL  CENTER 

1501  Arizona  Ave.  Phone:  KE  2-4689 

Building  No.  6 El  Paso,  Texas 


HARRY  H.  VARNER,  M.  D. 

LEIGH  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 

HERMAN  RICE,  M,  D. 

GENERAL  SURGERY 

Suite  5E  1501  Arizona  Ave. 

El  Paso  Medical  Center 

Phone  KE  2-6529  El  Paso,  Texas 

RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.) , F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M 


DU  T T O N 
LABORATORY 

L.  O.  Dutton,  M.  D. 

Frederick  Bornstein,  M.  D. 

Rita  L.  Don,  M.  D, 

J.  A.  Hancock,  Ph.  D. 

Now  Available  for  Physicians,  Hospitals 
and  Laboratories 

A COMPLETE  MEDICAL 
LABORATORY  SERVICE 

In  addition  to  the  usual  procedures,  the  more 
complete  chemical  determinations  of  Protein 
Bound  Iodine,  Steroids,  etc.,  are  offered. 

Autopsy  procedures  with  special  attention  to 
medico-legal  aspects  are  available. 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


OVERTON  CLINIC 

300  Hughes  Building  PAMPA,  TEXAS 

M.  C.  Overton,  Jr.,  M.  D. 

Surgery  and  Gynecology 

E.  S.  Williams,  M.  D. 

Pediatrics  and  Obstetrics 

J.  R.  Donaldson,  M.  D. 

Surgery 

G.  R.  Hrdlicka,  M.  D. 

Radiology 

C.  M.  Lang,  M.  D. 

Surgery 

R.  W.  Moore,  M.  D. 

Internal  Medicine 


PROFESSIONAL  X-RAY 

AND 

CLINICAL  LABORATORY 

507  Professional  Bldg.  • Phoenix,  Arizona 

PHONE  ALpine  3-4105 
AND 

MEDICAL  CENTER  X-RAY 

AND 

CLINICAL  LABORATORY 

1313  North  2nd  Street  • Phoenix,  Arizona 

PHONE  ALpine  8-3484 
DIAGNOSTIC  X-RAY  — X-RAY  THERAPY 
RADIUM  THERAPY  — CLINICAL  PATHOLOGY 
TISSUE  PATHOLOGY  —ELECTROCARDIOGRAPHY 
BASAL  METABOLISM 
R.  Lee  Foster,  M.  D.,  Director 
Martin  L.  List,  M.  D.,  Radiologist 
George  A.  Gentner,  M.  D.,  Radiologist 
Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.  D.,  Consultant  Pathologist 
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Tofranil 

brand  of  imipramine  HCI 


Geigij 


An  entirely  new  compound 
originated  in  the  Geigy  research 
laboratories,  Tofranil : 

Exercises  specific  selective  action 
on  the  symptoms  of  depressions 

Is  effective  in  70-85%  of  cases 

Is  frequently  successful  in  even  the 
most  profound  and  chronic  cases 

Is  virtually  devoid  of  serious 
side  reactions 

Reduces  the  need  for  electro- 
convulsive therapy 

May  be  administered  by  either  oral 
or  intramuscular  routes 

Indications  for  Tofranil  include: 

Endogenous  Depression 
Reactive  Depression 
Involutional  Melancholia 
Senile  Depression 
Depression  Associated  with  Other 
Psychiatric  Disorders 


Detailed  literature  available 
on  request. 

In  order  to  insure  optimal  results 
with  minimal  risk  of  side 
reactions  physicians  are  urged 
to  study  the  "Statement  of 
Directions’’  before  prescribing 
Tofranil. 

Availability: 

Sugar-coated,  coral-colored  tablets, 
25  mg.  each,  in  bottles  of  100. 
Ampuls  for  intramuscular  adminis- 
tration only,  each  containing 
25  mg.  in  2 cc.  of  solution  (1.25 
per  cent)  in  cartons  of  10  and  50. 

Selected  Bibliography: 

1.  Ayd,  F.  J.,  Jr.:  Bulletin  of  School 
of  Medicine,  University  of 
Maryland  44:29, 1959. 

2.  Azima,  H.:  Canad.  M.A.J.  80:535, 
1959. 

3.  Azima,  H.,  and  Vispo,  R.  H.:  Am. 
J.  Psychiat.  115:245,1958. 

4.  Kuhn,  R.:  Am.  J.  Psychiat. 
115:459, 1958. 

5.  Lehmann,  H.  E.;  Cahn,  C.  H., 
and  de  Verteuil,  R.  L.:  Canad. 
Psychiat.  A.  J.  3:155, 1958. 

6.  Mann,  A.  M.,  and  MacPherson, 

A.  S.:  Canad.  Psychiat.  A.  J. 
4:38,1959. 

7.  Sloane,  R.  B.;  Habib,  A.,  and 
Batt,  U.  E.:  Canad.  M.A.J. 
80:540, 1959. 

8.  Straker,  M.:  Canad.  M.A.J. 
80:546, 1959. 
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The  Dawn 
of  a new  Era 
in  the  Treatment 
of  Depressions 

Tofrani 

brand  of  imipramine  HCI 

potent  and  unique 
thymoleptic 


Geigit 


Specific  in  the  treatment  of 
depression  the  new  agent 
Tofranil  is  of  unsurpassed 
potency  and  effectiveness. 

Not  to  be  confused  with  the 
tranquilizers . . .Tofranil  amelio- 
rates pathologic  depressive 
states  but  does  not  act  as 
a stimulant  in  the  absence  of 
depression.  The  term 
"thymoleptic,”  suggestive  of 
uplifting  the  spirits,  has  been 
chosen  to  designate  this 
unique  type  of  action. 


Ardsley,  New  York 


Southwestern  Physicians'  Directory 


Southwestern  General  Hospital 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

Member  Hospital: 

American  Hospital  Association 
Texas  Hospital  Association 

Blue  Cross  of  Texas 

• 

COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 


The  Clinic-Hospital  of  San  Angelo 


D.  D.  WALL,  M.  D. 

Obstetrics  & Gynecology 

R.  M.  FINKS,  M.  D. 

Pediatrics 

M.  D.  KNIGHT,  M.  D. 

Surgery 

Consultants  in  Radiology 

JOHN  E.  BALLARD,  M.  D. 
JOHN  G.  BOLEN,  M.  D. 
224-234  W.  Beauregard  Ave. 


W.  H.  BRAUNS,  M.  D. 

Internal  Medicine 

ROY  E.  MOON,  M.  D. 

Obstetrics  & Gynecology 

CHAS.  F.  ENGELKING,  M.D. 

Ear,  Nose  and  Throat 

DALE  W.  HAYTER,  M.  D. 

Ophthalmology 


R.  A.  MORSE,  M.  D. 

Internal  Medicine 

RALPH  R.  CHASE,  M.  D. 

Pediatrics 

TOM  R.  HUNTER,  M.  D. 

Surgery 


Consultant  in  Pathology 

LLOYD  R.  HERSHBERGER,  M.  D. 

J.  B.  ADCOCK,  Administrator  San  Angelo,  Texas 


Slotel 

Slotel  2)ieu 

Motel  2)ieu  S koal 

Siiter  A 

ScLJ  of 

of  WJicJ 

SloApital 

IJuriincf 

Secknolo^y 

the  Clock. 

EL  PASO,  TEXAS 

Fully  Approved  by  the 
Joint  Commission  on  Accreditation 
of  Hospitals. 

Fully  approved  by  the 
National  Nursing  Accrediting 
Service. 

Applicants  May  Apply 
To 

Sister  Mildred  Mary,  Director 

Fully  Approved  by  the  American 
Medical  Association,  American 
Society  of  Clinical  Pathologist*, 
and  Registry  of  Medical  Tech- 
nologists. 

Latest  Facilities  For  All  Services. 
Emergency  Service  Around 

EL  PASO,  TEXAS 

EL  PASO,  TEXAS 
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SOUTHWESTERN  MEDICINE 


Front  View  — Enclosed  Patio 


Sandia  Ranch  Sanatorium 

Rt  4.  Box  4104  Phone  4-3273  Albuquerque,  New  Mexico 

Licensed  by  State  Health  Department  as  a Psychiatric  Hospital  of  50  Beds 
For  the  Care  and  Treatment  of  Nervous  or  Mental  Disorders 

VARIOUS  ACCEPTED  FORMS  OF  THERAPY  AVAILABLE 

OCCUPATIONAL  THERAPY  AND  OUTDOOR  ACTIVITIES 

CLINICAL  LABORATORY  AND  ELECTROENCEPHALOGRAM 
LIMITED  FACILITIES  FOR  DOMICILIARY  CARE 


Favorable  Year  Round  Climate 
JOHN  W.  MYERS, 

ALAN  JACOBSON,  M.D.,  Psychiatrist 

— 20  Acres  Landscaped  Grounds 

vl.  D.,  Medical  Director 

FRED  W.  LANGNER,  M.  D.,  Psychiatrist 

EDWARD  JOHN  ETTL,  M.D.,  F.C.A.P. 

UNIFORMS 

Doctors  • Nurses  • Interns  • Technicians 

Poplin,  Nylon,  Dacron 
White  and  Colors 

Certified  by  the  American  Board  of  Pathology 

SURE-FIT  UNIFORM  CO. 

612  N.  Oregon  St.  KE  2-1374  El  Paso,  Texas 

★ 

RICHARD  E.  MARTIN 

Pathology  Consultation 

MARTIN  MORTUARY 

★ 

Autopsy  Service 

Dial  KE  2-3691 

710  N.  Stanton  St.  El  Paso,  Texas 

★ 

Medico-Legal  Medicine 

WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 

★ 

NEVER  Without  a 
Registered  Pharmacist  on  Duty 

Private  Plane  Service 

3317  Fort  Blvd.  L0  6-4351  El  Paso,  Texas 

• 

Direct  Physician's  Phone  to 

Prescription  Department  — KE  3-2352 

FREE  DELIVERY 
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CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


5055  NORTH  THIRTY  FOURTH  STREET  • PHOENIX,  ARIZONA 

CRestwood  7-7431 


OTTO  L.  BENDHEIM,  M.  D.,  F.  A.  P.  A.,  Med.  Dir. 


PHOENIX 

INSTITUTE 

ED 

N E U R O 1 

L O G Y 

AND 

PSYCH 

1 A T R Y 

GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  12  Conveniently  Located  Stores 
EL  PASO,  TEXAS  YSLETA,  TEXAS 
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HARDING  and  ORR 

Funeral  Home 

• 

EL  PASO,  TEXAS 

320  Montana  KE  3-1646 

We  Carry  A Complete  Line  ot 

DIABETIC  FOODS  AND  SUPPLIES 

MfKEE  PRESCRIPTION  PHARMACY 

107  East  San  Antonio  St.,  El  Paso 
Dial  KE  2-2693 

TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  St.  KE  3-0952  El  Paso,  Texas 

Nights  — Call  LO  5-0359,  or  LO  5-3060 

Only  at  the  Popular  in  El  Paso  . . . 

A.  G.  Spalding  Sports  Equipment 

POPULAR  DRY  GOODS  CO. 

C.  G.  McDow  and  Son,  Props. 

Rio  Grande  Pharmacy 

419-421  South  Stanton  St.  KE  2-4473  El  Paso,  Texas 

Raster  & Maxon 


• Enlargement  reduced  92% 

• Nocturia  relieved 95% 

• Urgent  urination  relieved 81% 

• Frequency  urination  reduced 73% 

• Discomfort  relieved 71% 

• Delayed  micturition  relieved 70% 


The  need  for  conservative  measures,  rather  than  radical 
surgery  for  benign  prostatic  hypertrophy  is  indicated  by 
the  comparatively  low  death  rate  from  this  condition. 

PROSTALL  Capsules  contain  6 gr.  of  a mixture  of 
aminoacetic  acid  (glycine)  glutamic  acid  and  alanine. 
The  recommended  dosage,  2 Prostall  Capsules,  3 times 
daily  for  2 weeks,  thereafter  1 capsule  3 times  daily  for 
a minimum  of  3 months  for  marked  improvement. 


Funeral  Home 


El  Paso,  Texas 


KE  2-3431 


For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 


Itie  while  house 


MEDICAL  CENTER 
PHARMACY 

YOUR  PROFESSIONAL  PHARMACY 
IN  THE  NEW  MEDICAL  CENTER 

phone  2-6968-69 


1501  ARIZONA  ST 


EL  PASO.  TEXAS 


Supplied  in  bottles  of  100  and  250  capsules.  Available 
at  all  pharmacies. 


Write  for  a reprint  of  the  above  mentioned  article 
and  professional  literature.  Use  the  coupon  below. 


i 

I METABOLIC  PRODUCTS  CORP.  SWM-S 

I Little  Bldg.,  Boston  16,  Mass. 

Gentlemen: 

Kindly  send  me  without  obligation: 

□ Professional  Literature. 

□ Reprint  of  the  clinical  report. 

Name 

Address 

I City Zone  State 

I 
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KASTOFF 


memad  tern  uy  ceut&f 


KASTOFF  ...  the  new  way  to  remove  casts 
quickly,  painlessly,  safely.  NOW  . . . with 
the  KASTOFF  method  even  your  technician 
can  easily  remove  casts  of  the  hardest 
materials  without  producing  the  fear,  cuts, 
or  burns  among  your  patients  of  old  fash- 
ioned cast  removal  methods. 

KASTOFF  comes  complete  with  turning 
clips  and  one  dozen  wires  at  $27.00, 
with  additional  wires  and  clips  for  $9.50 
per  dozen.  Write  for  illustrated  booklet 
outlining  the  use  of  KASTOFF.  Names  of 
successful  users  of  KASTOFF  will  be 
furnished  upon  request. 

Call  your  surgical  supply  man  or  write: 

KASTOFF 

P.  O.  BOX  8 7 8 2,  DALLAS  16,  TEXAS 


me  madertt 


★ QUICKLY 

★ ECONOMICALLY 

★ EASILY 

★ PAINLESSLY 

★ SAFELY 

Use  Kastoff  on 
your  next  cast. 

You  and  your 
patient  will  be 
glad  you  did. 

PRICE 

COMPLETE 

$2700 

WIRES  PER 
DOZEN 

9.50 


Ulcers,  Cholecqstitis, 
Enteritis  or  Pelvic 
Disease 


e Pure  Synthetic  Alkaloid 


No  Drqing,  Flushing 
or  Visual  Blur 


Mission  Pharmacal  Co. 

SAN  ANTONIO,  TEXAS 


ntispasmodic  Action 

Four  times  more  po- 
tent than  atropine  in 
Depressing  Ganglionic 
Transmission 


Dqspepsia,  Nausea, 
Regurgitation 


Southwestern 
Surgical  Supply 
Company 

Your  Complete  Source  in  The  Southwest 
For  All 

Ethical  Medical  Equipment 
and  Supplies 

EL  PASO 

ALBUQUERQUE 

PHOENIX 
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the  disease  of  many  masks 

Doctor,  do  you  recognize  this  patient?  She  complains 
of  flatulence,  constipation  with  alternating  periods 
of  diarrhea,  and  colicky  pains  in  the  lower  right 
quadrant.  At  other  times  she  is  troubled  by  anorexia, 
lassitude,  dull  headache,  muscle  pains  and  backache. 
Or  she  may  have  only  one  or  two  of  these  symptoms. 

In  these  puzzling  cases,  serious  consideration  should 
be  given  to  intestinal  amebiasis — the  disease  of 
many  masks.  Clinicians  say  it  is  “one  of  the  most 
widespread  and  serious  protozoan  diseases  of  man,” 
yet  “there  is  no  parasite  more  often  misdiagnosed 
than  is  E.  histolytica.”  Conservative  estimates  place 
the  incidence  at  10%  of  the  United  States  population 
as  a whole,  and  16%  in  southern  states. 

Now  Glarubin,  a relatively  non-toxic  amebicide, 
simplifies  the  treatment  of  suspected  cases  of  intes- 
tinal amebiasis.  Glarubin,  a crystalline  glycoside  from 
the  fruit  of  Simarouba  glauea,  is  a specific  amebicidal 
agent  with  minimal  side  effects.  It  contains  no  arse- 
nic, bismuth  or  iodine. 

Glarubin  is  administered  orally  in  tablet  form  and 
does  not  require  strict  medical  supervision  or  hospit- 
alization. Extensive  clinical  trials  prove  it  highly 
effective  in  intestinal  amebiasis,  and  virtually  free 
of  toxicity. 

Supplied  in  bottles  of  40  tablets,  each  tablet  contain- 
ing 50  mg.  of  glaucarubin.  Write  for  descriptive 
literature,  bibliography,  and  dosage  schedules. 

my  Glarubin. 

TABLETS 

specific  for  intestinal  amebiasis 

THE  S.  E.  MASSENGILL  COMPANY 

BRISTOL,  TENNESSEE 

NEW  YORK  • KANSAS  CITY  • SAN  FRANCISCO 
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Available  with 
either  epinephrine 
or  isoproterenol 


FOR  VOUR  RSTHRIRTIIS 

NOTHING  IS  QUICKER  . NOTHING  IS  MORE  EFFECTIVE 

PREMICRONIZED  FOR 
OPTIMAL  EFFICACY 


Medihaler-EPI® 

Epinephrine  bitartrate,  7.0  mg.  per  cc., 
suspended  in  inert,  nontoxic  aerosol  vehicle. 
Contains  no  alcohol.  Each  measured  dose 
contains  0.15  mg.  epinephrine. 


Medihaler-ISO' 


Isoproterenol  sulfate,  2.0  mg.  per  cc., 
suspended  in  inert,  nontoxic  aerosol  vehicle. 
Contains  no  alcohol.  Each  measured 
dose  contains  0.06  mg.  isoproterenol.  Riker 

NOTABLY  SAFE  AND  EFFECTIVE  FOR  CHILDREN.  TOO. 


No  rlhridge, 
California 


J 2 n s t Deo c Libirsifisn 
New  York  Academy  of  Medicine 
2 East  103  Street 
New  York  29,  New  York 


automatically  measured- dose  aerosol  medications 
Nonbreakable  • Shatterproof  • Spillproof  • Leakproof 


Page  495 


Page  498 


Page  499 


Page  502 
Page  503 
Page  505 
Page  509 


Page  51 1 


Current  Therapy 

Syphilis — Current  Status  of  Follow  Up  Study  of 
The  Treated  Case 

Orthopaedic  Surgery  Notes 

Importance  of  Instruments  in  Surgery 

Western  Association  of  Railway  Surgeons  to 
Meet  in  Denver,  Sept.  10-12 

Aphorisms  and  Memorabilia 

Miscellaneous  Truths  and  Concepts 

Ap  nea  Associated  With  the  Intraperitoneal  Use  of  Neomycin 

A New  and  Safe  Enterokinetic  Agent 

Comments  on  Doctors'  Business  Problems 

Monthly  Clinical  Pathological  Conference  of 
El  Paso  General  Hospital 


COMPLETE  CONTENTS  ON  PAGE  490 

SOUTHWESTERN  MEDICAL  ASSOCIATION  ANNUAL  MEETING 
ROSWELL,  N.  MEX.,  NOV.  5-7 


CO-PYRONIL  provides  quick  relief  that  lasts  and  lasts ; 

Just  two  or  three  Pulvules®  Co-Pyronil  daily  will  usually  keep  your  hay-fever  patients  symp-  ! 
tom-free  and  on  the  job  all  day  long.  Not  just  an  antihistamine,  Co-Pyronil  is  a triple  combina- 
tion that  assures  more  complete  relief  from  hay  fever  and  other  allergies. 

Each  Pulvule  contains: 

a vasoconstrictor,  Clopane®  Hydrochloride,  to  complement  the  action  of  two  antihistamines 
by  opening  swollen  nasal  passages. 

a fast-acting  antihistamine,  Histadyl™,  to  provide  relief  usually  within  fifteen  to  thirty 
minutes. 

a long-acting  antihistamine,  Pyronil®,  to  maintain  relief  for  eight  to  twelve  hours. 

Also  supplied  as  suspension  and  pediatric  Pulvules. 

Co-Pyronil™  (pyrrobutamine  compound,  Lilly)  Histadyl™  (thenylpyramine,  Lilly) 

Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly)  Pyronil®  (pyrrobutamine,  Lilly) 


wide-use  dosage  form 

of  the  outstanding 
anticholinergic-  antispasmodic 


PRO-BANTHINE 

TABLETS 

(HALF  STRENGTH) 


Pro-Banthlne  (Half  Strength)  has  been  especially  designed  for  your  pre- 
scribing convenience. 

This  new  form  provides  flexibility  of  dosage  from  low  levels  of  one 
tablet  t.i.d.  for  patients  with  minimal  distress,  to  one  or  two  tablets 
every  2 or  3 hours  for  those  with  more  pronounced  symptoms. 

Primary  indications  are  gastrointestinal  spasm,  bladder  spasm,  main- 
tenance therapy  of  peptic  ulcer  and  "irritable  bowel”  syndrome.  The 
lower  dosage  also  has  a field  of  usefulness  in  smooth  muscle  spasm  of 
children  and  geriatric  patients. 

when  your  prescription  reads— 
Pro  -Banthine  Tablets  (Half  Strength) 
— the  pharmacist  will  dispense  this  new  size  (7Vi  mg.) 


PRO-BANTHINE  (brand  of  propantheline  bromide ) 


Dosage  forms: 


Pro-Banthlne  tablets  (15  mg.) 

Pro-Banthlne  tablets  (Half  Strength)  (7x/2  mg.) 
Pro-Banthine  ampuls  (30  mg.) 


G.  D.  Searle  & Co.,  Chicago  80,  111.  Research  in  the  Service  of  Medicine. 
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Providence  Memorial  Hospital 

The  Modern  Hospital  of  the  Southwest 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
ISOTOPE  THERAPY  AND  STUDIES  COBALT  60  ROTATIONAL  TELETHERAPY  UNIT 

OUTSTANDING  CHEMISTRY  LABORATORY 

FACILITIES  FOR  PSYCHIATRIC  THERAPY  ELECTROENCEPHALOGRAPHS  LABORATORY 

2001  North  Oregon  Street  • El  Paso,  Texas 
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now 


new 

50  gram 


smaller,  portable  container 

topical  “Meti”  steroid  relief  in  a pocket-size  dispenser 
that  patients  can  carry  with  them 

savings  to  patients 

the  advantages  of  topical  “Meti”  steroid  therapy  at  a 
price  comparable  to  many  nonsteroid  preparations 

least  wasteful 

supplies  sufficient  medication  for  average  short-term 
therapy  at  lower  initial  cost 

quick  relief 

for  poison  ivy  dermatitis,  summer  exacerbations  of 
skin  allergies 

v ' - : ~ ; ■ wit!*  - 

50  Gm.  container— 16.6  prednisolone 
and  16.6  mg.  neomycin  sulfate. 

150  Gm.  container— 50  mg.  prednisolone 
and  50  mg.  neomycin  sulfate. 

BLOOMFIELD,  NEW  JERSEY  s-m 


50  Gm.  container— 16.6  mg.  prednisolone. 
150  Gm.  container  — 50  mg.  prednisolone. 

Meti-Derm,®  brand  of  prednisolone  topical. 

Meti,®  brand  of  corticosteroids. 


SCHERING  CORPORATION 


I prompt,  aggressive 
antibiotic  action 
■ a reliable  defense  against 
mondial  complications 


for  a direct  strike  at  infection 

Mysteclin  -V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world  s most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclin -V  contains  My  costatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 


Capsules  (250  mg./ 250,000  u.),  bottles  of  16  and  100.  Half-strength  Capsules  (125  mg./ 125,000  u.),  bottles  of  16  and  100. 
Suspension  (125  mg./ 125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg./ 100,000  u.  per  cc.).  10  cc.  dropper  bottles. 


‘mystccun’®,  '»UMYCIn‘®'  AMO  ‘mycostatin’®  ARC  SQUIBS  TRADEMARKS 


Sqjjibb 


Squibb  Quality  — the  Priceless  Ingredient 
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let 

pollen  counts 

jump... 

AMBODRYL 

for  relief  of 
hay  fever  symptoms 

Sneezing,  nasal  congestion,  and  related  hay 
fever  discomforts  can  be  relieved 
all  summer  long  with  AMBODRYL— an  antihistaminic 
of  unusual  potency.  Most  patients  can  enjoy 
a symptom-free  season— with  little  likelihood 
of  side  effects— on  as  little 
as  75  to  100  mg.  a day.  And  on  those  days 
when  the  pollen  count  jumps,  this  dosage 
may  be  doubled  or  even  tripled  with  little 
possibility  of  unfavorable  reactions. 

AMBODRYL  Hydrochloride  (bromodiphenhydramine 
hydrochloride,  Parke-Davis)  is  available 
in  the  following  forms: 

AMBODRYL  Hydrochloride  Kapseals,®  25  mg.  each, 
bottles  of  100  and  1,000. 
AMBODRYL  Hydrochloride  Elixir,  10  mg.  per  4 cc.; 

16-ounce  bottles. 
AMBODRYL  Hydrochloride  Steri- Vials,® 
5 mg.  per  cc.,  for  parenteral  use.  Supplied  in  lO-cc. 

Steri-Vials,  boxes  of  1 and  10. 


PARKE,  DAVIS  & COMPANY 

DETROIT  32,  MICHIGAN 


93359 


' - 
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POLLEN  COUNT 

Daily  pollen  counts  compiled  for 
information  of  hay  fever  sufferers 
and  physicians  are  shown  below. 
Each  count  represents  the  aver- 
age number  of  pollen  particles  per 
cubic  yard  of  air  in  the  24-hour 
period.  The  following  table  shows 
counts  for  the  last  seven  days. 
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’s  as  easy  as  1,  2,  3 to  use 


(HYDROCHLOROTHIAZIDE) 


Initiate  therapy  with  hydroDIURIL:  one  25  mg.  tablet  or  one  50  mg. 
tablet  once  or  twice  a day.  hydroDIURIL  by  itself  often  causes  an  adequate 
drop  in  blood  pressure  over  a period  of  two  to  three  weeks.  This  may  be  all  the 
therapy  some  patients  require. 


Add  or  adjust  other  agents  as  required:  hydroDIURIL  enhances  the 
activity  of  all  commonly-used  antihypertensive  agents;  thus,  the  dosage  of 
other  medication  (rauwolfia,  reserpine,  hydralazine,  veratrum)  should  be  initiated 
or  adjusted  as  indicated  by  patient  condition.  If  a ganglion-blocking  agent  is 
contemplated  or  being  used,  usual  dosage  must  be  reduced  by  50  per  cent. 


Adjust  dosage  of  all  medication:  the  patient  must  be  frequently 
observed  and  careful  adjustment  of  all  agents  should  be  made  to  establish 
optimal  maintenance  dosage. 


Supplied:  25  mg.  and  50  mg.  scored  tablets  hydroDIURIL  (Hydrochlorothiazide)  bottles  of  100  and  1,000. 

Additional  literature  for  the  physician  is  available  on  request. 

hydroDIURIL  is  a trademark  of  Merck  &Co.,  Inc.  Trademarks  outside  the  U.  S.:  DICHLOTRIDE,  DICLOTRIDE,  HYDR0SALURIC. 


MERCK 


SHARP  & 


D 0 H M E , Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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the  disease  of  many  masks 

Doctor,  do  you  recognize  this  patient?  She  complains 
of  flatulence,  constipation  with  alternating  periods 
of  diarrhea,  and  colicky  pains  in  the  lower  right 
quadrant.  At  other  times  she  is  troubled  by  anorexia, 
lassitude,  dull  headache,  muscle  pains  and  backache. 
Or  she  may  have  only  one  or  two  of  these  symptoms. 

In  these  puzzling  cases,  serious  consideration  should 
be  given  to  intestinal  amebiasis — the  disease  of 
many  masks.  Clinicians  say  it  is  “one  of  the  most 
widespread  and  serious  protozoan  diseases  of  man,” 
yet  “there  is  no  parasite  more  often  misdiagnosed 
than  is  E.  histolytica.”  Conservative  estimates  place 
the  incidence  at  10%  of  the  United  States  population 
as  a whole,  and  16%  in  southern  states. 

Now  Glarubin,  a relatively  non-toxic  amebicide, 
simplifies  the  treatment  of  suspected  cases  of  intes- 
tinal amebiasis.  Glarubin,  a crystalline  glycoside  from 
the  fruit  of  Simarouha  glauca,  is  a specific  amebicidal 
agent  with  minimal  side  effects.  It  contains  no  arse- 
nic, bismuth  or  iodine. 

Glarubin  is  administered  orally  in  tablet  form  and 
does  not  require  strict  medical  supervision  or  hospit- 
alization. Extensive  clinical  trials  prove  it  highly 
effective  in  intestinal  amebiasis,  and  virtually  free 
of  toxicity. 

Supplied  in  bottles  of  40  tablets,  each  tablet  contain- 
ing 50  mg.  of  glaucarubin.  Write  for  descriptive 
literature,  bibliography,  and  dosage  schedules. 

mir  Glarubin 

TABLETS 

specific  for  intestinal  amebiasis 

THE  S.  E.  MASSENGILL  COMPANY 

BRISTOL,  TENNESSEE 

NEW  YORK  • KANSAS  CITY  • SAN  FRANCISCO 
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Clinical  findings  in  900  patients 
show  the 

selective  antihypertensive  action 

of  Singoserp 


IN  735  PATIENTS,  BLOOD  PRESSURE  FELL  AN  AVERAGE  OF  30.7  mm.  Hg: 

• more  than  half  of  these  patients  suffered  from  moderate 
to  severe  hypertension 

• more  than  half  of  the  cases  involved  hypertension  of  at 
least  6 years’  standing,  with  many  histories  of  up  to  20 

years’  duration 

THE  SIDE-EFFECTS  PROBLEM  WAS  MINIMIZED  IN  MOST  PATIENTS: 

Chart  shows  gratifyingly  low  incidence  of  side  effects  in  233 
patients  given  Singoserp  with  no  other  antihypertensive 
medication 


remember 

Serpasir 

(reserpine  CIBA) 

for  the 

anxious 

hypertensive 

with  or 

without 

tachycardia 


Side  Effect 

Number 

Per  Cent 

Lethargy 

7 

2.9 

Headache 

6 

2.5 

Gastrointestinal  upset 

3 

1.2 

Vertigo 

2 

0.8 

Nasal  congestion 

1 

0.4 

dosage:  Initially,  1 to  2 tablets  (1  to  2 mg.)  daily. 

supplied:  Singoserp  Tablets,  1 mg.  (white,  scored);  bottles  of  100. 

Samples  available  on  request.  Write  to  CIBA,  Box  277,  Summit,  N.J. 


3 I 3657  HK 


CIBA 

SUMMIT,  N.J. 


a major 
improvement 
in  rauwolfia 

a major 
advance  in 
antihypertensive 
therapy 
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Dimetane  works  in 
all  symptoms  of  allergic 
rhinitis;  and  in  urticaria, 
atopic  and  contact 
dermatitis.  The  summary 
conclusion  of  extensive 
clinical  studies  to  date: 
Dimetane  provides 
unexcelled  antihistaminic 
potency  with  minimal 
side  effects. 

Forms  available:  Oral: 
Extentabs®  (12  mg.), 
Tablets  (4  mg.), 

Elixir  (2  mg./5  cc.). 
Parenteral:  Dimetane-Ten 
Injectable  (10  mg./cc.) 
or  Dimetane -100 
Injectable  (100  mg./cc.). 
A.  H.  Robins  Co.,  Inc., 
Richmond  20,  Virginia 
Ethical  Pharmaceuticals 


of  Merit  Since  1878. 


If* 


BBS  i 

I mWi 


Allergic  Tears?  Jpimetane  Works! 

K*  (parabromdylamine  maleate) 


V;.- 


the  Problem 
of  Pregnancij 


Small  -Tasteless  - Inexpensive 


NAUSEA 


ANEMIA 


LEG  CRAMPS 


ssion  Pharmacal  Co. 

SAM  ANTONIO,  TEXAS 


unexcelled 


KHESS 


potentiation  • efficacy  • toleration 


in  broad-spect?'um  antibiotic  therapy 


COSA-TERRAMYCIN 


oxytetracycline  with  glucosamine 


capsules 
125  mg. 
250  mg. 


oral  suspension 
peach  flavored, 
125  mg.  per  tea- 
spoonful (5  cc.}, 

2 oz.  bottle 


pediatric  drops 
peach  flavored, 
100  mg.  per  qe. 

(5  mg.  per  drop), 
1 0 cc.  bottle 
(with  calibrated 
dropper) 


Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


WHY 

SENSITIZE? 

USE 

polysporin:: 

Polymyxin  B — Bacitracin  Ointment 

when  treating  topical  and  ophthalmic  infections 


A BROAD-SPECTRUM  ANTIBIOTIC  OINTMENT 

For  topical  use:  oz.  and  1 oz.  tubes. 

For  ophthalmic  use:  Vs  oz.  tubes.  ^ 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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the  mood  brightener 


Lifts  the 
burden  of 
depression... 
opens  the  way 
for  a sunnier 
outlook 


New  areas  of  therapy 


NIAMID  is  clinically  effective  in  a broad  range 
depressive  states,  including:  involutional  melan 
cholia,  senile  depression,  postpartum  depression 
reactive  depression,  the  depressive  stage  of  manic 
depressive  disease,  and  schizophrenic  depressivi 
reaction. 


A wide  variety  of  psychoneurotic  depressions  seei 
in  general  practice  also  respond  effectively  t 
niamid.  Depression  associated  with  the  menopaua 
and  with  postoperative  states,  and  depression  ac 
companying  chronic  or  incurable  diseases  such  a 
gastrointestinal  and  cardiovascular  disorders,  ar 
thritis,  and  inoperable  cancer,  can  now  be  treate< 
successfully  with  NIAMID. 


amid  is  also  strikingly  effective  for  many  com 
plaints,  mild  or  severe,  vague  or  well  defined,  whei 
due  to  masked  depression  rather  than  to  organi 
disease.  This  masked  depression  may  take  the  fora 
of  guilt  feelings,  crying  spells  or  sadness,  difficult; 
in  concentration,  loss  of  energy  or  drive,  insomnia 
emotional  fatigue,  feelings  of  hopelessness  or  help 
lessness,  loss  of  interest  in  normal  activity,  listless 
ness,  apprehension  or  agitation,  and  loss  of  appetit 
and  weight. 

While  tranquilizers  have  had  some  measure  c 
I'lveness  in  many  of  these  areas,  niamid  noi 
gives  the  practicing  physician  a new,  safe  drug  fo 
the  specific  treatment  of  depression  without  th 
sk  of  increasing  the  depressive  symptoms. 


New  safety 


The  outstanding  safety  of  niamid  in  extensiv. 
clinical  trials  eliminates  the  hepatotoxic  reaction 
observed  with  the  first  of  the  monoamine  oxidasi 

inhil >iton>.  T1 


ctions  have  not  been  seen  witl 


Acute  and  chronic  toxicity  studies  show  this  dis 
tinctive  freedom  from  toxicity.  Moreover,  durin; 
the  extensive  clinical  trials  of  niamid  by  a larg 
number  of  investigators,  not  only  has  no  liver  dam 
age  been  reported,  but  only  in  a very  few  isolate* 
instances  have  hypotensive  effects  been  seen. 


bsence  of  toxicity  may  be  the  result  of  th 
unique  carboxamide  group  in  the  niamid  molecule 
explain  why  niamid  is  excretei 
largely  unchanged  in  the  urine,  with  only  insignifi 
cant  quantities  of  potentially  free  hydrazine  beini 
formed.  Previously,  where  a monoamine  oxida& 
inhibitor  had  been  associated  with  hepatic  toxicity 
there  was  some  evidence  that  substantial  quantitie 
of  free  hydrazine  were  formed  in  the  body. 


ackground  of  NIAMID 


r advance  in  the  treatment  of  mental  de 
pression  came  with  a newer  understanding  of  th 
influence  of  brain  serotonin  and  norepinephrine  oi 
the  mood.  Levels  of  both  these  neuro-hormones  ar 
decreased  in  animals  under  experimental  condi 
tions  analogous  to  depression;  relief  of  these  mode 
depressions  is  seen  with  a rise  in  the  levels  of  bot: 
serotonin  and  norepinephrine. 


A second  advance  came  with  the  development  c 
monoamine  oxidase  inhibitors,  substances  whicl 
raise  the  cerebral  level  of  both  serotonin  and  nor 
epinephrine.  The  first  of  the  amine  oxidase  inhibi 
tors  raised  the  cerebral  level  of  serotonin,  but  di< 
not  appear  to  raise  that  of  norepinephrine  level 
proportionately. 


Science  for  the  world’s  well-being tM 

PFIZER  LABORATORIES 


Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


Attention  at  Pfizer  Research  was  then  directed  to 
a new  drug  that  would  overcome  this  disadvantage. 
niamid  significantly  raises  the  cerebral  level  of 
both  serotonin  and  norepinephrine  under  experi- 
mental conditions. 

The  dramatic  discovery  of  niamid  now  makes 
available  an  extremely  effective,  safe  antidepres- 
sant for  the  successful  treatment  of  a full  range 
of  depressive  states. 

Precautions 

Side  effects  are  most  often  minor  and  mild  mani- 
festations of  central  nervous  system  stimulation, 
modifiable  by  reduction  in  dosage;  these  may  take 
the  form  of  restlessness,  insomnia,  headache,  weak- 
ness, vertigo,  dry  mouth,  and  perspiration.  Care 
should  be  taken  when  niamid  is  used  with  chloro- 
thiazide compounds,  since  hypotensive  effects  have 
been  noted  in  some  patients  receiving  combined 
therapy— even  though  hypotension  has  rarely  been 
noted  with  niamid  alone.  There  has  been  no  evi- 
dence of  liver  damage  in  patients  on  niamid;  how- 
ever, in  patients  who  have  any  history  of  liver 
disease,  the  possibility  of  hepatic  reactions  should 
be  kept  in  mind. 

Dosage  and  Administration 

Start  with  75  mg.  daily  in  single  or  divided  doses. 
After  a week  or  more,  revise  the  daily  dosage  up- 
ward or  downward,  depending  upon  the  response 
and  tolerance,  in  steps  of  one  or  one-half  25  mg. 
tablet.  Once  satisfactory  response  has  been  attained, 
the  dosage  of  niamid  may  be  reduced  gradually  to 
the  maintenance  level. 

The  therapeutic  action  of  NIAMID  is  gradual,  not 
immediate.  Many  patients  respond  within  a few 
days,  others  satisfactorily  in  7 to  14  days.  Some 
patients,  particularly  chronically  depressed  or  re- 
gressed psychotics,  may  need  substantially  higher 
dosages  (as  much  as  200  mg.  daily  has  been  used) 
and  prolonged  administration  before  responses  are 
achieved. 

Supply 

niamid  is  available  in:  25  mg.,  pink,  scored  tablets 
in  bottles  of  100;  and  100  mg.,  orange,  scored  tablets 
in  bottles  of  100. 

References 

Complete  bibliography  and  Professional  Informa- 
tion Booklet  are  available  on  request. 
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Current  Therapy  — Syphilis;  Current  Status  of  Follow  Up 

Study  of  The  Treated  Case  Page  495 

By  Maurice  R.  Vinikoff,  M.D.,  El  Paso 

Orthopaedic  Surgery  Notes  — Importance  of  Instruments  in  Surgery  Page  498 

By  W.  Compere  Basom,  M.D.,  El  Paso,  Orthopaedic  Editor 

Western  Association  of  Railway  Surgeons  to  Meet  in 

Denver,  Sept.  10-12,  Complete  Program  Page  499 

Aphorisms  and  Memorabilia  — Miscellaneous  Truths  and  Concepts  Page  502 

Edited  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  N.M. 

Apnea  Associated  With  the  Intraperitoneal  Use  of  Neomycin  Page  503 


By  C.  Herbert  Fredell,  M.D.,  and  Bruce  L.  McElroy,  R.N., 
Flagstaff,  Ariz. 


A New  and  Safe  Enterokinetic  Agent  Page  505 

By  Eduardo  Pena,  M.D.  and  Jose  Padilla,  M.D.,  Miami,  Fla. 

Comments  on  Doctors'  Business  Problems  Page  509 

By  Eugene  P.  Rister,  C.P.A.,  El  Paso 

Monthly  Clinical  Pathological  Conference  of  El  Paso  Geneal  Hospital  Page  511 

Frederick  P.  Bornstein,  M.D.,  Editor 
Presentation  of  case  by  Walter  D.  Feinberg,  M.D. 


Coming  Meetings 


Eighth  Western  Cardiac  Conference,  Denver, 
Aug.  17-21,  1959.  Colorado  Heart  Association, 
1636  Logan  Street,  Denver. 

Nevada  State  Medical  Association,  Annual 
Meeting,  Mapes  Hotel,  Reno,  Aug.  19-22,  1959. 

Western  Association  of  Railway  Surgeons,  An- 
nual Meeting,  Cosmopolitan  Hotel,  Denver,  Sept. 
10-12,  1959. 

Thirteenth  Annual  Southwest  Regional  Can- 
cer Conference,  Fort  Worth,  Texas,  Academy  of 
Medicine,  Sept.  20,  1959. 


The  University  of  Texas  Postgraduate  School 
of  Medicine,  Postgraduate  Course,  Orthopaedics 
and  Traumatic  Surgery,  Turner  Home,  1301  Mon- 
tana Ave.,  El  Paso,  Sept.  20,  1959. 

American  Fracture  Association,  Annual  Meet- 
ing, New  Orleans,  Nov.  1-3,  1959. 

Southwest  Obstetrical  and  Gynecological  So- 
ciety, Annual  Meeting,  El  Mirador  Hotel,  Palm 
Springs,  Calif.,  Nov.  2 and  3,  1959. 

Southwestern  Medical  Association,  Annual 
Meeting,  Roswell,  N.  M.,  Nov.  5-7,  1959. 


492 


SOUTHWESTERN  MEDICINE 


AN  EFFECTIVE  METHOD  TO  RELIEVE 


ASTHMA  SINUS 
ALLERGY  PATIENTS 


Just  plug  in;  it’s  portable! 


U.S.  Pat.  Nos.  2,855,641  - 2,359,057 
other  patents  pending 


Hospital-accepted  Puritron  quickly  clears  any 
room  of  irritating  dust,  pollen,  smoke  and  odors. 

Puritron’s  unique  filtering  action  pulls  irritating 
dust,  pollen  and  smoke  out  of  the  air  . . . forces  them 
through  a superfine  fiberglas  filter.  The  air  then  passes 
through  a germicidal  ultra-violet  light  bath.  This  sani- 
tizing light  washes  the  air  electronically  — eliminates 
invisible  substances  that  can  often  trigger  allergic  reac- 
tions. 

Your  patients  breathe  easier  . . . sleep  better,  as 
Puritron  circulates  a constant  supply  of  clean.  Spring- 
fresh  air  — even  in  unventilated  rooms. 


Names 

of 

Hospitals 

Using 

PURITRON 

Furnished 

on 

Request 


DOCTORS  WHO  TESTED  PURITRON  IN  THEIR  OWN  HOMES, 
ON  THEIR  OWN  FAMILIES  . . . 

IN  THEIR  OFFICES  AND  OPERATING  ROOMS  REPORT: 


“Within  a period  of  one  week  of  test- 
ing, the  Puritron  controlled  a stubborn 
form  of  respiratory  allergy  in  my 
daughter,  age  5.”  —A  Southern  Physician 

“Surpassed  all  expectations.  Performs 
miracles  for  a dust  allergy  patient.’’ 

—A  Pennsylvania  Physician 

“For  the  first  time  I woke  up  without 
sinus  trouble.”  —New  Jersey  M.D. 

“I  have  been  recommending  your  Puri- 
tron machine  . . . Some  of  my  patients 


have  purchased  the  machine  and  have 
found  it  to  work  excellently.  I myself 
have  used  it  now  for  some  time  and 
I also  can  say  that  the  machine  really 
works  pretty  well.” 

—A  New  England  Physician 

A famed  New  England  Allergist  in- 
stalled three  Puritrons  in  his  offices. 


A New  York  physician  has  discovered 
that  a Puritron  in  his  operating  room 
lessens  the  amount  of  mucous  present. 


Puritron’s  price:  $39.95.  Additional  information  on  request. 

$79.95  double-size  Office  Model  in  handsome  leather-tone 


ALWAYS  SOLD  WITH  A MONEY-BACK  GUARANTEE  OF  SATISFACTION 

B II  D I IF  IB  R|  15  Stiles  Street 

w lm  I I R W W ¥ New  Haven,  Conn. 
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when  Blues  in  the  Night  are  due  to  infant  “Colic" 


Barbicaine® 

oral  antispasmodic-sedative 

offers  prompt  relief 

Barbicaine's  local  anesthetic  action  usually  brings 
prompt  symptomatic  relief  of  gastrointestinal  spasm 
. . . often  in  minutes. 

keeps  baby  comfortable  longer 

Barbicaine's  mild  sedative  action  prolongs  the  sys- 
temic relaxation  over  longer  periods  of  time. 

And  Barbicaine's  calibrated  plastic  drop-tip  bottle 
makes  it  easy  to  measure  accurately  when  mother 
adds  it  to  the  formula. 


For  Infants  under  20  lbs. 

20  to  30  lbs. 
30  to  40  lbs. 
For  Older  Children 

5 drops  q.i.d. 
10  drops  q.i.d. 
15  drops  q.i.d. 
20  drops  q.i.d. 

Each  cc.  of  Barbicaine  contains: 

Procaine  Hydrochloride,  U.S.  P.  . 50  mg. 

if 

3.  Pentobarbital  . . . 

Phenobarbital,  U.S. P. 

Available  in  15  cc.  plastic  dropper-tip  vial. 

CUTTER  LABORATORIES  • 


Refer  to  P.D.R.  page  662 
Berkeley,  California 
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Syphilis  — Current  Status  of  Follow 
Up  Study  of  The  Treated  Case 

By  Maurice  R.  Vinikoff,  M.  D.,  Director  V.D.  Division,  El  Paso  City-County  Health  Unit 


Some  of  the  most  frequent  questions  presented 
to  the  syphilologist  are  with  regard  to  the  follow 
up  of  treated  cases  of  syphilis.  Particularly  the 
problem  of  persistent  positive  serologic  reports, 
and  the  question  of  retreatment  are  raised. 

One  of  the  basic  fundamentals  to  remember  is 
to  “treat  the  patient  and  not  a laboratory  report.” 
The  serologic  studies  are  of  inestimable  value  in 
the  follow  up  program,  but  the  clinical  status  of 
the  patient  is  equally  important. 

Adequate  Therapy 

Following  adequate  therapy,  as  previously  de- 
scribed, one  should  expect  clinical  improvement 
and  a regression  of  lesions  in  the  early  stages  of 
syphilis,  and  either  improvement  or  cessation  of 
progression  in  late  symptomatic  syphilis.  For  ex- 
ample, in  early  syphilis,  the  chancre,  lymphadeni- 
tis, condylomata,  skin  syphilides,  etc.,  should  heal 
within  a period  of  one  or  two  weeks.  In  late 
symptomatic  syphilis  certain  lesions  will  heal  such 
as  tertiary  skin  syphilides,  gummata,  etc.  Gen- 
erally speaking,  the  early  lesions  will  heal  without 
any  permanent  damage  but  most  of  the  late  lesions 
will  leave  irreparable  damage.  Examples  of  ir- 
reparable damage  include  coronary  ostial  stenosis, 
aneurysm  of  the  aorta,  aortic  insufficiency,  optic 
neuritis  with  atrophy,  transverse  myelitis,  etc.  In 
these  cases,  if  one  can  halt  the  progression  of  the 
disease,  that  is  all  that  may  be  expected. 


*Dr.  Vinikoff  this  month  is  substituting  for  Dr.  Jack  A.  Bernard, 
regular  conductor  of  this  section. 
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If  the  early  lesions  fail  to  heal,  or  the  late  lesions 
are  not  arrested,  or  if  clinical  recurrence  or  relapse 
occurs,  retreatment  or  continuation  of  treatment 
is  indicated.  Once  satisfactory  clinical  response  is 
noted,  periodic  serologic  examination  should  be 
performed.  At  our  clinic  serologic  examination  is 
made  every  three  months  for  the  first  year  or  two 
following  therapy,  and  then  every  six  months  for 
an  indefinite  period. 

In  primary,  darkfield  positive  syphilis,  the  sero- 
logic report  may  be  non-reactive.  Some  of  these 
patients  may  never  become  reactive  but  a certain 
percentage  will  become  reactive,  because  the  im- 
munological reagin  response  takes  several  weeks 
to  develop.  In  these  cases,  a decline  in  the  serologic 
titre  should  be  progressive  and  become  non-reac- 
tive within  one  year.  If  serologic  reactivity  persists 
beyond  this  period,  retreatment  usually  with  a 
larger  dosage  than  the  original  therapy  is  indicat- 
ed. The  same  applies  to  secondary  syphilis  with 
the  exception  that  practically  all  cases  of  secon- 
dary syphilis  have  reactive  serologic  reports  at  the 
onset. 

Latent  Syphilis 

In  latent  syphilis,  the  serologic  titre  should  fall 
to  low  levels  or  become  non-reactive  entirely.  The 
earlier  the  case  is  treated,  the  greater  is  the  possi- 


CURRENT  THERAPY 

- - • ' -i  ’ ' '!  - U'  '■ i i. 


495 


bility  that  the  serologic  study  will  become  non- 
reactive. In  treated  syphilis  of  less  than  two  years 
duration  (early  latent  syphilis) , with  adequate 
therapy  the  percentage  of  non-reactive  results 
should  be  fairly  high  in  a one  to  two  year  period 
following  therapy.  This  percentage  may  reach  ap- 
proximately eighty  percent.  Syphilis  treated  after 
more  than  two  years  duration  will  yield  a greater 
number  of  so  called  sero-resistant  cases  and  this 
is  proportionate  to  the  length  of  time  that  treat- 
ment has  been  delayed.  Roughly  speaking,  if  treat- 
ment has  not  been  instituted  for  four  or  more 
years  following  infection,  about  forty  to  fifty  per- 
cent of  the  cases  will  remain  reactive  to  the  stan- 
dard serologic  tests  but  will  usually  run  a low 
titre.  When  reference  is  made  to  serologic  tests  in 
this  article,  it  indicates  the  standard  reagin  tests 
such  as  the  V.D.R.L.,  Kahn,  Eagle,  Kolmer,  etc., 
and  not  the  newer  treponemal  tests  such  as  the 
T.P.I.  (Treponema  Pallidum  immobilization  test) 
and  the  R.P.C.F.  (Reiter  Protein  Complement 
Fixation  test) , etc. 

If  one  is  to  follow  treated  syphilitic  patients 
serologically,  the  quantitative  titre  is  imperative.  A 
purely  qualitative  report  is  of  no  value  except 
when  it  becomes  non-reactive.  Quantitative  titres 
are  expressed  in  terms  of  dilutions.  The  number 
of  times  that  a serum  can  be  diluted  and  still 
give  a positive  result  is  referred  to  as  “dils”  and 
is  reported  as  “reactive — two,  four,  eight,  16  dils” 
etc.,  depending  upon  the  reactivity  of  the  serum. 
With  some  tests  such  as  the  Kahn,  the  titre  is  ex- 
pressed in  “units”  and  is  based  upon  the  number 
of  “dils”  multiplied  by  four.  These  are  reported 
as  “reactive — four,  eight,  16,  32  units,”  etc.  It 
makes  no  difference  which  type  of  test  is  per- 
formed, but  in  the  follow  up,  the  comparison  of 
titres  to  determine  the  trend  of  reactivity  should 
be  made  with  the  same  type  of  test.  A comparison 
of  quantitative  titres  using  different  tests  is  not 
valid. 

Too  often,  patients  are  retreated  because  of  a 
persistent  positive  qualitative  serologic  test  for 
syphilis  when  actually  there  is  no  basis  for  it. 
There  is  no  specific  titre  above  which  treatment 
is  indicated  and  below  which  the  patient  should 
be  left  alone.  The  most  important  factor  in  the 
serologic  titre  is  its  trend.  Following  therapy,  there 
should  be  a significant  and  continued  downward 
trend  of  the  serologic  titre.  Should  non-reactivity 
occur,  this  is  an  excellent  result,  but  if  there  is  a 
continued  decline  in  the  titre,  good  progress  is 


indicated.  Most  patients  who  do  not  reach  a non- 
reactive status  usually  reach  a low  titre  and  con- 
tinue at  this  low  titre  level  for  long  periods  of  time 
and  may  do  so  indefinitely  (sero-resistant).  If  on 
the  other  hand  there  is  no  significant  decline,  or 
even  an  increase  in  titre  over  a reasonable  period 
of  time,  then  retreatment  is  indicated.  It  should 
be  borne  in  mind  that  a rise  in  titre  on  one  follow- 
up serologic  report  of,  let  us  say?  from  16  to  32 
“units”  or  “dils”  is  not  as  great  a rise  as  the 
numbers  might  indicate.  The  16  unit  difference 
represents  merely  one  dilution  and  may  be  in- 
terpreted by  one  observer  as  16  and  another  as  32. 

It  is  advisable  in  all  cases  to  recheck  the  spinal 
fluid  examination  about  one  or  two  years  follow- 
ing the  original  therapy  in  order  to  determine 
early  involvement  of  the  central  nervous  system. 
In  patients  with  previously  positive  cerebro  spinal 
fluids  who  have  received  adequate  therapy,  the 
cerebro  spinal  fluid  usually  shows  rapid  improve- 
ment. The  cell  count  and  protein  determination 
fall  rapidly  to  normal  levels.  The  Colloidal  Gold 
and  Kolmer  (or  other  reagin  tests)  usually  decline 
in  positivity  fairly  rapidly  but  require  a longer 
period  to  reach  low  titres  or  non-reactivity  (ap- 
proximately one  year).  Here  again,  should  satis- 
factory response  fail  to  occur  retreatment  is  in- 
dicated. 

Pregnancy  in  the  syphilitic  woman  has  raised 
many  questions  in  therapy.  For  the  sake  of  brevity, 
only  the  procedures  followed  at  the  El  Paso  City- 
County  Health  Unit  Venereal  Disease  Clinic  will 
be  given.  In  previously  treated  pregnant  women, 
serologic  examinations  are  made  at  least  twice 
and  preferably  three  times  during  pregnancy;  one 
as  soon  as  pregnancy  is  diagnosed,  the  others  in  the 
second  and  third  trimester.  Patients  yielding  non- 
reactive serologic  reports  are  not  treated,  whereas 
those  showing  reactivity  are  retreated  according 
to  the  schedule  given  in  the  second  article  of  this 
series. 

Any  syphilitic  mother  who  has  a late  abortion, 
gives  birth  to  a stillborn  fetus,  or  to  a congenital 
syphilitic  child,  is  retreated. 

With  regard  to  the  serologic  examination  of  the 
newborn,  it  is  the  practice  at  our  clinic  never  to 
perform  it  prior  to  the  third  month.  To  do  so 
only  adds  confusion  to  the  problem.  If  the  newr- 
born  appears  normal,  the  blood  is  taken  at  three 
months  and  then  again  at  one  year.  The  reasons 
for  the  above  are  concerned  with  the  immunilogic 


496 


SOUTHWESTERN  MEDICINE 


responses  of  the  mother  and  child.  In  early  in- 
fancy, the  child  may  carry  over  reagin  from  the 
mother’s  blood  and  give  a reactive  result  when 
actually  the  child  is  not  infected.  Conversely,  if 
the  child  becomes  infected  during  late  pregnancy 
there  may  not  have  been  time  for  reagin  to  develop 
in  the  child  and  a non-reactive  report  might  result. 
By  waiting  three  months  the  reagin  carried  over 
from  the  mother  will  have  cleared  from  the  child’s 
blood,  and  should  the  child  be  recently  infected, 
there  would  have  been  adequate  time  for  reagin 
to  develop  in  the  child.  If  the  child  shows  clinical 
evidence  of  syphilis  then  the  darkfield  examina- 
tion is  the  method  of  choice  for  diagnosis.  X-Ray 
of  the  long  bones,  clinical  examination,  etc.,  are 
all  useful. 

Finally,  a great  deal  of  emphasis  must  be  placed 
on  the  public  health  aspects  of  syphilis.  Every 
contact,  either  sexual  or  familial,  should  be  ex- 
amined clinically  as  well  as  serologically.  All  sex 
contacts  and  marital  partners  of  early  infectious 
syphilis  cases  should  be  examined  particularly  for 
signs  of  early  syphilis.  In  cases  of  latent  or  con- 
genital syphilis,  parents  or  siblings  of  the  patient 
should  be  appropriately  examined. 


Quarterly  Cumulative  Index 
Medicus  To  Be  Discontinued 

Word  has  just  been  received  that  the  Quarterly 
Cumulative  Index  Medicus  of  the  AM  A will  not 
be  published  in  the  future.  Volume  65  will  not  be 
published. 

This  leaves  the  Current  List  of  Medical  Litera- 
ture published  through  the  National  Library  of 
Medicine  by  the  U.  S.  Department  of  Health,  Ed- 
ucation and  Welfare,  Public  Health  Service  at 
Washington,  D.  C.  as  the  remaining  publication 
of  this  type. 

It  has  always  been  a source  of  pride  to  have  a 
complete  set  of  the  Quarterly  Cumulative  Index 
Medicus.  This  publication  has  served  a vital  pur- 
pose in  surveying  and  listing  medical  literature  of 
the  world.  Through  this  publication  a complete 
check  could  be  made  of  previous  published  infor- 
mation and  this  was  most  helpful.  This  publica- 
tion helped  prevent  the  reduplication  in  medical 
publications. 

It  is  the  impression  of  this  writer  that  the 
Current  List  of  Medical  Literature  does  not  con- 
tain all  of  the  publications  in  the  world.  It  is 
hoped  that  this  scope  can  be  enlarged. 


AT  AM  A MEETING  — Dr.  /.  L.  White  hill,  Tucson,  (right)  holds  a clamp  which  he  de- 
vised for  the  anastomosis  of  hollow  viscera  as  featured  in  the  scientific  exhibit  at  the  recent  AMA 
meeting  in  Atlantic  City.  Use  of  the  instrument  along  with  the  technique  which  Dr.  White  hill  sug- 
gests is  said  to  reduce  suturing  time  considerably.  On  the  left  is  Dr.  John  A.  Wilson,  also  of 
Tucson,  who  is  holding  a transparent  plastic  replica  of  the  bowel  showing  how  the  wound  looks 
after  closure  with  this  clamp. 


H ' 

\ *■  1 

v \ 

f — & * 

\ \ 

AUGUST,  1959 


497 


W.  Compere  Basom,  M.D.,  El  Paso,  Orthopaedic  Editoi 


Importance  of  Instruments  in  Surgery 

(Continued  from  July  Issue) 


It  is  a good  idea  to  have  a bone  saw  in  a set. 
This  is  useful  in  amputations  and  shaping  of  bone 
grafts.  Screw  retrievers  are  also  useful.  The  type 
made  by  Zimmer,  Richards  and  DePuy  are  all  in 
my  set. 

A brace  with  standard  carpenter  chuck  with  a 
full  set  of  drill  points  and  also  long  electrician  drill 
points  for  certain  intramedullary  rod  procedures 
are  useful  items. 

A hack  saw  is  useful  in  cutting  pins  and  intra- 
medullary nails. 

I have  a special  operating  room  sterilizable  box 
made  by  Wright  Manufacturing  Company  of 
Memphis.  This  has  small  compartments,  each  one 
of  which  will  contain  a dozen  stainless  steel  fine 
thread,  single  slot,  self-tapping  bone  screws  from 
one-fourth  inch  in  length  up  to  two  inches. 

Hip  Nailing  Set 

The  hip  nailing  set  also  has  space  for  the  fol- 
lowing: 

Full  set  of  Smith- Petersen  Nails,  stainless  steel, 
serrated  heads,  cannulated  center,  requiring  a 
3/32nd  inch  diamond  tip  9-inch  stainless  steel 
nail.  The  lengths  of  these  nails  are  from  3 inches 
to  6 inches. 

A full  set  of  trochanteric  anchor  plates. 

Several  plain  bolts  for  the  attachment  of  the 
plate  to  the  nail. 

T-wrench. 

Stainless  steel  guide  pins,  at  least  three  with 
trocar  points,  plain  hilt,  each  9 inches  in  length 
for  the  guide  pins. 

Smith-Petersen  nail  driver. 

Adapter  for  Jewett  Nail. 

Smith-Petersen  nail  starter. 

Depth  gauge. 

Wire. 

Special  impactor. 


Full  set  of  drill  points,  large  for  the  Smith-Peter- 
sen nails,  small  ones  for  the  screws,  7/64ths  of 

an  inch  in  diameter. 

In  addition  we  have  special  sets  of  instruments 
such  as  the  intramedullary  rod  set.  This  is  in  a 
large  stainless  steel  box  which  can  be  autoclaved. 
It  has  two  trays  and  it  contains  the  extra-large 
diameter  11  x 13  millimeters,  the  medium  size  are 
9x11  millimeters  and  also  a smaller  diameter 
rod  and  broaches  for  each  nail.  We  use  the  Han- 
sen-Street  nail.  We  also  have  a modified  set  with 
threaded  holes  in  the  distal  end  suitable  for  fixa- 
tion of  the  supracondylar  fractures  of  the  femur. 

Other  Special  Sets 

The  other  special  sets  are  hip  prosthesis;  we 
use  the  Fred-Thompson  with  vitallium  and  special 
instruments  for  it.  A spine  fusion  set  which  con- 
tains special  ronguers,  reamers,  lamina  spreaders, 
bone  mill  and  other  curettes,  rasps,  spoon  and 
retractors  for  spine  fusion  procedures,  is  employed. 

A hand  set,  which  includes  special  instruments 
for  doing  hand  surgery,  small  drills  for  bone  work, 
and  instruments  for  tendon  procedures,  is  used. 

The  external  pin  fixation  set  produced  by  the 
Tower  people  also  is  useful  in  certain  procedures, 
particularly  extremely  comminuted  fractures  of  the 
lower  end  of  the  femur,  arthrodesis  of  the  knee, 
certain  fractures  of  the  femur  and  tibia  and  fore- 
arm. 

A Stryker  bone  saw  with  whole  saw  set  and 
burrs  has  been  useful. 

The  bone  bank  while  not  exactly  an  instrument, 
can  be  extremely  useful  in  orthopaedic  surgery 
procedures.  It  is  very  easy  to  prepare  a peg  graft 
for  the  use  of  hip  fractures  and  for  many  other 
procedures  if  this  is  available. 

In  other  words  it  is  very  helpful  in  orthopaedic 
procedures  to  have  a full  set  of  instruments  avail- 
able at  the  time  of  the  operative  procedure. 
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MEETINGS 


Western 

Association 

of 

Railway 

Surgeons 


Cosmopolitan  Hotel,  Denver 


Dr.  Winston 


Complete  Program 


Thursday  — September  10,  1959 

9:00  a.m.  The  Unique  Responsibilities  of  a 
Railway  Surgeon 

John  R.  Winston,  M.  D. 

Medical  Director,  A.  T.  & S.  F. 
Ry.  Company 

President,  Western  Association  of 
Railway  Surgeons 
Chicago,  Illinois 

9:30  a.m.  Hypnosis  And  Its  Use  in  Controlling 
Patients  With  Malignancy 
Oscar  L.  Morphis,  M.  D. 
Consultant  in  Radiology 
A.  T.  & S.  F.  Railway  Company 
Fort  Worth,  Texas 

10:00  a .m.  Radioactive  Isotopes  and  Medicine 
Otto  L.  Hanson,  M.  D. 

Chief  of  Medical  Services 
A.  T.  & S.  F.  Railway  Company 
Topeka,  Kansas 


10:30  a.m.  INTERMISSION 

11:00  a.m.  THE  ANNUAL  DOCTOR  WIL- 
LIAM T.  CUMMINS  MEMORI- 
AL LECTURE 

Proposed  Medical  Standards  for 
the  Operators  of  Public  and  Com- 
mercial Vehicles 
Seward  E.  Miller,  M.  D. 

Director,  Institute  of  Industrial 
Health 

University  of  Michigan 
Ann  Arbor,  Michigan 

Friday  — September  11,  1959 

9:00  a.m.  The  Management  of  Trauma  in  Re- 
lation to  Preventing  Permanent 
Disability 

Earl  D.  McBride,  M.  D. 

Clinical  Professor  of  Surgery 
University  of  Oklahoma  School 
of  Medicine 

Oklahoma  City,  Oklahoma 


AUGUST,  1959 


499 


Dr.  Bar  gen 
Dr.  Brindley 


Dr.  Broders 
Dr.  Collett 


9:30  a. in.  Recent  Developments  in  the  Manage- 
ment of  Diabetes 

E.  Paul  Sheridan,  M.  D. 
Secretary,  American  Diabetes 
Association 
Denver,  Colorado 

10:00  a. m.  Clinical  Neurological  Problems  Among 
Railway  Operating  Employees 
D.  Bernard  Foster,  M.  D. 
Neurologist,  The  Menninger 
Foundation 
Topeka,  Kansas 

10:30  a.m.  INTERMISSION 

11:00  a.m.  Symposium:  Diseases  of  the  Upper 
Gastro-Intestinal  System 
J.  A.  Bargen,  M.  D. 

Chief  of  Medical  Sections,  Mayo 
Clinic 

Rochester  Minnesota 

G.  V.  Brindley,  M.  D. 

Board  of  Regents,  American  Col- 
lege of  Surgeons 
Chief  Surgeon,  G.  C.  and  S.  F. 

Railway  Co. 

Temple,  Texas 

A.  C.  Broders,  M.  I). 

Chief  of  Section  on  Pathology 
Scott  and  White  Clinic 
Temple,  Texas 

N.  C.  Hightower,  M.  D..  Director 
Editorial  Board 

American  Journal  of  Digestive 
Diseases 
Temple,  Texas 

Saturday  — September  12,  1959 

9:00  a.m.  Analysis  of  Two  Thousand  Hernio- 
plasties 

Waldo  Newberg,  M.  D. 

Chief  of  Surgical  Services 
Southern  Pacific  Hospital 
San  Francisco,  California 

9:30  a.m.  Clinical  Aspects  of  Long-Term  Usage 
of  Diuretics  In  the  Management  of 
Heart  Disease 

Benjamin  S.  Wells,  M.  D. 
Director  of  Medical  Education 
Veterans  Administration 
Washington,  D.  C. 


Dr.  Drisko 
Dr.  Foster 


Dr.  Hanson 
Dr.  Hightower 
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Dr.  Hood 
Dr.  McBride 


Dr.  Miller 


Dr.  Morphis 


10:00  a. m.  Early  Return  to  Duty  Following  Lam- 
inectomy For  Herniated  Disc 
Robert  M.  Drisko,  M.  D. 
Consulting  Orthopedic  Surgeon 
Union  Pacific  and  Kansas  City 
Terminal  Railroads 
Kansas  City,  Missouri 

Graham  Owens,  M.  D. 

Chief  Surgeon,  Kansas  City  Ter- 
minal Railway  Company 
Secretary,  Western  Association  of 
Railway  Surgeons 
Kansas  City,  Missouri 

10:30  a.m.  INTERMISSION 


V 


11:00  a.m.  Symposium:  Diseases  of  the  Colon 
Dr.  Hightower.  Moderator 
Dr.  Bargen 
Dr.  Brindley 
Dr.  Broders 


12:00  Noon  The  Diagnosis  and  Treatment  of 
Temporal  Mandibular  Injuries 
Hugh  S.  Collett,  M.  D. 
Medical  Department,  Western 
Pacific  Railway  Company 
Elko,  Nevada 


Thomas  K.  Hood,  M.  D. 
Medical  Department,  Western 
Pacific  Railway  Company 
Elko,  Nevada 


Thursday  and  Friday  noon  there  will  be  special 
activities  for  the  Ladies,  followed  each  afternoon 
by  the  Members  and  their  Ladies  visiting  points 
of  particular  interest  in  the  Denver  area. 

Friday  evening  the  Ladies  are  invited  to  attend 
the  Annual  Banquet  for  which  special  entertain- 
ment is  being  arranged.  The  Ladies  are  also  in- 
vited to  meet  with  the  members  for  Luncheon 
on  Saturday  noon. 


Dr.  Newberg 
Dr.  Owens 
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Edited  By  Andrew  M.  Babey,  M.D.,  Las  Cruces,  N.M. 


Dr.  Babey 


APHORISMS  and  MEMORABILIA 


Miscellaneous  Truths  and  Concepts 


( Continued  ) 


21.  . . a curious  translucent  appearance  of 
the  outer  half  of  the  soft  part  of  the  upper  eyelid. 
If  you  look  for  this  sign  I am  sure  it  will  help  you 
to  spot  cases  which  will  improve  on  thyroid  extract 
long  before  they  develop  into  full-fledged  myxe- 
dema.”— Herbert  French,  Clin.  ].,  47-48:  135, 
1918-19. 

22.  “We  may  have  about  any  type  and  any  de- 
gree of  psychosis,  chronic  insanity  or  acute  delir- 
ium in  hyperthyroidism.” — R.  Cabot,  Case  Record 
6511,  Dec.  21,  1920. 

23.  “It  may  be  remarked  that  in  certain  gouty 
patients  the  attacks  of  articular  pain  cease  or  dim- 
inish in  severity  when  renal  colic  appears.”- — G. 
Dieulafoy,  Textbook  of  Medicine,  D.  Appleton  & 
Co.,  1912,  p.  1886. 

24.  “Jaundice  is  one  of  the  rarest  complica- 
tions of  enteric  fever.” — C.  Allbut,  System  of 
icine,  Vol.  4,  1897,  p.  99. 

25.  “Always  remember  salicylate  delirium.  We 
may  get  a very  active  psychosis,  a maniacal  state, 
from  an  overdose  of  salicylates.  It  may  simulate 
psychosis,  meningitis  etc. — R.  Cabot,  Case  Record 
6082,  Feb.  24,  1920. 

26.  “If  a male  patient  with  supposed  strangu- 
lated hernia  complains  of  pain  running  down  the 
inner  aspect  of  the  thigh,  it  is  well  to  think  of  tor- 
sion of  the  testicle.” — Brickner  and  Moschco- 
witz,  loc.  cit. 


27.  “Clubbing  is  one  of  those  phenomena  with 
which  all  physicians  are  so  familiar  that  they  ap- 
pear to  know  more  about  it  than  they  really  do.” — 
S.  West,  Trans.  Clin.  Soc.,  30:60,  1897. 

28.  “It  is  not  generally  known  that  temporary 
deafness  sometimes  results  from  excessive  smoking, 
in  smoking  certain  kinds  of  tobacco.” — Byron 
Bramwell,  Clinical  Studies,  R.  & R.  Clark,  Edin- 
burg, vol  4,  1906. 

29.  “Never  believe  what  a patient  tells  you  his 
doctor  has  said.”  Med.  Axioms,  Aphorisms  and 
Clin.  Memoranda,  J.  A.  Lindsay-H.  K.  Lewis  & 
Co.,  London,  1923,  p.  5. 

30.  “Metastases  to  the  spleen  are  common  in 
sarcoma,  uncommon  in  carcinoma.” — Tracy  Mal- 
lory, New  England  ].  Med.,  218:  1014,  1938. 

31.  “.  . . in  the  aged  there  is  a want  of  corre- 
lation between  the  local  lesion  and  the  production 
of  general  symptoms  . . . the  organism  remains,  so 
to  speak,  unmoved  in  presence  of  the  gravest 
changes.  The  physician  must  redouble  his  attention 
and  take  into  account  the  slightest  indications  if 
he  does  not  want  to  be  surprised  by  completely 
unforeseen  accidents.” — C.  M.  Charcot,  Clin. 
Lectures  on  Chronic  Diseases,  London,  New  Syden- 
ham Soc.,  1881,  p.  38. 

Salient  Danger 

32.  “It  is  unnecessary — perhaps  dangerous — in 
medicine  to  be  too  clever.” — Robert  Hhtchison 
in  address  “Seven  Gifts”  before  London  Hosp. 
Med.  College,  Lancet,  July  9,  1938,  p.  61. 
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Apnea  Associated  With  the  Intraperitoneal  Use  of  Neomycin 

By  C.  Herbert  Fredell,  M.D.*  and  Bruce  L.  McElroy,  R.N.,  Flagstaff,  Ariz. 


In  recent  years  the  treatment  of  peritonitis  has 
improved  greatly  with  the  use  of  antibiotics  by  the 
combined  parenteral  and  intraperitoneal  admin- 
istration. The  intraperitoneal  instillation  of  neomy- 
cin has  been  of  definite  value  in  lowering  the  mor- 
tality rate  due  to  peritonitis.4 

Gradually,  as  experience  has  accumulated,  re- 
ports of  apnea  associated  with  the  intraperitoneal 
use  of  neomycin  have  been  published.-  Experimen- 
tal work  has  been  done  to  elucidate  the  etiology 
of  this  phenomenon.1’5 

The  action  of  neomycin  seems  to  be  a potentia- 
tion or  a combination  with  the  anesthetic  agent 
producing  a neuromuscular  blocking  effect.  The 
presence  of  peritoneal  damage  allows  more  rapid 
absorption  of  the  neomycin  consequently  lowering 
the  amount  which  might  produce  apnea.1  Experi- 
mental and  clinical  work  has  shown  that  the  apnea 
can  be  treated  effectively  with  neostigmine  me- 
thysulfate.2 

Two  cases  are  presented  demonstrating  this  un- 
usual problem. 

Case  1 : 

An  86-year-old  man  w'as  admitted  to  the  Flag- 
staff Hospital  on  Dec.  7,  1957,  complaining  of 
cramping  abdominal  pain,  nausea,  vomiting,  and 
obstipation  of  three  days  duration. 

Physical  examination  revealed  auricullar  fibril- 
lation and  a distended  tympanitic  abdomen  with 
diffuse  abdominal  tenderness.  There  were  high 
pitched  peristaltic  sounds. 

Under  nitrous  oxide,  oxygen,  pentothal,  and 
anectine  anesthesia  an  exploratory  laparotomy  was 
performed.  There  was  an  intestinal  obstruction  due 
to  a perforated  gangrenous  appendix  with  severe 
generalized  peritonitis.  An  appendectomy  and 

*Chief  of  Surgery,  Flagstaff  Community  Hospital,  Flagstaff.  Arizona 
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lysis  of  adhesions  was  done.  Prior  to  closure  of  the 
abdomen,  five  grams  of  neomycin  sulfate  dissolved 
in  500  cc’s  normal  saline  was  used  to  lavage  the 
peritoneal  cavity.  Within  five  minutes  the  patient 
was  noted  to  be  apneic.  Edraphonium  chloride 
(Tensilon)  (35  mg)  was  given  intravenously  with 
no  immediate  effect. 

During  the  next  three  hours  the  patient’s  ven- 
talation  was  maintained  by  the  anesthetist.  The  pa- 
tient was  then  transferred  into  an  Emerson  respira- 
tor. One  hour  later  the  patient  was  breathing  vol- 
untarily and  was  fully  conscious. 

Post  operative  the  patient  was  febrile  due  to  his 
generalized  peritonitis.  He  was  disoriented  on  oc- 
casion due  to  mild  azotemia  which  improved  with 
hydration.  He  was  discharged  on  the  10th  post 
operative  day. 

Five  months  later  he  was  readmitted  to  the  hos- 
pital with  cardiac  failure  and  pernicous  anemia 
expiring  five  days  after  admission. 

Comment 

This  case  demonstrates  the  use  of  neomycin  in- 
traperitoneally  in  the  presence  of  severe  intraperi- 
toneal infection.  The  apnea  that  followed  can  best 
be  accounted  for  on  the  basis  of  the  instillation  of 
a large  dose  of  neomycin.  The  value  of  Tensilon 
in  this  case  can  not  be  evaluated.  The  spontaneous 
return  of  normal  respiration  can  best  be  explained 
on  the  basis  of  detoxification  during  the  period 
that  the  patient’s  respirations  were  maintained  ar- 
tificially. 

Case  2: 

This  111-year-old  Navajo  Indian  male  was  ad- 
mitted on  July  22,  1958,  complaining  of  nausea, 
vomiting,  and  cramping  abdominal  pain  for  an 
undetermined  period  of  time.  Language  barrier 
prevented  an  adequate  history. 
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Physical  examination  revealed  a tender,  distend- 
ed and  tympanic  abdomen.  No  peristaltic  sounds 
were  heard.  Roentgen  film  of  the  abdomen  re- 
vealed marked  dilatation  of  the  small  intestine 
and  the  colon  to  the  mid-transverse  portion  where 
it  terminated  abruptly. 

Under  nitrous  oxide,  oxygen,  pentothal,  and 
anectine  anesthesia  an  exploratory  laparotomy  was 
performed.  There  was  a perforated  gastric  ulcer 
one  and  one-half  inches  in  diameter  on  the  pos- 
terior aspect  of  the  stomach  which  had  drained 
into  the  lesser  peritoneal  sac.  There  was  a large 
accumulation  of  fluid  which  had  caused  acute  an- 
gulation of  the  transverse  colon  with  obstruction. 
The  perforation  was  plicated  and  the  peritoneal 
cavity  was  aspirated. 

Prior  to  closure  of  the  peritoneal  cavity,  five 
grams  of  neomycin  sulfate  in  500  cc’s  of  normal 
saline  solution  was  used  to  lavage  the  peritoneal 
cavity.  Within  a few  minutes  the  patient  was  noted 
to  be  apneic. 

The  patient  was  given  10  mg  of  edraphonium 
chloride  (Tensilon)  intravenously  with  no  effect. 
The  neomycin  solution  was  aspirated  from  the 
peritoneal  cavity.  The  patient  was  placed  in  the 
Emerson  respirator.  Three  hours  later  his  respira- 
tory excursions  were  normal  and  he  was  fully 
conscious. 

Postoperatively  the  patient  had  hypotension  re- 
quiring constant  intravenous  vasopressor  drug  to 
maintain  an  adequate  blood  pressure  and  urinary 
flow.  He  had  an  incomplete  heart  block.  His  peri- 
tonitis improved  but  his  cardiovascular  status  re- 
mained unchanged  for  the  following  eight  days. 
At  that  time  he  had  a complete  heart  block  and 
went  into  congestive  heart  failure  and  expired. 
Comment 

This  case  demonstrates  the  effect  of  a large  dose 
of  neomycin  instilled  in  the  peritoneal  cavity  in 
the  presence  of  peritoneal  damage.  In  spite  of 
immediate  aspiration  of  a large  amount  of  the 
solution,  the  patient  became  apneic.  The  Tensilon 
did  not  seem  to  be  of  any  value.  A period  of  three 


hours  was  required  to  maintain  his  respirations 
artificially  before  detoxification  was  complete. 
Discussion 

In  view  of  our  experience  with  these  two  cases, 
we  believe  the  best  management  of  this  problem 
to  be  as  follows. 

Should  neomycin  be  definitely  indicated  during 
the  period  of  anesthesia  in  the  presence  of  peri- 
toneal damage  the  doseage  should  be  small.  (Not 
over  one  gram.) 

The  best  method  of  administration  of  neomycin 
intraperitoneally  is  the  placing  of  catheters  in  the 
appropriate  locations  in  the  peritoneal  cavity  at 
the  time  of  surgery.  When  the  patient  has  reacted 
from  the  effects  of  the  anesthesia,  then  the  neomy- 
cin can  be  instilled  in  a larger  more  effective  dose- 
age  with  much  greater  safety. 

Should  apnea  occur  following  the  intraperito- 
neal  instillation  of  neomycin,  immediate  intrave- 
nous neostigmine  methylsulfate  (100-500  mgm) 
and  maintaining  respirations  artificially  is  the  best 
method  of  treatment.  It  may  be  necessary  to  main- 
tain respirations  for  several  hours  before  the  ef- 
fects of  the  drugs  are  overcome. 

Summary 

1.  The  dangers  of  the  use  of  neomycin  instilled 
intraperitoneally  during  a general  anesthetic  in 
the  presence  of  peritoneal  damage  far  outweigh 
any  benefits  accrued  by  this  practice. 

2.  Two  cases  of  apnea  which  occurred  during 
these  circumstances  have  been  presented.  Re- 
covery in  both  cases  has  been  noted. 

3.  Specific  recommendations  have  been  made  con- 
cerning the  use  of  neomycin  in  cases  of  peri- 
toneal infection  or  injury. 
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A New  and  Safe  Enterokinetic  Agent 

By  Eduardo  Pena,  M.  D.*  and  Jose  Padilla,  M.  D.**,  Miami,  Fla. 


Gastrointestinal  distress  is  a frequent  complica- 
cation  following  most  major  surgical  procedures. 
This  post  surgical  complication  may  assume  de- 
grees of  severity  ranging  from  a painful  abdomen 
to  an  adynamic  ileus  with  the  result  that  vomiting 
and  circulatory  collapse  may  ensue. 

Although  the  direct  cause  of  post  surgical  in- 
testinal atony  is  not  fully  understood,  tissue  trau- 
matization, exposure,  infection  and  manipulation 
of  the  intestines  are  all  contributing  factors.  It 
now  appears  that  chemical  factors  may  also  play 
a significant  role.  This  concept  has  a sound  bio- 
chemical  basis,  and  its  practical  application  has 
led  to  a new  and  promising  approach  to  the  man- 
agement of  postoperative  adynamic  ileus  with 
pantothenic  acid  either  as  the  salt  or,  preferably, 
its  alcohol. 


Biochemical  Function 

Lipmann,1  in  1945,  elucidated  the  biochemical 
function  of  pantothenic  acid,  its  participation  in 
metabolic  processes  and,  particularly,  its  relation 
to  coenzyme  A.  The  following  diagram  is  based 
on  Lipmann’s  research. 

Pantothenyl  alcohol 

converted  by  living  organism  to ^"Pantothenic  acid 

Pantothenic  acid 

incorporated  into >-  Ooenzyme  A 

Coenzyme  A 

in  conjunction  with  Choline 

Choline  acetylase  synthesizes  plus  to  Acetycholine 
Y Acetate 

Acetylcholine  acts  on  smooth  muscle  of  G.  I.  tract,  caus- 
ing increased  tone  and  peristalsis. 

Lipmann’s  findings  may  explain  the  decrease 
in  gastrointestinal  motility  observed  in  dogs-  and 
rats3  on  diets  deficient  in  pantothenic  acid,  and 
the  correction  of  hypomotility  through  addition  of 
pantothenic  acid  in  the  diet. 

It  was  further  demonstrated  in  rats  and  ducks 
maintained  in  a pantothenic  acid  deficiency  state, 
that  there  was  a 25  to  40  per  cent  decrease  in 
coenzyme  A content  in  all  tissues.4 

* Jackson  Memorial  Hospital.  Miami,  Florida 
*•  Mercy  Hospital,  Miami,  Florida 

* Cozyme,  Travenol  Laboratories,  Inc.,  Morton  Grove,  III. 


Observations  Applied 

Applying  these  observations  to  the  surgical  pa- 
tient, Stone  et  al.  ’ suggest  that  surgical  stress, 
circulatory  disturbances  and  infection  may  cause 
a state  of  pantothenic  acid  deficiency  which  in 
turn  would  reduce  formation  of  acetylcholine  and 
thus  predispose  the  post  surgical  patient  to  ady- 
namic ileus.  The  numerous  favorable  reports  of 
successful  management  of  postoperative  intestinal 
atony  with  pantothenic  acid  preparations  tend  to 
support  the  validity  of  the  chemical  concept.5"12 

Since  the  results  obtained  with  the  usually  em- 
ployed methods  (early  ambulation,  enemas,  colon 
tubes,  intubation,  cholinergic  drugs,  pituitrin,  etc.) 
have  been  equivocal,  we  were  anxious  to  give 
d-pantothenyl  alcohol*  a trial  in  our  surgical  pa- 
tients to  determine  if  routine  prophylactic  admin- 
istration would  reduce  or  prevent  the  incidence  of 
postoperative  adynamic  ileus. 

Study  Group 


The  study  group  consisted  of  45  patients  on 
whom  were  performed  various  gynecological,  ob- 
stetrical and  gastrointestinal  surgical  procedures. 
The  group  was  comprised  of  39  females  and  6 
males  ranging  in  age  from  17  to  61  years.  All 
operations  were  performed  at  either  Mercy  or 
Jackson  Memorial  Hospials,  Miami,  Florida.  The 
kinds  of  procedures  are  presented  in  Table  I. 

Table  I 


Operation 


Number  of  Cases 


Panhysterectomies  19 

Hysterectomies  3 

Bilateral  salpingo-oophorectomies  2 

Laparotomies  3 

Anterior  and  posterior  vaginal  vault 

repair  1 

Lysis  of  vaginal  stricture  1 

Caesarean  section  6 

Appendectomies  3 

Hernia  repair  6 

Incision  of  perianal  abscess  1 


Total  45 


We  administered  intramuscularly  two  milliliters 
(500  mg.  d-pantothenyl  alcohol)  immediately 
after  surgery.  Frequency  of  administration^  there- 
after, was  at  intervals  of  every  six  hours.  Dosage 
was  continued  until  bowel  sounds  returned  in  all 
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four  quadrants  with  the  spontaneous  evacuation 
of  feces. 

Results 

Thirty-five  of  the  patients  had  a spontaneous 
bowel  movement  within  40  to  72  hours  and  eight 
had  an  evacuation  within  24  hours  after  the  ini- 
tial dose  of  d-pantothenyl  alcohol.  Two  patients 
did  not  respond.  One,  a 42  year  old  primipara 
with  a breech  presentation  and  a uterine  inertia 
on  the  third  day  postoperatively,  developed  a 
paralytic  ileus,  and  in  spite  of  continued  medica- 
tion the  ileus  persisted.  Normal  peristalsis  was 
restored  in  this  patient  by  means  of  a Cantor 
tube.  In  the  other  individual,  a 17  year  old  obese 
female,  there  was  a slight  evidence  of  bowel  dis- 
tention after  four  days’  therapy. 

Discussion 

It  has  been  our  experience  that  operations  of 
the  type  reported  usually  predispose  to  the  de- 
velopment of  postoperative  intestinal  atony  in 
varying  degrees  of  intensity,  and  a prevention  rate 
of  95  per  cent  is  highly  encouraging.  We  have 
continued  to  have  success  with  d-pantothenyl  al- 
cohol in  numerous  similar  surgical  procedures  not 
included  in  this  report.  We  advocate  the  routine 
use  of  d-pantothenyl  alcohol  to  be  intramuscularly 
administered  following  surgical  procedures  as  an 
effective  preventive  medication  for  postoperative 
ileus. 

Summary  and  Conclusions 

1 . In  45  patients  who  had  undergone  various 
gynecological,  obstetrical  and  other  intra-abdo- 
minal operations,  no  instance  of  postoperative 
paralytic  ileus  occurred  in  43  after  the  intra- 
muscular administration  of  d-pantothenyl  alcohol 
started  immediately  after  surgery. 

2.  Ordinarily  such  operative  procedures  intro- 
duce the  liability  of  postoperative  intestinal  atony, 
and  the  authors  therefore  consider  a 95  per  cent 
success  rate  to  be  highly  significant. 


3.  None  of  the  patients  receiving  d-pantoth- 
enyl  alcohol  on  a prophylactic  basis,  had  any  ill 
effects  attributable  to  this  medication.  Even  with 
an  increase  frequency  of  administration,  there 
was  no  evidence  of  local  or  systemic  toxicity; 
cardiovascular  function  and  uterine  muscle  action 
were  not  adversely  affected.  It  did  not  produce 
cramping  or  hyperperistalsis. 

4.  Because  of  its  wide  margin  of  safety,  as 
well  as  its  demonstrated  effectiveness  in  minimiz- 
ing the  risk  of  postoperative  ileus,  we  recommend 
d-pantothenyl  alcohol  be  administered  on  a rou- 
tine basis  following  intra-abdominal  surgery. 

E.  F.  Pena,  M.  D.,  515  Dupont  Bldg.,  Miami, 
Florida. 

Jose  Padilla,  M.  D.,  600  S.  W.  12th  Ave., 
Miami,  Florida. 
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and  safe... its  longer  rectal  tip  makes 
easy.  Sigmol®enemas  also  save 
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non -irritating 
administration 
expensive  prepa- 
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Comments  on  Doctors’  Business  Problem. 

By  Eugene  P.  Rister,  C.P.A..  El  Paso 


Perhaps  one  of  the  reasons  Doctors  study  so 
long  and  work  so  hard  is  to  accumulate  enough 
money  to  speculate,  have  income  tax  problems, 
and  have  internal  control  problems. 

Income  Tax 

We  want  to  touch  briefly  on  some,  not  all,  of 
the  income  tax  changes  passed  by  the  Congress 
in  September  1958,  most  of  which  do  not  affect 
you  as  practitioners,  but  may  be  of  interest  to 
you  in  your  business  ventures. 

1.  First  the  Pseudo  Corporation — w'here  small 
business  corporations  having  no  more  than  10 
stockholders  may  elect  to  pass  the  income  directly 
to  the  stockholders.  This  provides  the  advantages 
of  limited  liability  through  corporate  form,  while 
avoiding  the  corporate  income  tax.  This  is  not 
available  if  over  20  per  cent  of  the  gross  income 
is  from  rents,  interest  and  dividends.  Of  course,  if 
you  are  already  above  the  50  per  cent  tax  bracket, 
you  may  prefer  to  let  the  income  be  taxed  to  the 
corporation  at  the  current  corporate  rates  of  30 
per  cent  on  the  first  $25,000  of  taxable  income 
and  52  per  cent  above  $25,000. 

2.  One  of  the  changes  by  the  1958  technical 
amendments  act  was  to  increase  the  amount  to 
$100,000  that  can  be  accumulated  as  surplus  be- 
fore corporate  dividends  may  be  required. 

3.  An  operating  loss  can  now  be  carried  back 
three  years  and  then  forward  for  five  years. 

4.  A point  that  will  be  applicable  to  all  of  you 
is  the  new  “additional  depreciation”  provision.  For 
personal  property  acquired  after  December  31, 
1957,  having  a useful  life  of  at  least  six  years,  an 
immediate  write-off  of  20  per  cent  of  the  cost 
will  be  allowed  in  addition  to  the  regular  deprecia- 
tion, to  the  extent  of  property  having  a cost  of 
$10,000  (or  $20,000  on  a joint  return).  Note  that 
this  is  personal  property,  and  not  real  estate. 

5.  Leasehold  improvements  and  lease  cost — will 
now  have  to  be  amortized  over  the  life  of  the  lease, 
including  any  option  periods,  unless  certain  re- 
quirements are  met. 

6.  Effective  Jan.  1,  1959  the  social  security  rates 
were  increased  so  that  you  should  now  be  de- 


ducting 2/2  per  cent  social  security  from  your 
employees  salaries. 

Investments 

If  you  have  an  adequate  income  you  have 
probably  been  considering  investments.  Strictly 
from  income  tax  considerations,  you  are  probably 
aware  of  the  $50  exclusion  (or  $100  on  a joint 
return)  of  dividend  income  received  from  domestic 
corporations,  and  the  4 per  cent  credit  against  the 
tax  for  dividends  that  are  included  in  the  return. 
Therefore,  you  should  have  at  least  $100  of  divi- 
dend income.  This  does  not  include  interest  from 
Federal  Savings  & Loan  Associations,  or  any  tax 
free  organization — such  as  cooperatives,  or  divi- 
dends on  insurance  policies.  If  you  do  not  have 
time  to  study  the  stock  market,  mutual  funds 
have  provided  a good  way  to  invest  regularly  in 
a stock  market  that  always  comes  back  higher, 
and  at  the  same  time  gives  you  both  some  divi- 
dend income  and  capital  gain  income.  You  are 
reminded  that  you  must  pay  tax  on  the  dividends 
even  though  they  are  reinvested  for  you. 

You  may  want  to  consider  municipal  or  State 
Bonds — for  their  tax  free  return.  A $1,000  invest- 
ment yielding  6 per  cent  to  a Doctor  in  the  60  per 
cent  tax  bracket  is  actually  a yield  of  only  2.4 
per  cent  after  income  taxes.  While  you  cannot 
deduct  interest  borrowed  to  carry  taxfree  bonds, 
there  is  a possibility  of  making  a good  return  by 
borrowing  most  of  the  cost  of  the  bonds,  at  a low 
interest  rate  charged  on  loans  secured  by  such 
securities.  A tax  free  return  on  the  money  invested 
of  as  high  as  10  to  15  per  cent  can  sometimes  be 
made.  Ask  your  banker  or  broker  about  this  class 
of  investment. 

Oil 

Nearly  every  Doctor  has  at  some  time  been 
introduced  to  the  tax  advantages  of  investments  in 
oil.  Not  only  is  there  usually  a complete  charge 
off,  but  if  a producing  well  is  drilled,  all  of  the 
intangible  drilling  costs  can  be  charged  off,  and 
there  is  the  27j/2  per  cent  depletion  allowance  on 
income  from  oil  produced.  You  probably  should 
be  in  the  60  per  cent  tax  bracket  before  going  into 
good  oil  ventures.  For  a married  taxpayer  having 
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$32,00u  of  taxable  income  (after  all  deductions), 
the  tax  bracket  is  50  per  cent  and  60  per  cent  at 
$44,000. 

Another  field  of  investments  that  you  may  be 
interested  in  is  real  estate,  where  an  income  tax 
deduction  will  be  allowed  for  depreciation  of 
buildings,  although  the  property  may  be  increas- 
ing in  value. 

Internal  Control 

You  may  have  income  tax  problems,  and  invest- 
ment problems,  even  though  you  do  not  have  a 
good  system  of  internal  control,  but  it  is  not  fair 
to  your  employees,  or  to  your  practice  if  you  tempt 
employees  by  your  accounting  methods.  You 
should  not  have  any  employee  that  you  do  not 
have  implicit  faith  in,  and  even  then  you  should 
use  every  safeguard. 

What  safe-guards  should  we  consider? 

1.  First — check  the  references  and  employment 
records  of  new  aides.  Watch  for  any  skips  in  em- 
ployment, and  confirm  dates  of  employment  with 
previous  employers. 

2.  Even  though  you  are  sure  they  can  be 
trusted,  bond  them.  It  is  considered  good,  standard 
business  practice.  Unless  you  follow  other  safe- 
guards, increase  the  bond.  Insist  on  annual  vaca- 
tions for  all  employees. 

3.  Divide  the  duties  if  at  all  possible,  (a)  Sepa- 
rate the  receiving  of  cash  from  the  postings  to  the 
individual  accounts,  (b)  Have  someone  other  than 
the  bookkeeper  open  the  mail.  It  is  good  for  the 
doctor  to  do  it  if  possible. 

4.  You  should  have  an  adequate  system  of 
making  certain  that  all  billings  are  properly 
recorded,  both  in  the  daily  log  and  on  the  custom- 
ers accounts.  Posting  to  the  accounts  should  be 
carefully  cross-referenced,  and  dated. 


5.  Use  numbered  receipts.  Require  copy  of 
receipt  be  given  for  all  cash  payments. 

6.  Deposit  all  cash  received.  It  may  be  the  only 
way  you  can  later  prove  the  amount  of  an  embez- 
zlement (by  a comparison  of  receipts  with  amounts 
deposited). 

7.  Make  all  deposit  slips  in  duplicate. 

8.  Periodically  review  the  system,  and  make 
checks  yourself.  Check  the  patient’s  statements 
against  the  account  ledger  sheets,  and  have  some- 
one other  than  the  bookkeeper  mail  them.  Have 
the  accounts  confirmed  once  a year  by  an  inde- 
pendent auditor. 

9.  Certainly  keep  a General  Ledger,  and  an 
Accounts  Receivable  Control,  against  which  the 
detail  of  the  accounts  should  be  balanced  at  least 
monthly. 

10.  Periodically  test  the  additions  of  columns. 
Request  your  auditor  to  do  this  as  part  of  his 
audit  procedures, 

1 1 . Doctor  should  receive  the  bank  statement 
directly  from  the  bank,  and  should  at  least  period- 
ically reconcile  the  bank  balance. 

12.  Pay  all  expenses  by  check,  even  petty  cash 
disbursements. 

13.  Machine  accounting  provides  many  good 
internal  control  features  not  otherwise  available, 
and  usually  reduces  the  time  requirement  for 
bookkeeping.  The  investment  in  a machine  that 
provides  control  totals  on  receipts  and  accounts 
receivable  charges  will  be  a very  small  percentage 
of  your  cash  movement  over  a ten  year  period. 

14.  You  should  have  an  annual  audit  by  a 
Certified  Public  Accountant,  and  you  should  have 
him  review  your  accounting  sytem  and  controls 
periodically. 
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MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL 


Frederick  P.  Bornstein,  M.  D.  — Editor  — Case  No.  1254 
Presentation  of  case  by  Walter  D.  Feinberg,  M.  I). 


History: — Dr.  Nathan  Kleban: 

A 64-year-old  divorced,  unemployed  man  of 
Negro  and  Latin-American  parentage  was  brought 
to  the  hospital  by  ambulance. 

For  many  years  the  patient  had  been  a heavy 
alcohol  drinker.  In  1956  a chest  film  was  negative 
for  heart  or  lung  disease.  The  patient  had  subsist- 
ed almost  entirely  on  wine  for  about  two  months 
before  admission.  He  complained  of  poor  appetite 
and  inability  to  walk.  His  skin  color  was  said  to 
have  undergone  no  change  at  any  time.  No  other 
history  was  recorded. 

Physical  Examination: 

The  patient  was  able  to  sign  his  name  legibly 
on  admission,  although  he  was  confused  when  he 
reached  the  ward.  Mucous  membranes  were  deep- 
ly jaundiced.  Skin  was  fairly  heavily  pigmented 
with  icteric  gray  tint.  Rectal  temperature  was 
96.4;  pulse  100;  respirations  24;  blood  pressure 
112/50.  There  were  ecchymoses  on  both  forearms. 
Arcus  senilis  was  present  bilaterally.  Teeth  were 
carious.  Tonsils  were  enlarged  and  pharynx  was 
mildly  injected.  Arteriolar  nevi  were  present  on 
the  upper  trunk.  There  were  frequent  premature 
cardiac  systoles.  The  abdomen  was  protruberant 
but  soft.  Liver  edge  extended  four  cm.  below  the 
right  costal  margin.  Pubic  hair  was  scanty.  There 
was  an  equivocal  extensor  plantar  reflex. 

Hospital  Course: 

During  the  seven  weeks  he  was  in  the  hospital 
the  patient  was  free  of  fever  except  for  the  first 
and  last  week.  Confusion  and  restlessness  were 
followed  by  coma.  With  intensive  therapy  he  be- 
gan to  improve,  was  able  to  sit  in  a wheel  chair, 
to  walk  with  assistance,  and  to  take  a high  pro- 
tein, high  carbohydrate,  low  fat  diet.  Medications 
included  whole  blood  transfusions,  prednisone, 


multivitamins,  chlorothiazide,  aminophylfine,  vita- 
min K.  methionine,  and  antibiotics. 

Lethargy,  somnolence,  stupor  and  coma  re- 
curred. There  were  repeated  convulsions  for  sev- 
eral hours  prior  to  death. 

Laboratory  Findings: 

Blood  counts:  2-22-59 — Hb.  5.3  gm.%,  WBC 
9,650,  Stabs.  5,  Segs.  69,  Lymphs  26;  2-24-59 
Hb.  7.0  gms.%,  Ht.  23  vol.%;  2-26-59  — Hb.  9.9 
gms.%,  RBC  2,820,000,  WBC  12,800  (reticulo- 
cytes 3.7%),  Stabs.  9,  Segs.  73,  Lymphs.  14, 
Monos.  3;  3-8-59  — Hb.  10.7  gms.%,  Ht.  31%; 
3-12-g9  — Hb.  11.9  gm.%,  Ht.  35%,  3-19-59  - 
Hb.  12.4  gm.%,  Ht.  41  vol.%,  WBC  13,100.  Segs. 
70,  Lymphs.  27.  Eosins.  2,  Monos.  1. 

Urinalyses:  2-22-59  — Amber,  hazy,  alkaline, 
S.G.  QNS,  albumin  4-f-,  sugar  neg.,  WBC 
20-30/hpf,  innumerable  RBC.  few  sq.  ep.  cells; 
2-23-59 — Amber,  turbid,  acid,  S.G.  1.017,  albumin 
2-)-,  sugar  neg.,  bile  neg.,  urobilinogen  neg.,  in- 
numerable RBC:  3-30-59  — Bile  negative,  urobili- 
nogen 1:80  (normal  1:20). 

Chemistry:  2-21-59  - — Van  der  Bergh  Direct — 
0.655,  Indirect — 2.02;  2-22-59 — Urea  Nitrogen 
28.2gm.%.  2-23-59  — CO.,  capacity — 25  mEq/L, 
Cholesterol  total — 75  mg.%.  Cholesterol  esters  - 
(75-150)  10  mg.%,  Chlorides  (as  NaCl)  — 105 
mEq/L,  Glucose — 303  mg.%,  Phosphatase,  Aik. 
—4.9,  Urea  Nitrogen — 26.0  mg.%,  Potassium 
5.3,  Sodium  135;  2-25-59 — Glucose — 170  mg.%, 
Van  den  Bergh  Direct  — 2.00,  Indirect 1.22; 

2- 27-59 — Total  protein — 7.5  gm.%,  Albumin — 4.1, 
Globulin — 3.3,  A/G — 1.2/1,  Van  den  Bergh  Direct 
—4.0,  Indirect  — 4.4,  Ketosteroids  — .72  mg.%; 

3- 2-59 — Total  protein — 8.8  gm.%,  Albumin — 5.5 
gm.%,  Globulin — 3.5,  A/G — 1.67;  3-6-59  — Van 
den  Bergh  Direct — .770,  Indirect — 2.31;  3-19-59 
— Glucose — 125  mg.%,  Urea  Nitrogen  — 20.8; 
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3-28-59 — Glucose — 195  mg.%,  Urea  nitrogen— 
30.7. 

Thymol  turbidity:  2-23-59 — 9 units;  2-27-59 — 
12.7;  3-21-59—1.5;  4-1-59—2.0  units. 

Cephalin  flocculation:  2-24-59 — 24  hours  4— f— , 
48  hours  4-)-;  3-21-59 — 24  hours  1-f-,  48  hours 
2+;  4-1-59 — 24  hours  3-f-,  48  hours  4-f-. 
Coagulation  time — 2-24-59  — 6 seconds,  bleeding 
time  3 minutes. 

Bence  Jones  Alb. — 2-24-59 — Negative. 

PBI  and  free  iodine:  3-2-59 — 3.4  (3.1  free); 
3-6-59—2.6  (2.6  free). 

RBC  fragility:  3-6-59 — Partial  hemolysis  at  40%, 
Complete  hemolysis  at  30%,  Control  partial — 
42%,  Control  complete — 34%. 

Serum  iron — 3-12-59 — 0.18  mg.%  (normal  .05- 
.25  mg.%). 

Serology — 2-25-59 — Negative. 

Stool  exam.:  3-25-59 — Occult  blood  and  gross 

positive  — bile  4-j urobilinogen  negative  — few 

endamoeba  coli  cysts  seen. 

Stool  culture — Negative. 

Sputum — 2-22-59 — Smears  and  cultures  nega- 
tive for  acid-fast. 

Prothrombin  time — 3-24-59 — 90%. 

Glucose  tolerance:  3-3-59 — Fasting  195  mg.%, 
% hr.  235  mg.%,  1 hr.  313  mg.%  (patient  had  a 
portion  of  his  breakfast),  2 hr.  303  mg.%,  3 hr. 
322  mg.%,  4 hr.  332  mg.%;  3-10-59 — Fasting — 
165  mg.%,  % hr.  210  mg.%,  1 hr.  250  mg.%, 
2 hr.  303  mg.%,  3 hr.  322  mg.%,  4 hr.  332  mg.%. 

X-Rays:  2-21-59 — Conclusions:  Abdomen  nega- 
tive for  evidence  of  mechanical  obstruction; 
2-25-59 — Re-examination  of  the  chest  and  com- 
parison with  previous  study  reveals  no  significant 
change  from  the  previous  examination;  3-5-59 — 
Re-examination  of  the  chest  reveals  no  change 
since  the  previous  examination.  There  is  no  evi- 
dence of  acute  process  or  congestive  failure.  The 
upper  abdomen  is  dense  and  there  is  bulging  of 
the  flank  consistent  with  an  ascites.  3-11-59.  Con- 
clusion: Negative  for  evidence  of  ulcer  or  neo- 
plasm. 3-24-59 — Chest  and  abdomen — Conclusion: 
Negative  for  evidence  of  biliary  calculus.  3-27-59 — 
Survey  film  of  the  abdomen  reveals  no  evidence 
of  intestinal  obstruction.  There  is  a moderate 
amount  of  small  bowel  gas  consistent  with  an 
adynamic  ileus.  There  is  no  evidence  of  peritoni- 
tis, free  fluid  or  soft  tissue  masses.  There  is  con- 


siderable calcification  of  the  abdominal  and  pelvis 
blood  vessels  with  no  evidence  of  a calculus  opaque 
to  X-ray  overlying  either  urinary  tract  or  gall 
bladder  area. 

Electroencephalogram: — “This  record  shows  a 
diffuse  generalized  toxic  type  of  reaction  with 
very  low  voltage  and  consistent  with  the  clinical 
diagnosis  of  hepatic  coma.  There  is  no  localiza- 
tion or  focal  activity  or  primary  disease  of  brain. 
There  is  no  paroxysmal  activity  of  the  convulsive 
disorders.  Abnormal  electroencephalograms:  toxic 
type  of  record  with  coma  clearing  to  a semi-con- 
scious level  and  fading  again  to  coma”  (no  date 
given) . 

Electrocardiogram — 2-22-59  — Diffuse  mild  sub- 
epicardial ischemia. 

Clinical  Discussion:  Dr.  Walter  Feinberg: 

When  I first  looked  over  this  history  it  looked 
like  a very  straightforward  case  of  alcoholic  cirr- 
hosis, but  my  suspicions  of  Dr.  Bornstein  had  al- 
ready been  aroused  by  other  people  so  I read 
it  a second  time.  This  patient  had  a history  of 
heavy  alcoholism,  apparently  came  in  in  liver 
coma  and  got  out  of  liver  coma  and  relapsed,  not 
to  come  out  of  it  that  time.  I would  like  to  ask 
one  or  two  questions  if  I may  about  the  protocol, 
and  that  is  with  regard  to  the  urinalysis  on  Feb- 
ruary 22  in  which  innumerable  red  cells  were 
seen.  Was  this  due  to  an  indwelling  catheter? 
Can  anyone  tell  me?  This  man  was  supposed  to 
be  disoriented.  I presume  that  he  had  a catheter 
in  to  account  for  that,  is  that  right? 

Dr.  Soloff: 

Yes. 

Dr.  Feinberg: 

There  are  several  features  of  the  laboratory 
work  that  are  a bit  unusual.  The  first  thing  that 
bothered  me  a little  bit  was  the  extreme  anemia 
on  admission.  The  anemia  is  certainly  more  than 
is  commonly  seen  in  ordinary  alcoholic  cirrhosis 
without  a history  of  bleeding.  The  serum  bilirubin 
initially  showed  mostly  indirect  reacting  bilirubin 
and  later  a considerable  portion  direct.  This  also 
is  surprising  for  pure  alcoholic  cirrhosis. 

Another  thing  that  was  a little  bit  surprising 
was  the  globulin  and  albumin  of  4.1  grams  percent 
with  a relatively  normal  globulin.  I would  like  to 
take  this  opportunity  to  comment  on  the  serum 
bilirubin.  I think  it  is  probably  now  a matter  of 
general  knowledge,  but  we  used  to  think  of  the 
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bilirubin  as  bilirubin  globin  and 
.ng  bilirubin  as  bilirubin  itself, 
s have  now  been  identified  and 
it  is  now  known  that  the  indirect  reacting  sub- 
stance is  bilirubin  itself  and  that  what  the  liver 
does  is  to  conjugate  bilirubin  with  a glucoronide 
which  makes  it  a water-soluble  product,  and  the 
direct  reacting  substance  is  actually  a bilirubin 
gluconide.  I think  Watson’s  theories  are  still  of 
value,  but  at  least  the  concept  of  bilirubinglobin 
has  been  changed. 

Now  the  differential  diagnosis  in  this  case  rests 
in  thinking  of  the  diseases  that  might  cause  severe 
cirrhosis  and  diabetes  combined.  So  one  begins  to 
think  of  whatever  disease  might  be  present  other 
than  or  in  addition  to  an  alcoholic  cirrhosis.  I 
might  comment  again  for  a minute  about  the  low 
hemoglobin,  simply  to  say  that  it  has  been  shown 
with  isotopes  that  patients  with  cirrhosis  of  the 
liver  actually  do  not  have  hemolytic  anemia.  Ac- 
tually they  lose  more  blood  in  the  stool  than  is 
recognized,  50  to  200  cc.  of  blood  daily,  without 
obvious  bleeding,  without  known  varices,  without 
known  bleeding  lesions  and  without  having  me- 
lena;  so  a patient  with  cirrhosis  may  be  severely 
anemic  from  gastro-intestinal  bleeding  without  an 
obvious  bleeding  source. 

Pancreas  and  Liver 

Then  we  have  to  think  of  conditions  that  involve 
the  pancreas  and  the  liver  combined.  Obviously 
from  the  interest  that  was  shown  with  the  ab- 
dominal films,  the  house  staff  was  thinking  in 
terms  of  something  acute  in  the  abdomen.  I won- 
dered about  an  acute  pancreatitis,  or  an  acute 
hemorrhagic  pancreatitis  in  a patient  with  alco- 
holic cirrhosis.  This  would  not  be  an  uncommon 
situation  but  the  fact  that  he  came  out  of  it 
would  influence  me  against  the  diagnosis  of  an 
acute  pancreatitis.  Carcinoma  of  the  pancreas 
is  also  a possibility  in  a man  with  cirrhosis.  He 
might  develop  diabetes.  I simply  cannot  exclude 
this  possibility  on  the  basis  of  the  information  that 
I have  here.  He  might  have  alcoholic  cirrhosis 
and  a chronic  pancreatitis.  However,  pancreatitis 
is  characterized  by  episodes  of  pain  and  pancreatic 
calcification.  There  is  no  comment  about  this  on 
the  abdominal  film,  so  that  seems  less  likely. 

The  house  staff  obviously  were  scratching  their 
heads  pretty  much  because  they  got  PBI’s  and 
things  like  that,  some  ketosteroids,  but  I doubt 
that  these  were  really  too  helpful.  There  were  a 


few  amoeba  cysts  seen,  and  hepatic  abscess  is  a 
possibility,  but  again  it  seems  less  likely  in  this 
particular  situation. 

Wilson’s  disease  is  a situation  in  which  one  finds 
evidence  of  cirrhosis,  convulsions,  or  ataxia  and 
glycosuria  as  well  as  aminoaciduria.  The  main 
feature  in  this  history  right  from  the  very  begin- 
ning that  would  tend  to  rule  out  Wilson’s  disease 
is  the  age  of  the  patient — they  usually  don’t  get 
this  old.  This  patient  was  64  years  old. 

The  other  condition  one  thinks  of  as  causing 
diabetes  and  cirrhosis  of  the  liver  is  hemochroma- 
tosis. The  house  staff  was  obviously  thinking  of 
that.  There  are  some  items  in  the  protocol  that 
suggest  this  diagnosis.  I didn’t  quite  understand 
why  in  a three  paragraph  protocol  there  was  so 
much  comment  about  the  color  of  the  skin.  How- 
ever, in  the  presence  of  a normal  serum  iron  I 
think  that  the  diagnosis  of  hemochromatosis  is 
only  to  be  suspected  and  that  in  a patient  who  al- 
ready has  a pigmented  skin,  the  diagnosis  probably 
can  be  made  only  by  the  pathologist. 

In  summary,  then,  I think  this  was  cirrhosis  of 
the  liver,  cause  uncertain,  possibly  alcoholic.  I 
cannot  exclude  hemochromatosis  as  a strong  pos- 
sibility. I think  that  cancer  of  the  pancreas  is  less 
likely.  I would  like  to  comment  about  the  demise 
of  this  patient.  The  patient  came  into  the  hospital 
in  hepatic  coma,  and  then  was  brought  out  of 
hepatic  coma.  Then  he  was  given  a high  protein 
diet  and  chlorothiazide.  Now  both  high  protein 
diet  and  chlorothiazide  are  known  to  precipitate 
hepatic  coma  and  it  may  be  that  the  terminal  epi- 
sode was  unfortunately  precipitated  by  the  medical 
management,  and  I think  he  died  in  a hepatic 
coma. 

Dr.  Postlewaite: 

I am  interested  in  the  comment  that  there  was 
hepatic  coma.  The  patient  had  every  reason  for 
coma.  The  renal  situation  is  abnormal — albumin, 
blood,  other  elements  here,  urine  nitrogen  reten- 
tion, there  is  a possibility  of  renal  disease.  He’s  a 
diabetic,  so  he  could  be  pancreatic  with  diabetic 
coma,  although  the  C02  power  is  remarkably 
normal  for  a person  in  diabetic  coma.  He  is  ap- 
parently confused  off  and  on,  and  he’s  got  a good 
reason  to  have  cerebral  coma.  Perhaps  there  is  a 
vascular  problem,  I haven’t  seen  anything  about 
sickle  cell,  and  I don’t  even  recall  the  serology 
anywhere  in  here.  Then  finally  we  have  anemia, 
which  may  produce  coma  on  an  anemic  basis, 
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but  that  seems  untenable.  Now  back  to  liver  dis- 
ease. Here  is  a serum  iron  which  is  not  against 
hemochromatosis.  We  had  that  experience  already; 
with  a hemochromatosis  the  serum  iron  is  normal. 
Apparently  the  liver  biopsy  or  skin  biopsy  are  the 
only  way  to  obtain  a conclusion.  In  a man  with 
a black  skin  it  would  be  somewhat  difficult  to 
recognize  hemochromatosis,  although  he  has  a 
very  typical  situation,  large  liver — I don’t  see  the 
spleen  enlarged;  is  that  commented  on? 

X-Ray  Discussion — Dr.  Vincent  Ravel: 

In  the  chest  pictures  of  1956  and  March  of  1959 
we  could  demonstrate  nothing  really  significant. 
As  far  as  an  hepatic  abscess  is  concerned  that  right 
hemidiaphragm  looks  real  well  and  there  is  no 
pleural  effusion,  or  compression  phenomena  that 
you  usually  get  with  liver  abscesses.  I don’t  see  any 
pancreatic  calcifications.  He  never  had  any  signs 
of  mechanical  obstruction.  The  aorta  is  markedly 
calcified  and  the  gastric  mucosa  looked  perfectly 
all  right.  There  is  no  evidence  of  widening  of  the 
duodenal  loop. 

Dr.  Postlewaite: 

Well,  additional  findings  were  those  of  circula- 
tory problems,  not  only  anemia  but  also  myocar- 
dial damage  and  there  is  another  possible  cause 
for  coma.  Now  back  to  the  liver  which  is  appar- 
ently what  we  ought  to  stay  with.  Hepatic  coma 
in  the  face  of  hyperglycemia  I think  is  a little 
unusual.  One  would  wonder  then  what  the  path- 
ology in  the  liver  was  and  the  one  that  fools  us 
worst  is  the  carcinoma  of  the  liver  which  can’t 
be  diagnosed,  even  by  the  surgical  groups,  for 
some  reason  or  other,  and  we  lose  them  rather 
regularly  and  it’s  an  autopsy  diagnosis  apparently. 

Dr.  Solomon  Heller: 

Very  low  cholesterols  may  be  seen  with  very 
severe  anemias  of  any  type  and  therefore  the 
cholesterol  could  be  well  way  out  of  proportion  to 
liver  damage.  Incidentally,  the  anemia  on  admis- 
sion seemed  to  be  an  iron  deficiency  type  which 
could  be  due  to  intestinal  bleeding.  Interestingly 
enough,  the  serum  iron,  180  micrograms,  is  ele- 
vated and  if  you  want  to  get  anything  out  of  serum 
irons  you  should  do  an  iron-binding  capacity. 
If  you  don’t  do  that,  you  don’t  really  know  what 
the  iron  means. 

Dr.  Saul  B.  Appel: 

The  protocol  doesn’t  tell  us  the  amount  of 
chlorothiazide  that  was  used,  but  assuming  that 


the  patient  had  ascites  I imagine  the  diuretic  diuril 
or  chlorothiazide  was  being  used  to  attempt  to 
reduce  his  edema  and  ascites.  This  medication  is 
particularly  liable  to  give  you  trouble  in  a patient 
with  cirrhosis  of  the  liver,  where  you  can  very 
easily  produce  hypokalemia.  There  is  a very  in- 
teresting study  that  Dr.  Stern  did  many  years  ago 
in  New  York,  in  which  he  described  the  stupor 
and  coma  and  other  cerebral  manifestations  in  pa- 
tients who  dehydrated  and  had  electrolyte  imbal- 
ances. Possibly  the  cerebral  syndrome  toward  the 
end  of  this  patient’s  course  might  have  had  some- 
thing to  do  with  an  electrolyte  imbalance. 

Dr.  William  Gaddis: 

I would  like  to  say  that  we  presented  this  pa- 
tient at  Saturday  morning  conference  here.  There 
was  quite  some  spirited  discussion.  Two  or  three 
of  the  doctors  visited  the  patient  on  the  ward  and 
when  the  discussion  was  ended  we  didn’t  have 
any  more  idea  than  those  of  you  who  are  sitting 
here  tonight  what  his  real  trouble  was.  It  was 
quite  obvious  that  we  were  not  aware  of  all  the 
factors  that  were  present  in  this  patient’s  illness 
to  be  able  to  come  up  with  a proper  antemortem 
diagnosis,  and  I feel  like  we  are  probably  going 
to  be  somewhat  surprised  when  Dr.  Bornstein 
lowers  the  boom  on  us. 

Clinical  Diagnosis:  Jaundice,  cause  unknown — ar- 
teriosclerotic cardiovascular  disease. 

Dr.  Feinberg’s  Diagnosis:  Cirrhosis  of  the  liver, 
possibly  alcoholic;  Hemochromatosis  as  a strong 
possibility. 

Pathological  Diagnosis:  1.  Hemochromatosis,  espe- 
cially of  the  liver,  pancreas  and  heart;  2.  Cirrhosis 
of  liver,  hemochromatosis  type;  3.  Confluent  bron- 
chopneumonia, right  upper  lobe. 

Pathological  Discussion  — Dr.  Frederick  P. 
Bornstein: 

Before  I started  the  autopsy  Dr.  Soloff  threw 
the  case  at  me  and  I suggested  hemochromatosis 
and  he  said,  “Ha  ha,  the  patient  is  half  Indian, 
half  Negro,  and  the  color  of  the  skin  never 
changed.”  I have  always  learned  that  the  history 
is  the  most  important  part  of  the  diagnosis,  but 
some  of  these  cases  make  you  wonder  about  that. 

He  had  a rather  unusually  dusky  color.  The  vis- 
ceral as  well  as  the  parietal  peritoneum  had  the 
same  dull  gray  discoloration  which  was  noted  in 
the  skin.  The  liver  was  rather  small.  There  was 
obvious  bronchopneumonia  which  probably  rep- 
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resented  the  terminal  event.  The  liver  was  rather 
small  but  in  spite  of  the  smallness  weighed  1500 
grams.  The  surface  of  the  liver  was  dark  brown 
and  finely  lobulated.  The  lobulation  was  somewhat 
irregular,  not  the  type  found  in  Laennec’s  cirrhosis. 
The  lobulation  was  caused  by  bands  of  connective 
tissue  much  thicker  than  in  common  cirrhosis,  so 
that  a superficial  nodular  pattern  of  large,  irregu- 
lar nodules  was  produced.  On  sectioning,  the  liver 
pattern  had  gone  and  again  one  saw  large,  irregu- 
lar, deep  brown  liver  lobules.  The  pancreas  had 
the  same  dark  brown  discoloration.  The  small  in- 
testine had  a mucosa  which  was  coal  black  and  a 
preliminary  gross  diagnosis  of  hemochromatosis 
with  cirrhosis  of  the  liver  and  changes  in  the  pan- 
creas, was  made. 

On  microscopic  examination  the  liver  stained 
with  Prussian  blue  reaction  for  hemosiderin  showed 
a classical  pattern  of  hemochromatosis.  Every  in- 
dividual liver  cell  contained  hemosiderin  granules. 
In  the  pancreas  the  islands  of  Langerhans  con- 
tained large  amounts  of  hemosiderin.  Even  in  an 
unstained  lymph  node,  golden  brown  pigment  was 
quite  obvious,  demonstrating  the  large  extent  of 
the  process.  The  real  relation  between  hemochro- 
matosis and  cirrhosis  of  the  liver  and  the  inter- 
mediary metabolic  processes  are  certainly  not  clear- 
ly understood.  The  disease  has  one  peculiarity, 
more  carcinomas  of  the  liver  arise  from  hemo- 
chromatotic  livers  than  even  cirrhotic  livers.  With 
this  goes  another  peculiarity  for  which  I have  no 
explanation.  Old  liver  tissue  is  hemochromatotic. 
If  there  are  tumor  islands  of  regenerating  liver 
tissue  one  sees  cells  which  imitate  hepatic  cells 
but  which  do  not  accept  the  hemosiderin. 

Concerning  the  skin  in  this  particular  case,  it 
is  usually  and  generally  accepted  that  the  skin  is 
involved  in  the  process.  However,  a number  of 
skin  sections  failed  to  reveal  any  hemosiderin  in 
the  skin,  so  I cannot  tell  you  whether  or  not  the 
skin  was  involved  in  this  case.  I have  no  evidence 
that  it  was.  The  heart,  liver,  pancreas,  lymph 
nodes  and  all  the  endothelial  surfaces  were  defi- 
nitely involved. 

A Physician 

The  literature  implies  that  the  deaths  of  hemo- 
chromatotics  are  cardiac  failures. 

Dr.  Bornstein: 

Well,  this  particular  case  died  from  broncho- 
pneumonia. The  spleen  was  small,  by  the  way. 


Dr.  Heller: 

There  is  a great  deal  of  controversy  in  this  field 
as  to  what  constitutes  a primary  hemochromatosis, 
a secondary  hemochromatosis  or  hemosiderosis. 
Basically  hemochromatosis  is  supposed  to  be  an 
abnormality  in  the  absorption  of  iron.  These  people 
actually  absorb  iron  out  of  proportion  to  their 
needs  and  hemosiderosis  has  been  found  in  people 
who  have  received  as  little  as  one  transfusion.  Very 
often  these  heinosiderotics  also  suffer  from  aplastic 
and  hemolytic  anemias,  diseases  with  which  they 
have  multiple  transfusions.  However,  there  are  a 
number  of  reports  where  hemosiderosis  has  ap- 
peared after  only  two  or  three  transfusions. 

There  is  a triad  in  this  hemochromatosis  that 
is  heart,  diabetes  and  testicular  atrophy  along  with 
cirrhosis.  As  far  as  the  diagnosis  is  concerned  this 
is  one  place  where  your  serum  iron  is  of  consid- 
erable importance.  If  in  this  case  (180  micrograms 
percent)  we  had  had  an  iron  binding  globulin, 
there  would  probably  have  been  100  percent  sat- 
uration, which  in  itself  would  have  given  you  the 
diagnosis.  Normally,  there  is  a third,  or  33  percent 
saturation. 
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415  East  Yandell  Blvd.  KE  3-5897  El  Paso,  Texas 


WILLIAM  I.  COLDWELL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

— INTERNAL  MEDICINE  — 

800  Montana  Ave.  KE  3-8373  El  Paso,  Texas 

BRANCH  CRAIGE,  M.  D.,  F.  A.  C.  P. 

(Certified  by  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7121  El  Paso,  Texas 


E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Thoracic  Surgery 
THORACIC  SURGERY 

Cardiovascular  Surgery  Broncho-Esophagology 

Suite  1 1 - D KE  3-8511  or  KE  2-2474  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 


WICKLIFFE  R.  CURTIS,  M.  D„  F.  A.  C.  S. 
JAMES  D.  BOZZELL,  M.  D„  F.  A.  C.  S. 

Diplomates  American  Board  of  Urology 

PRACTICE  LIMITED  TO  UROLOGY 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1426  El  Paso,  Texas 

J.  C.  DOTSON,  M.  D. 

General  Surgery 

414  Banner  Building  KE  2-8  I I I El  Paso,  Texas 

ANTONIO  DOW,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 

GENERAL  SURGERY 

1022  Mills  Bldg.  KE  2-7305  El  Paso,  Texas 

HAROLD  D.  DOW,  M.  D. 
FREDERICK  J.  KOBERG,  M.  D. 

STEVE  E.  HOOD,  JR.,  M.  D. 

General  Practice  — Surgery 

8ox  544 

702  Hobbs  Road  Phone  3641  Seminole,  Texes 


L.  O.  DUTTON,  M.  D. 

RITA  L.  DON,  M.  D. 

ALLERGY 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


ORVILLE  EGBERT,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

ALLERGY 

DISEASES  OF  THE  CHEST 

EDWARD  EGBERT,  M.  D. 

INTERNAL  MEDICINE 

Building  3 1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1645  El  Paso,  Texas 

JOHN  A.  EISENBEISS,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Neurological  Surgery 

WILLIAM  B.  HELME,  M.D. 

NEUROSURGERY 

926  E.  McDowell  Road  AL  4-3151  Phoenix,  Arizona 


WARD  EVANS,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 

SURGERY 

414  Banner  Bldg.  KE  3-7587  El  Paso,  Texas 


LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

CARDIOVASCULAR  DISEASES 

404  Banner  Bldg.  KE  2-5771  El  Paso,  Texas 


3500  Physicians  Read 
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JOE  R.  FLOYD,  M.  D„  F.  A.  C.  S. 
JOHN  A.  PONSFORD,  M.  D. 

GENERAL  SURGERY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-5881  El  Paso,  Texas 


1130  N.  Central  Ave.  2021  N.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 

JOHN  W.  KENNEDY,  M.  D. 

JAMES  R.  MATHESON,  M.  D. 

Diplomates  of  American  Board  of  Radiology 
X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY 

AL  8-8436  AL  3-4131  AL  8-7531 

Phoenix,  Arizona 
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CHARLES  E.  GALT,  JR.,  M.  D. 

Practice  Limited  to  Obstetrics  and  Gynecology 
513  West  Fox  St.  Phone  TUxedo  5-6666  Carlsbad,  N.  M. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

915  East  Yandell  Blvd.  KE  3-3943  El  Paso,  Texas 

H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 
PRACTICE  LIMITED  TO  UROLOGY 
209  Medical  Arts  Bldg.  KE  2-8130  El  Paso,  Texas 

RALPH  H.  HOMAN,  M.  D„  F.  A.  C.  P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.  D„  F.  A.  C.  S. 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

Suite  7D  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1409  E|  pasQi  Texas 

L.  A.  GLADSTONE,  M.  D. 

W.  D.  FEINBERG,  M.D. 

INTERNAL  MEDICINE 

Bldg.  14,  Suite  D 1501  Arizona  Ave. 

E|  Paso  Medical  Center  KE  3-2508  El  Paso,  Texas 

GEORGE  W.  HORTON,  M.  D. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 

513  West  4th  Street  FEderal  2-1271  Odessa,  Texas 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 
DIAGNOSIS  — GASTROENTEROLOGY 
701  First  National  Building  KE  2-6221  El  Paso,  Texas 

LOUIS  G.  JEKEL,  M.D. 

ROBERT  H.  SNAPP,  M.D. 

Diplomates  American  Board  of  Dermatology 
DERMATOLOGY 

550  W.  Thomas  Rd.  CR  4-4901  Phoenix,  Ariz. 

J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  2-9032  El  Paso,  Texas 

EMMIT  M.  JENNINGS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
SURGERY  — ENDOSCOPY 

207  N.  Union  St.  Main  2-4360  Roswell,  N.  Mex. 

RALPH  G.  GREENLEE,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

401  N.  Garfield  MUtual  4-8072  Midland,  Tex. 

W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7579  El  Paso,  Texas 

HERBERT  E.  HIPPS,  M.  D. 

ORTHOPEDIC  SURGERY 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 

G.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  7B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-1693  El  Paso,  Texas 

SOLOMON  HELLER,  M.D. 

INTERNAL  MEDICINE 
Hematology  — Endocrinology 
800  Montana  Ave.  KE  3-0406  El  Paso,  Texas 

LINDELL  M.  KINMAN,  M.  D. 

Diplomate  American  Board  of  Urology 

UROLOGY 

300  West  Alameda  Phone  MA  2-41 II  Roswell,  N.  M. 
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M.  NATHAN  KLEBAN,  M.  D. 

Certified  by  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
304  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  KE  2-7079  El  Paso,  Texas 


J.  T.  KRUEGER,  JR.,  M.  D. 

THORACIC  and  CARDIOVASCULAR  SURGERY 


PO  3-8281 

1910  Knoxville  Ext.  250  Lubbock,  Texas 


I 

MARSHALL  CLINIC 

I.  J.  Marshall,  M.D. 

General  Surgery  and  Diagnosis 
U.  S.  Marshall,  M.D. 

General  Surgery  and  General  Practice 
E.  A.  Latimer,  M.D. 

General  Practice 
C.  H.  Fowler,  M.D. 

Internal  Medicine  and  Cardiology 
Thomas  J.  Jones,  M.D. 

Diseases  of  the  Skin  and  Allergies 
H.  D.  Johnson,  Jr.,  D.D.S. 

ROSWELL  NEW  MEXICO 


GILBERT  LANDIS,  M.D. 

Diplomate  American  Board  of  Obstetrics  & Gynecology 

OBSTETRICS,  GYNECOLOGY 
and  GYNECOLOGICAL  SURGERY 
Suite  1 5-D  KE  3-5023  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 


CHARLES  P.  C.  LOGSDON,  M.  D. 

CARDIOLOGY 

415  E.  Yandell  Blvd.  KE  3-7916  El  Paso,  Texas 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-3659  El  Paso,  Texas 


WALTER  B.  MANTOOTH,  Jr.,  M.D. 

Dermatology  and  Cancer  of  the  Skin 

Suite  101  Lubbock 

3801  19th  Street  PO  5-6619  Texas 


DRS.  HART,  BOVERIE,  BLACK 
CLAYTON,  GREEN  & WHITE 

PATHOLOGY  AND  CLINICAL  LABORATORIES 
X-RAY  DIAGNOSIS  AND  THERAPY 

Radioactive  Cobalt 

Isotopes  Beam  Therapy 

Pathology 

M.  S.  HART,  M.D. 

C.  L.  GREEN,  M.D. 

Diplomates  American  Board  of  Pathology 

R.  F.  BOVERIE,  M.D. 

G.  L.  BLACK,  M.D. 

R.  S.  CLAYTON,  M.D. 

J.  E.  WHITE,  M.D. 

Diplomates  American  Board  of  Radiology 

MELVIN  A.  LYONS,  M.S.H.A. 

Business  Manager 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona  Ave.,  Suite  2-A  415  E.  Yandell  Drive,  Suite  105 

KE  3-4478  KE  3-6926 

EL  PASO,  TEXAS 


MEDICAL  CENTER 
AND  WOMEN'S  CLINIC 

E.  G.  McCarthy,  M.  D.,  F.  A.  C.  S.,  F.  I.  C.  S. 
Diplomat©  American  Board  of  Obstetrics  and  Gynecology 
Jeff  H.  Davis,  M.  D.  • — Joe  Horn  M.  D. 

James  C.  Meade,  D.  S.  C.,  Chiropodist 

Plainview  CA  4-7426  Texas 


GEORGE  B.  MARKLE,  IV,  M.D. 


Diplomate  of  the  American  Board  of  Surgery 


GENERAL  and  GYNECOLOGICAL  SURGERY 


911  North  Canal  TU  5-5240  Carlsbad,  New  Mexico 


LEROY  J.  MILLER,  M.  D. 

Diplomat®  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 
717  Encino  Place,  NE  Phone  3-1150  Albuquerque,  N.  M. 


HOWARD  J.  H.  MARSHALL,  M.  D. 

Member  American  Academy  of  General  Practice 

GENERAL  PRACTICE 

Suite  8E  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-2431  El  Paso,  Texes 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  First  National  Bldg.  KE  3-8687  El  Paso,  Texas 
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A.  WILLIAM  MULTHAUF,  M.  D„  F.  A.  C.  S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  KE  3-8986  El  Paso,  Texas 


E.  K.  NEIDICH,  M.  D„  D.  A.  B.  R. 

RADIOLOGY 

Memorial  General  Hospital  JAckson  6-2411  Las  Cruces.  N.  M. 


WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D„  F.  A.  C S. 

GENERAL  SURGERY 

Medical  Arts  Square 

^01  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 


F.  KEITH  OEHLSCHLAGER,  M.D. 

OBSTETRICS  & GYNECOLOGY 
STERILITY 

1149  E.  42nd  Sherwood  Medical  Center  Phone 

Suites  5 & 6 Odessa,  Texas  EM  6-4447 


THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D.,  F.  A.  C.  S. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D„  F.  A.  C.  S. 

THOMAS  H.  TABER,  JR.,  M.  D„  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  North  Third  Street— Phone  CRestwood  7-6211 — Phoenix,  Ariz. 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  8-8074  Phoenix,  Ariz 


ROBERT  E.  PARKINS,  D.D.S. 

GENERAL  DENTISTRY 

Bldg.  I,  Suite  E 1501  Arizona  Ave. 

Phone  KE  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  and  ENDOCRINOLOGY 

706  Professional  Building 

15  E.  Monroe  Phoenix,  Arizona 

Phone  ALpine  2-3S77 


DONALD  RATHBUN, 

M.D. 

NEUROLOGY 

and 

Internal  Medicine 

Suite  4-B  KE  2-8778 

1501  Arizona  Ave. 

El  Paso  Medical  Center 

El  Paso,  Texas 

VINCENT  M.  RAVEL,  M.D. 
CHARLES  C.  McVAUGH,  M.D. 
WILLIAM  H.  MELTON,  M.D. 

Diplomates  American  Board  of  Radiology 

RADIOLOGY  — RADIO-ISOTOPES 
COBALT60  — TELETHERAPY 

616  Mills  Building  KE  2-3459 

800  Montana  Avenue  KE  2-1126 

El  Paso,  Texas 

RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D„  F.  A.  C.  C. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE  — CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.  D..  F.  A.  C.  S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  KE  3-1601  El  Paso,  Texas 


CECIL  A.  ROBINSON,  M.  D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Practice  Limited  to  Orthopaedics 
III  Pine  Street  2541  Kermit,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 


INTERNAL  MEDICINE 


S.  PERRY  ROGERS,  M.  D. 

W.  HUNTER  VAUGHAN,  M.  D. 

(Diplomates  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 


Suite  5D  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1385  El  Paso,  Texas 


Suite  2B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-4433  El  Paso,  Texas 
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WILLARD  W.  SCHUESSLER,  M.D. 
DONALD  H.  EWALT,  M.D. 

Diplomates  of  the  American  Board  of  Plastic  Surgery 
Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  Ave.  Medical  Center,  Suite  4-C 

El  Paso,  Texas 

WILLIAM  G.  SMITH,  M.  D. 

Diplomate  American  Board  of  Proctology 
Practice  Limited  to  Surgical  Diseases 
of  the  Anus,  Rectum  and  Colon 

1501  Arizona  Ave.  El  Paso  Medical  Center  El  Paso 

KE  2-3286  Texas 

F P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 

NEWTON  F.  WALKER,  M.  D. 
BRADFORD  HARDIE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 
First  National  Bldg.  KE  2-1495  El  Paso.  Texas 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

EAR,  NOSE  AND  THROAT 
Bronchoscopy  — Esophagoscopy 
307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  2-9449  El  Paso,  Texas 

O.  J.  SHAFFER.  D.  D.  S„  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  i 50 1 Arizona  Ave. 

Phone  KE  3-6742  El  Paso,  Texas 

ROBERT  HEALY  STEVENS,  B.  S„  M.  D„ 

F.  C.  C.  P. 

ALLERGY  — INTERNAL  MEDICINE 

1313  N.  Second  St.  AL  4-8841  Phoenix,  Arizona 

D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

Box  367  Phone  584  Ft.  Stockton,  Texas 

C.  S.  STONE,  M.D.,  F.A.C.S. 

A.  J.  JENSON,  B.A.,  M.D. 

Phones:  3-5323  - 3-3033  - 3-4427 
301  East  Cain  Street  Hobbs,  N.  M. 

EUGENE  P.  SIMMS,  M.  D. 

- GENERAL  PRACTICE  - 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

BEN  Z.  TABER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 

2323  Montana  Avenue  KE  2-463!  El  Paso,  Texas 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  8oard  of  Dermatology  and  Syphilologv 

DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-6172  El  Paso,  Texas 

WINSLOW  P.  STRATEMEYER,  M.  D 

Diplomate  American  Board  of  Neurological  burgery 

NEUROLOGICAL  SURGERY 

Suite  1 1 A Office  KE  2-9167  1501  Arizona  Avt. 

El  Paso  Medical  Center  Home  JU  4-0553  El  Paso,  Texas 

S liter  i 

«. Jfoifjitaf 

the  Clock. 

EL  PASO,  TEXAS 

Fully  Approved  by  the 
Joint  Commission  on  Accreditation 
of  Hospitals. 

Latest  Facilities  For  All  Services. 
Emereenrv  Sendee  Around 

^Jfotef  2)leu 
School  of 

Ifurilna 

Fully  approved  by  the 
National  Nursing  Accrediting 
Service. 

Applicants  May  Apply 
To 

Sister  Mildred  Mary,  Director 
EL  PASO,  TEXAS 

Jlotel  2)ieu  S hoof 
of  WechcJ 
^Jechnofo^y 

Fully  Approved  by  the  American 
Medical  Association,  American 
Society  of  Clinical  Pathologist*, 
and  Registry  of  Medical  Tech- 
nologists. 

EL  PASO,  TEXAS 
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M.  D.  THOMAS,  M.  D. 

Diplomate  American  Board  of  Anesthesiology 
Suite  1 2-D  KE  3-3745 

1501  Arizona  Ave.  El  Paso,  Texas 

El  Paso  Medical  Center 


ROBERT  F.  THOMPSON,  M.  D.t  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 
UROLOGY 

816-818  Mills  Bldg.  KE  2-4321  El  Paso,  Texas 


TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  M.  D. 

DELPHIN  von  BRIESEN,  M.  D. 

HELEN  W.  ANDERSON,  M.  D. 

MEDICAL  CENTER 

1501  Arizona  Ave.  Phone:  KE  2-4689 

Building  No.  6 El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 


HARRY  H.  VARNER,  M.  D. 
LEIGH  E.  WILCOX,  M.  D. 
RUSSELL  L.  DETER,  M.  D. 


Suite  5E 
Phone  KE  2-6529 


GENERAL  SURGERY 

El  Paso  Medical  Center 


1501  Arizona  Ave. 
El  Paso,  Texas 


Southwestern  General  Hospital 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 


Member  Hospital: 

American  Hospital  Association 
Texas  Hospital  Association 
Blue  Cross  of  Texas 

• 

COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 
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PROFESSIONAL  X-RAY 

AND 

CLINICAL  LABORATORY 

507  Professional  Bldg.  • Phoenix,  Arizona 

PHONE  ALpine  3-4105 
AND 

MEDICAL  CENTER  X-RAY 

AND 

CLINICAL  LABORATORY 

1313  North  2nd  Street  • Phoenix,  Arizona 

PHONE  ALpine  8-3484 
DIAGNOSTIC  X-RAY  — X-RAY  THERAPY 
RADIUM  THERAPY  — CLINICAL  PATHOLOGY 
TISSUE  PATHOLOGY  —ELECTROCARDIOGRAPHY 
BASAL  METABOLISM 
R.  Lee  Foster,  M.  D.,  Director 
Martin  L.  List,  M.  D.,  Radiologist 
George  A.  Gentner,  M.  D.,  Radiologist 
Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.  D.,  Consultant  Pathologist 


OVERTON  CLINIC 

300  Hughes  Building  PAMPA,  TEXAS 

M.  C.  Overton,  Jr.,  M.  D. 

Surgery  and  Gynecology 

E.  S.  Williams,  M.  D. 

Pediatrics  and  Obstetrics 

J.  R.  Donaldson,  M.  D. 

Surgery 

G.  R.  Hrdlicka,  M.  D. 

Radiology 

C.  M.  Lang,  M.  D. 

Surgery 

R.  W.  Moore,  M.  D. 

Internal  Medicine 


The  Clinic-Hospital  of  San  Angelo 


D.  D.  WALL,  M.  D. 

Obstetrics  t Gynecology 

R.  M.  FINKS,  M.  D. 

Pediatrics 

M.  D.  KNIGHT,  M.  D. 

Surgery 

Consultants  in  Radiology 

JOHN  E.  BALLARD,  M.  D 
JOHN  G.  BOLEN,  M.  D. 

224-234  W.  Beauregard  Ave. 


W.  H.  BRAUNS,  M.  D. 

Internal  Medicine 

ROY  E.  MOON,  M.  D. 

Obstetrics  & Gynecology 

CHAS.  F.  ENGELKING,  M.D. 

Ear,  Nose  and  Throat 

DALE  W.  HAYTER,  M.  D. 


R.  A.  MORSE,  M.  D. 

Internal  Medicine 

RALPH  R.  CHASE,  M.  D. 

Pediatrics 

TOM  R.  HUNTER,  M.  D. 

Surgery 


Ophthalmology 

Consultant  in  Pathology 

LLOYD  R.  HERSHBERGER,  M.  D. 

J.  B.  ADCOCK,  Administrator  San  Angelo,  Texas 


Give  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from  level 
of  shoulders  to  tip  of  sacrum;  circumference  of 
pelvis  above  trochanters;  circumference  of  waist; 
height  and  weight. 

CHRISTOPHER’S  BRACE  AND  LIMB  CO. 

2231  Montana  Ave.  KE  2-9690  El  Paso,  Texas 
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PSYCHIATRIC  HOSPITAL 


DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 

TIMBERLAWN  FOUNDATION 

For  Education  and  Research  in  Psychiatry 

Narcotic  Cases  Not  Admitted 

LAWN 

SANITARIUM  IN  DALLAS 


PERRY  C.  TALKINGTON,  M.D.,  Clinical  Director 
CHARLES  L.  BLOSS,  M.D.,  Medical  Director 
Associate  Psychiatrists 
HOWARD  M.  BURKETT,  M.D. 

JAMES  K.  PEDEN,  M.D. 

WARD  G.  DIXON,  M.D. 

JERRY  M.  LEWIS,  M.D. 

C.  L.  JACKSON,  M.D. 

LEEOWEN  S.  BUFORD,  M.D. 

RALPH  M.  BARNETTE,  JR.,  B.B.A.,  Business  Manager 


Clinical  Psychology 
PHILIP  ROOS,  PH.D. 

DONALD  BERTOCH,  M.A. 

JOHN  D.  MARTIN,  M.A. 

Social  Work 

BILL  M.  TURNAGE,  M.S.S.W 
ROBERT  L.  COATES,  M.S.S.W. 

GERALDINE  SKINNER,  B.S.,  O.T.R.,  Director  of  Occupational  Therapy 
LOIS  TIMMINS,  PH.D.,  Director  of  Recreation  Therapy 
PRANCES  LUMPKIN,  R.N .,  B.S..  Director  of  Nurses 


DAvis  1-2678 


Dallas  1,  T exas 


P.  O.  Box  1769 


DUTTON 

LABORATORY 

L.  O.  Dutton,  M.  D. 

Frederick  Bornstein,  M.  D. 

Rita  L.  Don,  M.  D. 

J.  A.  Hancock,  Ph.  D. 

Now  Available  for  Physicians,  Hospitals 
and  Laboratories 

A COMPLETE  MEDICAL 
LABORATORY  SERVICE 

In  addition  to  the  usual  procedures,  the  more 
complete  chemical  determinations  of  Protein 
Bound  Iodine,  Steroids,  etc.,  are  offered. 

Autopsy  procedures  with  special  attention  to 
medico-legal  aspects  are  available. 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 
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AN  NO  UN  CINE 

. . . construction  of 

SOUTHWESTERN  SURGICAL  SUPPLY  CO.’s 

NEW  EL  PASO  HOME 
AT  11)1  NORTH  OREGON  STREET 

(Date  for  Open  House  to  be  Announced) 


25,000  Square  Feet  of  Building  Space  Dedicated  to  Servicing  Needs 
of  Southwest  Physicians  and  Hospitals 


★ Complete  Technical  Equipment  and  Service  Department. 

★ Experienced  Service  Engineering  Staff. 

★ Complete  Stock  of  Technical  Equipment  Replacement  Parts. 

★ Display  Area  including  an  Entire  Doctor’s  Office,  Hospital  Room,  Operating  Room, 
Delivery  Room,  Laboratory,  and  X-Ray  Department. 

★ Ample  Parking. 

★ El  Paso  Medical  Mart  — Complete  Sick  Room  Department  Store. 


Founded  in  1 92 1 


El  Paso  Albuquerque  Phoenix 

527 


AUGUST,  1959 


Front  View  — Enclosed  Patio 


Sandia  Ranch  Sanatorium 


Rt  4.  Box  4104 


Phone  4-3273 


Albuquerque,  New  Mexico 


Licensed  by  State  Health  Department  as  a Psychiatric  Hospital  of  50  Beds 
For  the  Care  and  Treatment  of  Nervous  or  Mental  Disorders 

VARIOUS  ACCEPTED  FORMS  OF  THERAPY  AVAILABLE 

OCCUPATIONAL  THERAPY  AND  OUTDOOR  ACTIVITIES 

CLINICAL  LABORATORY  AND  ELECTROENCEPHALOGRAM 
LIMITED  FACILITIES  FOR  DOMICILIARY  CARE 

Favorable  Year  Round  Climate  — 20  Acres  Landscaped  Grounds 

JOHN  W.  MYERS,  M.  D.,  Medical  Director 


ALAN  JACOBSON,  M.D.,  Psychiatrist 


FRED  W.  LANGNER,  M.  D.,  Psychiatrist 


EDWARD  JOHN  ETTL,  M.D.,  F.C.A.P. 

Certified  by  the  American  Board  of  Pathology 

★ 

Pathology  Consultation 

★ 

Autopsy  Service 

★ 

Medico-Legal  Medicine 

★ 

Private  Plane  Service 

3317  Fort  Blvd.  L0  6-4351  El  Paso,  Texas 


UNIFORMS 

Doctors  • Nurses  • Interns  • Technicians 

Poplin,  Nylon,  Dacron 
White  and  Colors 

SURE-FIT  UNIFORM  CO. 

M2  N.  Oregon  St.  KE  2-1374  El  Paso,  Texas 

RICHARD  E.  MARTIN 
MARTIN  MORTUARY 

Dial  KE  2-3491 

710  N.  Stanton  St.  El  Paso,  Texas 

WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

• 

Direct  Physician's  Phone  to 
Prescription  Department  — KE  3-2352 

FREE  DELIVERY 
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day  and  night— ulcer  control  with  B.I.D  . dosage 


Just  one  10  mg.  Daricon  tablet  in  the  morning,  and  one  at  night  before  retiring,  keeps 
your  patient  free  from  the  pain  and  discomfort  caused  by  gastrointestinal  spasm,  hyper- 
motility, and  hypersecretion. 

Daricon  is  a remarkably  potent  and  well  tolerated  antisecretory/antimotility  agent.  Its 
naturally  prolonged  action  provides  day  and  night  relief  of  pain  and  symptoms  associated 
with  peptic  ulcer,  functional  bowel  syndrome,  biliary  tract  dysfunctions,  and  other  gastroin- 
testinal disorders  characterized  by  spasm,  hypermotility,  and  hypersecretion. 


EVEN  REFRACTORY  new 
CASES  RESPOND 


(Pfizer)  Science  for  the  world’s  well-being 


Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


DARICON 

oxyphencyclimine  hydrochloride 

References:  1.  Finkelstein,  M.,  et  al.:  J.  Pharmacol. 
& Exper.  Therap.  125:330  (April)  1959.  2.  McHardy, 
G.,  et  al.:  Postgrad.  Med.,  in  press.  3.  Winkelstein,  A.: 
Amer.  J.  Gastroenterol.,  in  press.  4.  Finkelstein,  M., 
et  al. : Presented  at  Fall  Meeting,  Amer.  Soc.  Pharmacol. 
& Exper.  Therap.,  1958.  5.  Leming,  B.:  Clin.  Med. 
6:423  (March)  1959.  ‘Trademark 
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CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


5055  north  thirty  fourth  street  • pHOtNix  Arizona  OTTO  L.  BENDHEIM,  M.  D.,  F.  A.  P.  A.,  Med.  Dir. 

CRestwood  7-7431 


PHOENIX 

INSTITUTE 

O F 

N E U R O 1 

. O G Y 

AND 

P S Y C H 1 

1 A T R Y 

GUNNING  & CASTEEL  DRUG  STORES 


Complete  Prescription  Service  in  12  Conveniently  Located  Stores 


EL  PASO,  TEXAS 


YSLETA,  TEXAS 


ADVERTISERS’  INDEX 


Don  Baxter,  Inc.  507,  508 

Burroughs  Wellcome  & Co.  489 

Camelback  Hospital  530 

Christopher's  Brace  & Limb  Co.  525 

Ciba  Pharmaceuticals  • 487 

Clinic-Hospital  of  San  Angelo  525 

Cutter  Laboratories  494 

Dutton  Laboratory  526 

Endo  Laboratories  533 

Gunning  & Casteel  Drug  Stores  530 

Harding  and  Orr  Funeral  Home  531 

Hotel  Dieu,  Sisters'  Hospital  523 

Kaster  and  Maxon  Funeral  Home  531 

Eli  Lilly  and  Company  478 

McKee  Prescription  Pharmacy  531 

Martin  Mortuary  528 

The  S.  E.  Massengill  Company  486 

Medical  Center  Pharmacy  531 

Merck  Sharp  & Dohme  484,  485 

Metabolic  Products  531 

Mission  Pharmacal  489,  526 

Mobac  Laboratories  532 


Overton  Clinic  525 

Parke  Davis  & Co.  483 

Pfizer  Laboratories  489,  490,  491,  517,  518,  529 

Popular  Dry  Goods  Company  531 

Professional  X-Ray  & Clinical  Laboratory  525 

Providence  Memorial  Hospital  480 

Puritron  Corporation  493 

Rhinopto  Company  532 

Riker  Laboratories  4th  Cover 

Rio  Grande  Pharmacy  531 

A.  H.  Robins  & Co.,  Inc 488 

Sandia  Ranch  Sanatorium  528 

Schering  Corporation  481 

G.  D.  Searle  & Co.  479 

Southwestern  General  Hospital  524 

Southwestern  Surgical  Supply  527 

E.  R.  Squibb  & Sons  482 

Sure-Fit  Uniform  Co.  528 

Taylor-Simpkins,  Inc.  531 

Tidi  Products  515 

Timberlawn  Sanitarium  526 

Warner  Drug  Co.  528 

The  White  House  531 
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HARDING  » ORR 

Funeral  Home 

• 

EL  PASO,  TEXAS 

320  Montana  KE  3-1646 

We  Carry  A Complete  Line  ot 

DIABETIC  FOODS  AND  SUPPLIES 

McKEE  PRESCRIPTION  PHARMACY 

107  East  San  Antonio  St.,  El  Paso 
Dial  KE  2-2693 

TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  St.  KE  3-0952  El  Paso,  Texas 

Nights  — Call  LO  5-0359,  or  LO  5-3060 

Only  at  the  Popular  in  El  Paso  . . . 
Hickey  Freeman  Customized  Clothes 

POPULAR  DRY  GOODS  CO. 

C.  G.  McDow  and  Son,  Props. 

Rio  Grande  Pharmacy 

419-421  South  Stanton  St.  KE  2-4473  E!  Paso,  Texas 

Raster  & Maxon 


• Enlargement  reduced 92% 

• Nocturia  relieved 95% 

• Urgent  urination  relieved 81% 

• Frequency  urination  reduced 73% 

• Discomfort  relieved 71% 

• Delayed  micturition  relieved 70% 


The  need  for  conservative  measures,  rather  than  radical 
surgery  for  benign  prostatic  hypertrophy  is  indicated  by 
the  comparatively  low  death  rate  from  this  condition. 

PROSTALL  Capsules  contain  6 gr.  of  a mixture  of 
aminoacetic  acid  (glycine)  glutamic  acid  and  alanine. 
The  recommended  dosage,  2 Prostall  Capsules,  3 times 
daily  for  2 weeks,  thereafter  1 capsule  3 limes  daily  for 
a minimum  of  3 months  for  marked  improvement. 


Funeral  Home 


Ei  Paso,  Texas 


KE  2-3431 


Supplied  in  bottles  of  100  and  250  capsules.  Available 
at  all  pharmacies. 


For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 


Write  for  a reprint  of  the  above  mentioned  article 
and  professional  literature.  Use  the  coupon  below. 


Ihe  while  house 


MEDICAL  CENTER 
PHARMACY 

YOUR  PROFESSIONAL  PHARMACY 
IN  THE  NEW  MEDICAL  CENTER 

phone  2-6968-69 


1501  ARIZONA  ST 


EL  PASO.  TEXAS 


METABOLIC  PRODUCTS  CORP.  SWM-5 

I Little  Bldg.,  Boston  16,  Mass. 

Gentlemen: 

Kindly  send  me  without  obligation: 

□ Professional  Literature. 

□ Reprint  of  the  clinical  report. 

I 

Name 

Address 

I City Zone  State 

I I 
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Mrs.  X,  age  35 — physical  findings  negative. 

Complaints : Constipation,  alternating  with  periods  of  diarrhea, 
tenesmus,  flatulence,  colicky  pains,  easy  fatig- 
ability, anorexia,  periodic  dull  headaches  and 
muscle  pains. 

Many  times  these  symptoms  point  to  £.  histolytica,  the  parasite 
most  often  misdiagnosed,1  and  far  more  prevalent  than  gener- 
ally suspected.234 

Accurate  diagnosis  of  amebiasis  can  be  made  with  the  MOAN 
TEST  on  a single  5 cc.  blood  sample.  More  dependable  than 
fecal  examination ; no  special  laboratory  equipment  or  training. 


Write  for  descriptive  literature: 

MOBAC  LABORATORIES 

85  Lansdowne  Avenue  • Lansdowne,  Penna. 


1 Elsdon—  Dew.  R.:  S.  Afr.  Med.  J. 
32:89  (Jan.,  1958) 

2.  Webster.  B.  H . : Am.  Pract.  & Dig. 
Treat.  9:897  (June,  1958) 

3.  D'Antoni,  J.  S : New  Orleans  Med. 
& Surg.  J.  102:55  (Aug.,  1949) 

4.  Rinehart,  R.  E. , Marcus.  H.:  North- 
west Med.  54:708  (July,  1955) 


NOSE  DROPS 


For  quick , effective  relief  of 
nasal  congestion 

Safe  for  both  children  and  adults, 
Rhinall  Nose  Drops  are  pleasant  to  use, 
provide  ventilation  and  drainage  with- 
out irritation  of  the  ciliated  epithelium. 

• no  burning  or  irritation 

• no  risk  of  sensitization 

• no  bad  taste  or  after  reactions 


SUPPLIED:  one-ounce  dropper  bottle; 

% -ounce  plastic  spray  bottle. 


Contains: 

Phenylephrine  Hydrochloride  0.15% 
“Propadrine"  Hydrochloride  0.3% 
in  an  isotonic  saline  menstruum 


RHINOPTO  COMPAN 

3905  Cedar  Springs 
Dallas,  Texas 
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Reaching  for  9B 
shoes  and  other  top 
shelf  sizes  is  no 
joke  ...  it  gave  me 
a terrible-  kink 
in  my  back. 


Before  the  day 
over,  I could 
hardly  stoop  to 
a shoehorn. 


I called  my 
doctor  that  night 
and  picked  up 
the  tablets  he 
prescribed. 


The  pain  went  away 
fast— in  just  15  minutes 
— and  I was  back  on 
the  job  the  next 
morning!  But  not  one 
9B  customer  came 
in  the  whole  day! 


Percodan-Demi 

& Percodan*  Tablets 

Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC 

FOR  PAIN 


ACTS  FASTER  — usually  within  5-15  minutes. 

LASTS  LONGER  — usually  6 hours  or  more.  MORE 
THOROUGH  RELIEF  — permits  uninterrupted  sleep 
through  the  night.  RARELY  CONSTIPATES  — excellent 
for  chronic  or  bedridden  patients.  VERSATILE  — new 
“demi”  strength  permits  dosage  flexibility  to  meet  each 
patient’s  specific  needs.  Percodan-Demi  provides  the 
Percodan  formula  with  one-half  the  amount  of  salts  of 
dihydrohydroxycodeinone  and  homatropine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit- 
forming. Federal  law  permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  hydrochloride,  0.38  mg. 
dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homatropine, 
terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


WENT  AWAY  FAST 


Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill  1 8,  New  York 


• with  chronic  fatigue 
• with  neurasthenia 
• with  difficulty  in  concentrating 


A totally  new  molecule  with  a new  type 
of  gentle  antidepressant  effectiveness... 
free  from  undesirable  overstimulation  and 
hyperirritability.  Also,  notably  effective 
in  children  with  behavior  problems. 


Norlhridge,  California 


Supplied  in  scored  tablets  containing  25  mg.  of 
2-dimethylaminoethanol  as  the  p-acetamido- 
benzoic  acid  salt.  In  bottles  of  100  and  500. 


♦*.  X 
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MI-CEBRIN..  .broad  vitamin-mineral 

support  to  help  maintain  tissue  integrity 

Mi-Cebrin  supplies  11  vitamins  and  10  min- 
erals in  an  attractive,  easy-to-take  tablet.  Just 
one  tablet  a day  will  prevent  practically  all 
known  vitamin-mineral  deficiencies.  Prescribe 
Mi-Cebrin  as  a part  of  your  total  effort  to  ex- 
tend the  prime  of  life  of  your  adult  patients. 

Mi-Cebrin®  (vitamin-mineral  supplements,  Lilly) 


"Mere  duration  of  life  is  not  enough,”  stresses 
Spies;1  ".  . . we  must  devise  methods  which 
make  old  age  wait.”  These,  he  says,  are  chiefly 
dependent  on  nutrition  and  the  metabolic  state. 
Although  nutrition  is  a problem  that  involves 
all  essential  nutrients,  vitamins  and  minerals 
play  a vital  role  in  the  production  and  main- 
tenance of  healthy  tissues. 


1.  Spies,  T.  D.:  The  Influence  of  Nutritional  Processes  on  Aging,  South.  M.  J.,  50:216,  1957. 


NOW  SHE 
CAN  COOK 
BREAKFAST 
AGAIN 


...WHEN  YOU  PRESCRIBE  NEW 


MORNIDiNE 

(BRAND  OF  PIPAMAZINE) 


A new  drug  with  specific  effectiveness  in  nausea 
and  vomiting  of  pregnancy,  Mornidine  elimi- 
nates the  ordeal  of  morning  sickness. 

With  its  selective  action  on  the  vomiting  cen- 
ter, or  the  medullary  chemoreceptor  “trigger 
zone,”  Mornidine  possesses  the  advantages  of 
the  phenothiazine  drugs  without  unwanted 
tranquilizing  activity. 

Doses  of  5 to  10  mg.,  repeated  at  intervals  of 


six  to  eight  hours,  provide  excellent  relief  all 
day.  In  patients  who  are  unable  to  retain  oral 
medication  when  first  seen,  Mornidine  may  be 
administered  intramuscularly  in  doses  of  5 mg. 
(1  cc.). 

Mornidine  is  supplied  as  tablets  of  5 mg.  and 
as  ampuls  of  5 mg.  (1  cc.) . 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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Providence  Memorial  Hospital 

The  Modern  Hospital  of  the  Southwest 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
ISOTOPE  THERAPY  AND  STUDIES  COBALT  60  ROTATIONAL  TELETHERAPY  UNIT 

OUTSTANDING  CHEMISTRY  LABORATORY 

FACILITIES  FOR  PSYCHIATRIC  THERAPY  ELECTROENCEPHALOGRAPHIC  LABORATORY 

2001  North  Oregon  Street  • El  Paso,  Texas 
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FOR  THE  NEW  “MATURITY- ONSET”  DIABETIC 
CONSIDER  DIABINESE  FIRST 

brand  of  chlorpropamide 

tablets  Jonce-a-day  dosage 


The  specific  pharmacologic  properties  of  Diabinese— high  activ- 
ity, freedom  from  metabolic  degradation,  and  gradual  excretion 
— permit  (1)  prompt  lowering  of  elevated  blood  sugar  levels 
without  a “loading"  dose,  and  (2)  smooth,  sustained  mainte- 
nance “devoid  of  . . . marked  blood  sugar  fluctuations”1  on  con- 
venient, lower-cost,  once-a-day  dosage.  This  is  the  consensus  of 
extensive  clinical  literature.1-11  Widespread  use  of  Diabinese 
since  its  introduction  has  confirmed  the  low  incidence  of  side 
effects  reported  by  the  original  investigators. 


for  smoother , lower-cost  oral 
antidiabetic  control 

Science  for  the  world's  well-being 

PFIZER  LABORATORIES.  Brooklyn  6,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


Thus,  Diabinese  merits  first  consideration  for  any  diabetic 
presently  receiving  or  potentially  better  managed  with  oral 
therapy  — including  many  diabetics  for  whom  previous  oral 
agents  have  proved  ineffective. 

Supplied:  Tablets,  white,  scored  250  mg.,  bottles  of  60  and  250; 
100  mg.,  bottles  of  100. 


1.  Greenhouse,  B.:  Ann.  New  York  Acad.  Sc.  74:643, 1 959.  2.  Dobson,  H.,  et 
al.:  Ibid.,  p.  940.  3.  Forsham,  P.  H.;  Magid,  G.  J.,  and  Dorosin,  D.  E.:  Ibid., 
p.  672.  4.  Beaser,  S.  B.:  Ibid.,  p.  701;  New  England  J.  Med.  259:573, 

1958.  5.  Bloch,  J..  and  Lenhardt,  A.:  Ann.  New  York  Acad.  Sc.  74:954. 

1959.  6.  O'Driscoll,  B.  J.:  Lancet  2:749,  1958.  7.  Hadley,  W.  B.;  Khach- 
adurian.  A.,  and  Marble,  A.:  Ann.  New  York  Acad.  Sc.  74:621,  1959.  8.  Dun- 
can, G.  G.;  Schless,  G.  L.,  and  Demeshkieh,  M.  M.  A.:  Ibid.,  p.  717.  9.  Han- 
delsman,  M.  B.;  Levitt,  L.,  and  Calabretta,  M.  F.:  Ibid.,  p.  632.  10.  Hills, 
A.  G.,  and  Abelove,  W.  A.:  Ibid.,  p.  845.  11.  Drey,  N.  W , et  al.:  Ibid.,  p.  962. 
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■■it’s  as  easy  as  1,2,3  to  use 


(HYDROCHLOROTHIAZIDE) 


Initiate  therapy  with  hydroDIURIL:  one  25  mg.  tablet  or  one  50  mg. 

■ tablet  once  or  twice  a day.  hydroDIURIL  by  itself  often  causes  an  adequate 

drop  in  blood  pressure  over  a period  of  two  to  three  weeks.  This  may  be  all  the 
therapy  some  patients  require. 


Add  or  adjust  other  agents  as  required:  hydroDIURIL  enhances  the 
activity  of  all  commonly-used  antihypertensive  agents;  thus,  the  dosage  of 
other  medication  (rauwolfia,  reserpine,  hydralazine,  veratrum)  should  be  initiated 
or  adjusted  as  indicated  by  patient  condition.  If  a ganglion-blocking  agent  is 
contemplated  or  being  used,  usual  dosage  must  be  reduced  by  50  per  cent. 


■ Adjust  dosage  of  all  medication:  the  patient  must  be  frequently 
observed  and  careful  adjustment  of  all  agents  should  be  made  to  establish 
optimal  maintenance  dosage. 


Supplied:  25  mg.  and  50  mg  scored  tablets  hydroDIURIL  (Hydrochlorothiazide)  bottles  of  100  and  1,000. 

Additional  literature  for  the  physician  is  available  on  request. 

hydroDIURIL  is  a trademark  of  Merck  & Co  , Inc  Trademarks  outside  the  U.  S.:  DICHLOTRIDE,  DICLOTRIDE,  HYDROSALURIC. 
MERCK  SHARP  & D0HME,  Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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Whether  the  response  in 

acute  skeletal 
muscle  spasm 

is 

ftnawMMced 

"exctUmt"* 

or 


it  all  adds  up  to 

94.4%  beneficial 
results  with 


In  the  comparatively  short  period  since  its 
Robaxin  has  become  the  leader  in  prescription 
preference  for  skeletal  muscle  relaxation,  because: 


It  is  highly  potent— and  long  acting.1,2 
It  is  relatively  free  of  adverse  side  effects.1, 2,4,5 

In  ordinary  dosage,  it  does  not  reduce  normal  muscle 
strength  or  reflex  activity.1 


Robaxin’s  outstanding  effectiveness  is  authenticated  by  the  results 
of  five  recent  clinical  studies  in  which  it  was  administered  to 
198  patients.1,2, 3,4,5  Good  results  were  reported  in  80.3%  of  the  patients 
and  moderate  results  in  14.1%  — or  an  over-all  beneficial  effect 
in  94.4%.  Conditions  treated  included  spasm  secondary  to  trauma, 
ligamentous  strains,  herniated  disc,  torticollis,  whiplash  injury, 
contusions,  fractures,  fibromyositis,  acute  myalgic  disorders, 
and  skeletal  muscle  spasms  afflicting  industrial  workers. 

Supply:  Robaxin  Tablets,  0.5  Gm.  (white,  scored)  in  bottles  of  50. 

References: 

1.  Carpenter,  E.  B.:  Southern  M.  J.  51:627,  1958.  2.  Forsyth,  H.  E:  J.A.M.A. 

167:163,  1958.  3.  O’Doherty,  D.  S.,  and  Shields,  C.  D.:  J.A.M.A.  167:160,  1958. 

4.  Park,  H.  W.:  J.A.M.A.  167:168,  1958.  5.  Plumb,  C.  S.:  Journal -Lancet  78:531,  1958. 


Methocarbamol  Robins,  U.S.  Pat.  No.  2770649 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 


Tofranil  a fhumolepli 

brand  of  imipramine  HC1  ; 


Availability:  Tofranil  (brand  of  imipramine  HCI)  tablets  of  25  mg.  bottles  of  100.  Ampt 
of  25  mg.  (for  intramuscular  administration  only)  cartons  of  10  and  50. 


not  a MAO  inhibitor 


does  not 

Inhibit  monoamine  oxidase  either  in 
brain  or  liver  with  its  associated  risks 


Produce  dangerous  potentiation  of  other 
drugs  such  as  barbiturates  and  alcohol 

, 

— — - — — — — - — 

Act  by  producing  undesirable  central 
nervous  stimulation  leading  to  agitation 
and  excitement 

i 

Cause  disturbance  of  color  vision 


The  efficacy  of  Tofranil  is  attested  by  more  than  50 
published  reports  and  confirmed  by  clinical  experi- 
ence in  more  than  50,000  cases. 

Detailed  Literature  Available  on  Request. 
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N.  M.  General  Practitioners  Urged  to  Enter  Politics 

To  Help  Guide  Course  of  Government  Page  553 

By  Fount  Richardson,  M.D.,  Fayetteville,  Ark., 

President  of  the  American  Academy  of  General  Practice 


Southwest  Obstetrical  and  Gynecological  Society  to  Meet 

in  Palm  Springs,  Calif.,  Nov.  2 and  3;  Complete  Program  Page  556 

Current  Therapy — Antithyroid  Drugs;  A Review 

With  Case  Reports  ....  Page  558 

By  Jack  A.  Bernard,  M.D.,  El  Paso 

The  Modified  Boehler  Operation  for  Patella  Fractures  Page  563 

By  Herbert  E.  Hipps,  M.D.,  Waco,  Tex. 

Warning  to  American  Physicians  Page  569 

By  Jacobus  H.  Verhave,  M.D.,  Portales,  N.M. 

A New  Approach  in  the  Treatment  of  Peptic  Ulcer  and 

Associated  Syndrome  Page  572 

By  William  L.  Janus,  M.D.,  Palm  Springs,  Calif. 

Monthly  Clinical  Pathological  Conference  of  El  Paso 
General  Hospital  Page  576 

Frederick  P.  Bornstein,  M.D.,  Editor 
Presentation  of  case  by  W.  A.  Jones,  M.D. 


Coming  Meetings 


Western  Association  of  Railway  Surgeons,  An- 
nual Meeting,  Cosmopolitan  Hotel,  Denver,  Sept. 
10-12,  1959. 

Thirteenth  Annual  Southwest  Regional  Can- 
cer Conference,  Fort  Worth  Texas,  Academy  of 
Medicine,  Sept.  20,  1959. 

The  University  of  Texas  Postgraduate  School 
of  Medicine,  Postgraduate  Course,  Orthopaedics 
and  Traumatic  Surgery,  Turner  Home,  1301  Mon- 
tana Ave.,  El  Paso,  Sept.  20,  1959. 

Southwestern  New  Mexico  Medical  Society, 
Veterans’  Hospital,  Fort  Bayard,  N.  M.;  Sept. 
26,  1959.  Dr.  Paul  Dudley  White  will  speak. 

American  Fracture  Association,  Annual  Meet- 
ing, New  Orleans,  Nov.  1-3,  1959. 


Southwest  Obstetrical  and  Gynecological  So- 
ciety, Annual  Meeting,  El  Mirador  Hotel,  Palm 
Springs,  Calif.,  Nov.  2 and  3,  1959. 

Omaha  Mid-West  Clinical  Society,  27th  Annual 
Postgraduate  Sessions,  Civic  Auditorium,  Omaha, 
Neb.,  Nov.  2-5,  1959. 

Medical  Society  of  the  United  States  and  Mex- 
ico, Third  Annual  Meeting,  Hotel  Valley  Ho, 
Scottsdale,  Ariz.;  Dec.  2-4;  and  Las  Vegas,  Nev., 
Dec.  5-6,  1959.  Chairmen,  Dr.  A.  H.  Tallakson 
and  Dr.  Carlos  Greth,  2025  N.  Central  Ave., 
Phoenix. 

Southwestern  Medical  Association,  Annual 
Meeting,  Roswell,  N.  M.,  Nov.  5-7,  1959. 
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AN  EFFECTIVE  METHOD  TO  RELIEVE 


ASTHMA  SINUS 
ALLERGY  PATIENTS 


Just  plug  in;  it’s  portable! 


U.S.  Pat.  Nos.  2,855,641  - 2,359,057 
other  patents  pending 


Hospital-accepted  Puritron  quickly  clears  any 
room  of  irritating  dust,  pollen,  smoke  and  odors. 

Puritron’s  unique  filtering  action  pulls  irritating 
dust,  pollen  and  smoke  out  of  the  air  . . . forces  them 
through  a superfine  fiberglas  filter.  The  air  then  passes 
through  a germicidal  ultra-violet  light  bath.  This  sani- 
tizing light  washes  the  air  electronically  — eliminates 
invisible  substances  that  can  often  trigger  allergic  reac- 
tions. 

Your  patients  breathe  easier  . . . sleep  better,  as 
Puritron  circulates  a constant  supply  of  clean.  Spring- 
fresh  air  — even  in  unventilated  rooms. 


Names 

of 

Hospitals 

Using 

PURITRON 

Furnished 

on 

Request 


DOCTORS  WHO  TESTED  PURITRON  IN  THEIR  OWN  HOMES, 
ON  THEIR  OWN  FAMILIES  . . . 

IN  THEIR  OFFICES  AND  OPERATING  ROOMS  REPORT: 


“Within  a period  of  one  week  of  test- 
ing, the  Puritron  controlled  a stubborn 
form  of  respiratory  allergy  in  my 
daughter,  age  5.”  —A  Southern  Physician 

“Surpassed  all  expectations.  Performs 
miracles  for  a dust  allergy  patient.” 

—A  Pennsylvania  Physician 

“For  the  first  time  I woke  up  without 
sinus  trouble.”  —New  Jersey  M.D. 

“I  have  been  recommending  your  Puri- 
tron machine  . . . Some  of  my  patients 


have  purchased  the  machine  and  have 
found  it  to  work  excellently.  I myself 
have  used  it  now  for  some  time  and 
I also  can  say  that  the  machine  really 
works  pretty  well.” 

— A New  England  Physician 

A famed  New  England  Allergist  in- 
stalled three  Puritrons  in  his  offices. 


A New  York  physician  has  discovered 
that  a Puritron  in  his  operating  room 
lessens  the  amount  of  mucous  present. 


Puritron’s  price:  $39.95.  Additional  information  on  request. 

$79.95  double-size  Office  Model  in  handsome  leather-tone 


ALWAYS  SOLD  WITH  A MONEY-BACK  GUARANTEE  OF  SATISFACTION 


PURITRON. 


15  Stiles  Street 
New  Haven,  Conn. 
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a pleasant  way  to  treat  dry,  itchy  skin 


^/±lphaJ^eri 

oil  for  the  bath  or  shower  J 


water-dispersible,  antipruritic  oil  for  the  bath  or  shower 

Alpha-KERI  makes  dry  skin  feel  soft  and  smooth  immediately.  It  effectively  deposits  a uniform,  partially- 
occlusive  oil  film  over  the  entire  skin  area.  Alpha-KERI  lubricates  the  skin,  relieves  itching  and  restores  the 
protective  action  of  natural  skin  oils  lost  by  the  action  of  water,  weather  and  detergents.  It  moisturizes  the 
skin  and  also  helps  to  retain  moisture  by  retarding  evaporation  of  water.  Alpha-KERI  contains:  Kerohy- 
dric®,  brand  of  dewaxed,  oil-soluble,  keratin-moisturizing  fraction  of  lanolin,  mineral  oil,  and  a special 
nonionic  emulsifier  which  provides  the  right  amount  of  water  dispersibility  for  optimum  coverage  of  the 
skin  with  emollient  oils.  Alpha-KERI  oil  may  be  used  in  the  bath,  in  the  shower,  for  sponge  bathing  and 
for  infant  baths.  It  can  also  be  used  for  skin  cleansing  where  soap  is  contraindicated.  Alpha-KERI  oil  is 
tinted  an  attractive  green  color  and  pleasantly  scented.  Bottles  of  8 fl.  oz.  Write  for  samples  and  literature. 

Westwood  Pharmaceuticals,  Buffalo  13,  New  York 


the  disease  of  many  masks 

Doctor,  do  you  recognize  this  patient?  She  complains 
of  flatulence,  constipation  with  alternating  periods 
of  diarrhea,  and  colicky  pains  in  the  lower  right 
quadrant.  At  other  times  she  is  troubled  by  anorexia, 
lassitude,  dull  headache,  muscle  pains  and  backache. 
Or  she  may  have  only  one  or  two  of  these  symptoms. 

In  these  puzzling  cases,  serious  consideration  should 
be  given  to  intestinal  amebiasis — the  disease  of 
many  masks.  Clinicians  say  it  is  “one  of  the  most 
widespread  and  serious  protozoan  diseases  of  man,” 
yet  “there  is  no  parasite  more  often  misdiagnosed 
than  is  E.  histolytica.”  Conservative  estimates  place 
the  incidence  at  10%  of  the  United  States  population 
as  a whole,  and  16%  in  southern  states. 

Now  Glarubin,  a relatively  non-toxic  amebicide, 
simplifies  the  treatment  of  suspected  cases  of  intes- 
tinal amebiasis.  Glarubin,  a crystalline  glycoside  from 
the  fruit  of  Simarouba  glauca,  is  a specific  amebicidal 
agent  with  minimal  side  effects.  It  contains  no  arse- 
nic, bismuth  or  iodine. 

Glarubin  is  administered  orally  in  tablet  form  and 
does  not  require  strict  medical  supervision  or  hospit- 
alization. Extensive  clinical  trials  prove  it  highly 
effective  in  intestinal  amebiasis,  and  virtually  free 
of  toxicity. 

Supplied  in  bottles  of  40  tablets,  each  tablet  contain- 
ing 50  mg.  of  glaucarubin.  Write  for  descriptive 
literature,  bibliography,  and  dosage  schedules. 

HfiUf  Glarubin 

TABLETS 

specific  for  intestinal  amebiasis 

THE  S.  E.  MASSEINJGILL  COMPANY 

BRISTOL,  TENNESSEE 

NEW  YORK  • KANSAS  CITY  . SAN  FRANCISCO 
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IN  URTICARIA  AND  PRURITUS 


A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 

(as  designated  by  A.M.A.  Council  on  Drugs,  1 958) 

SPECIFIC  antihistaminic  action  in  the  treatment  of  a 
variety  of  skin  disorders  commonly  seen  in  your  practice. 

“While  some  of  the  tranquilizers  are  only  partially  effective 
as  far  as  antiallergic  activities  are  concerned...  [hydroxyzine] 
has  been  found,  by  comparison,  to  be  the  most  potent  thus 
far  . . .”i 

“The  most  striking  results  were  seen  in  those  patients  with 
chronic  urticaria  of  undetermined  etiology.”2 

PLUS 

PSYCHOTHERAPEUTIC  potency  for  the  relief  of  anxiety 
and  tension. 

The  psychotherapeutic  effectiveness  of  hydroxyzine 
(VISTARIL)  was  confirmed  in  a series  of  479  patients  suf- 
fering from  a wide  variety  of  dermatoses,  including  atopic 
dermatitis,  neurodermatitis,  psoriasis,  lichen  planus,  nummu- 
lar eczema,  dyshidrosis,  pruritus  ani  and  vulvae,  and  rosacea. 

“Adverse  reactions  were  minimal.”3 

RECOMMENDED  ORAL  DOSAGE:  50  mg.  q.i.d.  initially ; 
adjust  according  to  individual  response. 

VISTARIL  Capsules:  25  mg.,  50  mg.,  100  mg. 
vistaril  Parenteral  Solution : 10  cc.  vials  and  2 cc.  Steraject® 

Cartridges.  Each  cc.  contains  25  mg.  hydroxyzine  (as  the  HCl). 

REFERENCES : 

1.  Eisenberg,  B.  C.:  Clinical  Medicine  5:897-904  (July)  1968. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  29:358  (July)  1958. 

3.  Robinson,  H.  M.,  et  al.:  So.  Med.  J.  50:1282  (Oct.)  1957. 

Science  for  the  world’s  well-being 
PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
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You  wouldn’t  know  it, 
but  I’m  teething.” 


all  tile  Comfort  a mother  can  give 
to  tots  with  teething  discomfort, 
colds,  postinoculation  reactions, 

pruritic  conditions 


dropper-administered 


INFANT  LIQUID 


takes  the  fuss  out  of  a fussy  situation 


Antihistaminic-analgesic-antipyretic  preparation,  with  pleasing- 
raspberry  flavor.  Each  cc.  of  solution  contains  0.75  mg. 
Chlor-Trimeton®  Maleate  (chlorprophenpyridamine  maleate), 
80  mg.  sodium  salicylate  and  25  mg.  glycine. 

Available  in  30  cc.  bottle  with  calibrated  plastic  dropper. 


aCi 


SCHERING  CORPORATION  . BLOOMFIELD,  NEW  JERSEY 


* T . M . 


CR  - J - 119 


when  Blues  in  the  Night  are  due  to  infant  “Colic”  f. 


Barbicaine 

oral  antispasmodic-sedative 

offers  prompt  relief 

Barbicaine’s  local  anesthetic  action  usually  brings 
prompt  symptomatic  relief  of  gastrointestinal  spasm 
. . . often  in  minutes. 

keeps  baby  comfortable  longer 

Barbicaine’s  mild  sedative  action  prolongs  the  sys- 
temic relaxation  over  longer  periods  of  time. 

And  Barbicaine's  calibrated  plastic  drop-tip  bottle 
makes  it  easy  to  measure  accurately  when  mother 
adds  it  to  the  formula. 


For  Infants  under  20  lbs. 

20  to  30  lbs. 
30  to  40  lbs. 
For  Older  Children 

5 drops  q.i.d. 
10  drops  q.i.d. 
15  drops  q.i.d. 
20  drops  q.i.d. 

Each  cc.  of  Barbicaine  contains: 

Procaine  Hydrochloride,  U.S.  P.  . 50  mg. 

s Pentobarbital  . . . 

Phenobarbital,  U.S.  P. 

4 mg. 

Available  in  15  cc.  plastic  dropper-tip  vial. 
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N.  M.  General  Practitioners  Urged  to  Enter  Politics 
To  Help  Guide  the  Course  of  Government* 


By  Fount  Richardson,  M.  D.,  Fayetteville,  Ark., 
President  of  the  American  Academy  of  General  Practice 


I bring  official  greetings  to  you  here  in  New 
Mexico  from  the  officers  and  directors  of  the 
American  Academy  of  General  Practice.  We  are 
aware  of  what  you  are  doing  in  your  organization 
and  in  your  own  state.  As  you  know,  the  New 
Mexico  Chapter  has  done  well,  especially  per- 
centagewise, in  interesting  the  physicians  who  are 
eligible  for  academy  membership. 

The  academy  was  born  of  necessity,  that  great 
mother  of  invention.  There  had  to  be  an  organi- 
zation to  promote  postgraduate  education  and  to 
make  it  available  to  all  physicians.  The  academy’s 
doctrine  of  “continuing  education”  is  the  finest 
in  any  organization  in  the  medical  world.  I am 
proud  to  be  here  and  speak  under  the  academy’s 
banner. 

If  there  has  to  be  a topic  for  these  remarks 
tonight,  let  it  be  said  that  my  topic  was  politics. 
There  was  a time  when  physicians  shunned  the 
word,  but  when  we  are  faced  with  a world  or  a 
society  that  is  being  changed  by  politics  and  poli- 
ticians, then  it  is  time  for  us  to  take  off  our  coats 
and  admit  that  this  is  a struggle  that  affects  all 
of  us. 

Victory  in  Washington 

We  have  just  had  news  that  we  have  had  a 
victory  in  Washington.  The  Forand  Bill  is  to  be 
bottled  up  in  committee  and  there  is  little  chance 
that  it  will  be  brought  out  this  session  of  congress. 
The  medical  organizations  can  take  considerable 

*Talk  delivered  at  the  Ruidoso  Summer  Clinic  of  the  New  Mexico 
Chapter  of  the  American  Academy  of  General  Practice. 


credit  for  its  defeat.  Other  conservative  groups 
helped  some,  but  the  doctors  especially  have  done 
a big  job. 

There  are  two  other  bills  in  the  present  session 
of  congress  in  which  we  are  interested.  One  is 
the  old  Keogh-Jenkins  Bill — now  called  the  Smith- 
Keogh  Bill.  This  bill  has  been  amended  to  cut 
down  on  the  amount  that  a physician  may  lay 
aside  on  a tax-deferred  basis,  to  a small  amount, 
so  that  there  will  not  be  so  great  a tax  loss  to  the 
government.  Witnesses  from  the  Executive  Branch 
have  admitted  that  the  administration  might  sup- 
port the  bill,  House  Resolution  105  which  has  al- 
ready passed  the  House  with  a good  majority. 
It  now  lies  in  committee  in  the  Senate  and  Sena- 
tor Byrd  has  not  announced  further  hearings. 

Research  Bill 

The  other  bill  of  importance  to  the  medical 
group  in  America  is  a Senate  Bill  to  promote 
research  in  medicine  in  foreign  countries.  The 
sentiment  in  the  AMA  is  divided  on  this  bill. 
Some  of  its  foes  consider  it  only  a part  of  the 
international  giveaway  of  foreign  aid  while  others 
feel  we  should  use  those  funds,  if  provided,  to 
stimulate  medical  education  and  research  in  our 
own  country.  The  AMA  stand  will  be  announced 
within  the  next  few  weeks. 

To  a conservative,  the  whole  giveaway  process 
is  a farce  from  beginning  to  end.  I never  knew 
a friend  you  had  to  buy,  to  stick  with  you.  Much 
of  this  foreign  aid  in  my  opinion,  is  merely  to 
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“buy”  friends.  The  trouble  with  the  deal  is  that 
they  have  to  be  bought  again  every  year. 

In  fact,  the  same  demand  for  more  and  more 
and  more  is  found  in  the  so-called  Social  Security 
system.  No  sooner  was  its  program  launched  with 
the  express  intention  of  relieving  the  indigent 
asred,  than  there  was  an  immediate  clamor  for 
more  money.  Many  people  were  taught  by  the 
government  that  they  were  to  look  to  the  govern- 
ment for  care — all  kinds  of  care,  and  to  think  of 
it  as  their  “right.” 

Theory  Grows 

This  socio-economic  theory  has  grown  and  now 
the  government  has  a large  population  on  its 
hands  that  believe  the  government  owes  them  a 
living.  I have  news  for  those  government  officials 
who  espouse  that  theory — but  it’s  not  fresh  news, 
it’s  old  news. 

It’s  the  lesson  taught  us  by  ancient  Greece, 
which  fell  to  ruin  when  the  people  gave  up  their 
democracy  to  become  wards  of  the  state.  It’s  the 
news  made  by  the  Roman  Empire,  the  greatest 
empire  of  the  w'orld’s  history,  which  crumbled 
under  a social  system  dangerously  akin  to  the 
Social  Security  of  this  country  today.  Rome  could 
not  withstand  Social  Security. 

This  system  was  sold  to  a shallow  segment  of 
Americans  who  thought  they  were  getting  some- 
thing for  nothing.  Now  it  has  become  an  accepted 
part  of  our  nation.  Similar  in  some  respects  to  the 
subsidy  system  which  has  grown  like  a mushroom. 
Neither  of  these,  neither  the  subsidy  system  or  the 
social  security  system  are  conducive  to  a strong 
America. 

Physicians  Problem 

But  to  turn  to  a problem  more  within  the  scope 
of  medicine,  let  me  talk  about  the  production  of 
physicians  in  our  country  and  mention  some  of 
the  problems  of  our  medical  schools. 

The  administrators  of  our  medical  schools  in 
general  have  reached  a dead  end  in  a road  of 
their  own  choosing.  The  tendency  in  teaching 
has  been  to  put  on  full-time  teachers  and  turn 
aside  the  help  available  from  practicing  physicians. 
I wonder  why  a dean  of  a medical  school  should 
believe  that  a capable  cardiologist,  or  gynecologist, 
or  general  practitioner  of  medicine  becomes  unfit 
for  teaching  when  he  opens  an  office  downtown. 
We  know  that  the  converse  is  true.  We  know  that 


the  physician  never  quits  teaching  as  long  as  he 
practices  his  profession. 

My  hope  is  to  invite  attention  to  a trend  and 
to  question  some  of  the  results  we  are  getting. 
The  medical  schools  now  encourage  every  man 
to  be  a specialist.  This  means  an  increased  num- 
ber of  students  and  teachers.  It  means  increased 
building  for  schools. 

Federal  Funds 

I am  sorry  to  say  that  even  the  American 
Medical  Association  has  asked  for  federal  funds 
to  build  medical  schools.  Can  it  beg  at  the  federal 
pork  barrel  and  then  discourage  and  fight  others 
who  do  the  same  thing?  Calling  for  federal  funds, 
for  local  and  state  projects,  is  to  admit  that  we 
are  not  capable  of  caring  for  ourselves.  When 
Americans  as  a whole  revert  to  the  point  that  they 
cannot  take  care  of  themselves,  such  will  be  the 
state  of  decay  that  survival  is  impossible. 

Recently,  in  Congress,  there  was  a debate  in 
the  appropriations  committee  for  the  support  and 
maintenance  of  medical  schools.  We  are  told  that 
these  are  “one  year”  grants  and  that  no  strings 
are  attached.  Let  me  remind  you  that  the  Hill- 
Burton  act,  with  its  gifts  of  tax  money,  was  put 
over  on  the  same  argument.  And  I do  not  need 
to  remind  you  that  the  one  year  Hill-Burton  act 
is  now  10  years  old  and  still  going  strong. 

I urge  you  to  study  the  road  on  which  we  are 
embarked.  I believe  that  the  primary  duty  of  the 
medical  school  is  to  provide  physicians  for  the 
people  of  our  country.  If  the  school  performs 
this  duty,  it  will  mean  that  it  must  train  many 
more  physicians  to  do  general  practice. 

Small  Town  Problem 

There  are  thousands  of  smaller  towns  (not  vil- 
lages and  crossroads)  throughout  America  where 
a well-trained  physician  can  perform  a wonderful 
service  and  be  well  paid  in  the  bargain.  At  the 
same  time,  in  the  cities,  there  are  too  many  physi- 
cians for  the  population,  with  resultant  waste  of 
trained  professional  ability.  It  is  a matter  of  dis- 
tribution, but  the  schools  themselves  have  a part 
to  play.  They  must  train  these  men  well  enough 
to  give  superior  medical  attention  because,  in  my 
opinion,  to  be  a good  G.  P.  demands  more  of  a 
man  than  to  be  a good  specialist.  Thus,  we  have 
a problem.  I hope  that  the  Academy  can  find  the 
way  and,  having  found  it,  can  appeal  to  the  medi- 


554 


SOUTHWESTERN  MEDICINE 


cal  schools  and  to  the  many  foundations  that  give 
liberally  to  these  schools.  Many  millions  of  dollars 
are  given  by  institutions  to  medical  schools  and 
earmarked  for  special  research  problems.  Seldom 
are  funds  earmarked  for  the  teaching  of  physi- 
cians. Research  is  wonderful,  glamorous  and  at- 
tractive, but  the  production  of  physicians  is  a 
basic  issue,  a necessity. 

We  must  impress  our  educators  that  the  needs 
must  be  filled  first.  In  this,  we  must  work  in  con- 
cert. The  academy  as  a whole  can  do  a lot  to 
invite  attention  to  the  problem  and  this  is  one  of 
its  goals. 

Money  for  Education 

Somewhere,  somehow,  we  must  find  a way  to 
advise  our  great  philanthropic  foundations  that 
money  for  education  of  a physician  is  of  vital 
importance.  We  have  no  quarrel  with  research, 
no  quarrel  with  the  specialist,  but  the  demands 
of  today  are  greater  than  ever  to  induce  dedicated 
men,  men  who  love  people,  whose  honesty  and 
integrity  are  above  reproach,  to  go  to  medical 


schools  and  to  come  out  educated  and  able  to  go 
out  into  all  areas  where  people  live  and  look  after 
their  medical  needs.  Less  than  five  per  cent  of 
illnesses  need  specialist  care.  Wake  up  our  medical 
schools  to  this  fact,  because  in  most  instances  it 
is  the  schools  that  form  the  future  trends  of  our 
future  physicians. 

We  must  approach  our  educators  and  our  legisla- 
tors without  hesitation;  we  must  speak  our  piece 
definitely  and  with  conviction.  We  have  influence 
if  we  will  but  use  it. 

Terrific  Thought 

Several  months  ago  an  industrial  leader  in  Nash- 
ville made  this  defense  of  his  actions:  “I  went  into 
politics  because  I saw  that  the  men  who  go  into 
politics  govern  those  who  do  not.”  That  is  a ter- 
rific thought.  If  I ever  go  deeper  into  politics  it 
will  be  with  the  thought  that  I want  to  have  a 
part  in  the  rule  which  governs  me. 

If  I can  encourage  even  half  of  you  in  this  audi- 
ence to  step  into  politics  and  influence  in  your 
home  towns  or  in  Washington  for  a return  to 
sanity  in  government,  I shall  feel  rewarded. 


RU1DOSO  SPEAKERS — Speakers  at  the  summer  clinic  of  the  New  Mexico  Chapter  of  the 
American  Academy  of  General  Practice,  Ruidoso,  N.  M.,  July  20-23,  were,  left  to  right,  Dr.  Stanley 
Rogers,  Houston;  Dr.  Abel  J.  Leader,  Houston;  Dr.  Fount  Richardson,  Fayetteville,  Ark.,  president  of 
the  American  Academy  of  General  Practice;  Dr.  Arthur  Glassman,  Houston;  and  Dr.  E.  K.  Neidich, 
Las  Cruces. 
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MEETINGS 


Southwest  Obstetrical  and  Gynecological  Society 


Seven  scientific  speakers  are  scheduled  for  the 
ninth  annual  meeting  of  the  Southwest  Obstetri- 
cal and  Gynecological  Society  in  Palm  Springs, 
California,  November  2 and  3,  1959,  with  head- 
quarters in  the  Mirador  Hotel. 

Officers  of  the  Society  are  Dr.  Donovan  John- 
son, Santa  Ana,  Calif.,  President;  Dr.  Charles  J. 
Newcomb,  Tucson,  President-Elect;  Dr.  John  F. 
Wanless,  San  Diego,  Vice-President;  Dr.  Zeph  B. 
Campbell,  Phoenix,  Secretary;  and  Dr.  Raymond 
J.  Jennett,  Phoenix,  Treasurer. 

Speakers  are  as  follows: 

Dr.  Ralph  C.  Benson,  Professor  and  Chairman 
of  the  Department  of  Obstetrics  and  Gynecology, 
University  of  Oregon  Medical  School,  Portland, 
Ore.;  Dr.  Russell  R.  de  Alvarez,  Professor  and 
Executive  Officer  of  the  Department  of  Obstetrics 
and  Gynecology,  University  of  Washington  School 
of  Medicine,  Seattle. 

Other  Speakers 

Dr.  Bernard  J.  Hanley,  Clinical  Professor  of 
Obstetrics  and  Gynecology  and  Chairman  of  the 
Department  of  Obstetrics,  University  of  Southern 
California  Medical  School,  Los  Angeles;  Dr. 
Charles  E.  McLennan,  Professor  and  Chairman 
of  the  Department  of  Obstetrics  and  Gynecology, 
Stanford  University  School  of  Medicine,  San 
Francisco. 

Dr.  Daniel  G.  Morton  Professor  and  Chairman 
of  the  Department  of  Obstetrics  and  Gynecology, 
University  of  California,  Los  Angeles;  Dr.  Ernest 
W.  Page,  Professor  and  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology,  University  of 
California,  San  Francisco;  and  Dr.  Ralph  R.  Reis, 
Professor  of  Obstetrics  and  Gynecology,  North- 
western University  Medical  School  and  Editor  of 
Obstetrics  and  Gynecology,  Chicago. 

Convention  Committee 

Members  of  the  convention  committee  are  Dr. 
and  Mrs.  Paul  Peterson,  Fullerton,  Calif.;  Dr.  and 
Mrs.  Charles  Baldwin,  Palm  Springs;  Dr.  and  Mrs. 


Rudolf  Hack,  San  Bernardino,  Calif.;  Dr.  and 
Mrs.  James  Oliver,  Palm  Springs. 

Dr.  and  Mrs.  W.  V.  Treadwell,  Santa  Ana, 
Calif.;  Dr.  and  Mrs.  John  Thysell,  Palm  Springs; 
Dr.  and  Mrs.  Edwin  Gomsi,  Garden  Grove,  Calif.; 
and  Dr.  and  Mrs.  John  Poyas,  Laguna  Beach, 
Calif. 

The  complete  program  follows: 

Sunday  — November  1 

6:00  p .m.  Meeting  of  the  Council  of  the  Society 

Monday,  November  2 
8:00  a.m.  Registration  opens 
8:15  a.m.  Meeting  of  the  Nominating  Committee 
8:45  a.m.  Call  to  Order 

Dr.  Donovan  Johnson,  President, 
Santa  Ana,  California 
Announcements  and  Introduction  of 
Guest  Speakers 

Dr.  Paul  Peterson,  Fullerton,  Calif. 
Scientific  Program 
Morning  Session 

Presiding  Dr.  Charles  J.  Newcomb, 

Tucson,  Arizona 
9:00  “A  Coagulation  Test  Panel  for  the  Evalua- 
tion of  Abnormal  Uterine  Bleeding” 

Dr.  Ralph  C.  Benson 

10:00  “Current  Concepts  of  Dysfunctional 
Bleeding” 

Dr.  Charles  E.  McLennan 
11:00  “Ruptured  Uteri” 

Dr.  Bernard  J.  Hanley 

Annual  Business  Meeting 
12:00  Presiding  Dr.  Donovan  Johnson 

Luncheon  and  Round  Table 

12:30  Presiding  Dr.  Ralph  A.  Reis 

Assisted  by  Dr.  Charles  Van  Epps, 

Phoenix,  Arizona 
Dr.  Hermann  S.  Rhu, 
Tucson,  Arizona 
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Afternoon  Session 


Dr.  de  Alvarez 


Presiding  Dr.  John  F.  Wanless, 

San  Diego,  California 
2:00  ‘'Placental  Functions” 

Dr.  Ernest  W.  Page 

3:00  “Protein  Patterns  in  Normal  and  Toxemic 
Pregnancy” 

Dr.  Russell  R.  de  Alvarez 
4:00  “The  Diagnosis  of  Ovarian  Cancer” 

Dr.  Daniel  G.  Morton 

Monday  Evening 

6:00  Cocktails  at  Poolside  - — Dinner  to  Follow 
El  Mirador  Hotel 

Tuesday,  November  3 
Scientific  Program 
Symposium  on  Cancer 

Presiding  Dr.  Jesse  A.  Rust,  Jr., 

San  Diego,  California 
9:00  “The  Problem  of  Early  Diagnosis  of  Cancer 
of  the  Cervix” 

Dr.  Ernest  W.  Page 
“Fallacy  of  Papanicolau  Smears” 

Dr.  Bernard  J.  Hanley 
“Conization  of  the  Cervix” 

Dr.  Ralph  C.  Benson 
“The  Implication  of  Lymphatic  Exten- 
sion” 

Dr.  Daniel  G.  Morton 
“Present  Day  Concepts  of  Treatment  ot 
Cancer  of  the  Cervix” 

Dr.  Russell  R.  de  Alvarez 
“The  Use  of  Linear  Accelerator  in  the 
Treatment  of  Cervical  Carcinoma” 

Dr.  Charles  E.  McLennan 
10:30  Intermission 
10:45  Round  Table  Discussion 

Moderator  Dr.  Ralph  A.  Reis 

12:00  Meeting  adjourned.  No  scheduled 
Luncheon  Meeting. 

Tuesday  Evening 
El  Mirador  Hotel 

6:30  Cocktails  on  the  Terrace 
7:30  Banquet  (Semi-formal  Dress) 

Master  of 

Ceremonies  Dr.  William  Buster  McGee, 
San  Diego,  California 
Introduction  of  Guest  Speakers 
Introduction  of  President-Elect, 

Charles  Newcomb  M.  D., 

Tucson,  Arizona 


Dr.  McLennan 


Dr.  Morton 


Dr.  Reis 


CURRENT  THERAPY 


Antithyroid  Drugs 
A Review  With  Case  Reports 

By  Jack  A.  Bernard,  M.D.,  El  Paso 


Radioactive  iodine  therapy  is  replacing  the  sur- 
gical treatment  for  hyperthyroidism  except  for 
those  patients  with  nodular  goiters,  but  there  is 
still  a place  for  the  medical  treatment  of  patients 
with  hyperthyroidism  without  nodules  and  in  the 
preoperative  preparation  of  patients.  Also  the  drug 
may  be  of  value  to  those  physicians  in  outlying 
communities  in  which  surgery  or  radioactive  iodine 
therapy  is  not  available.  In  such  instances  anti- 
thyroid drugs  may  be  used  and  be  effective  at 
small  expense  with  little  danger.  Such  long  term 
therapy  is  effective  in  about  50  per  cent  of  the 
cases  with  reports  ranging  from  30  per  cent  to  50 
per  cent.  Disadvantage  of  such  treatment  is  the 
toxicity  of  the  drugs,  but  with  careful  observation 
and  follow-up  this  is  negligible. 

Propylthiouracil 

The  antithyroid  drugs  include  propylthiouracil, 
Tapazole  (methimazole,  Lilly)  and  Neomercazole 
(British  Schering  Corp.,  Ltd.).  Propylthiouracil 
has  enjoyed  the  widest  usage  and  its  toxicity  is  re- 
ported to  be  about  1.5  per  cent.  Dosage  is  200  to 
400  mg.  daily  and  then  50  to  150  mg.  daily  for 
maintenance.  However  for  severe  cases  a higher 
dosage  is  recommended:  600  to  1000  mg.  daily 
until  the  patient  has  quieted  down  and  then  the 
lower  dosage  for  maintenance. 

Tapazole 

Tapazole  is  probably  equally  as  effective  but  it 
has  enjoyed  less  experience.  Toxicity  is  reported  as 
three  to  six  per  cent  and  includes  chiefly  derma- 
titis and  fever.  Dosage  is  20  to  50  mg.  daily  to 
start  and  then  maintenance  of  five  to  10  mg.  daily. 
The  high  instance  of  toxicity  may  be  due  to  the 
higher  dosages  having  been  employed,  and  it  is 
felt  that  dosages  under  30  to  40  mg.  will  result  in 
less  toxicity.  (Along  this  line  of  thinking  the  dos- 
ages used  in  propylthiouracil  may  be  on  the  low 
side  and  thus  the  low  toxicity  of  propylthiouracil; 


it  follows  therefore  that  if  higher  dosages  are  used 
the  toxicity  may  more  nearly  approach  the  tox- 
icity of  Tapazole.)  Tapazole  is  much  more  potent 
than  propylthiouracil  (at  least  10  times  as  potent) 
and  its  action  is  much  quicker.  For  example,  it 
takes  about  five  months  to  bring  a patient  under 
control  with  propylthiouracil  whereas  a patient 
may  be  brought  under  control  with  Tapazole  in 
about  three  months. 

Neomercazole  is  recommended  in  the  dosage  of 
30  mg.  initially  with  15  mg.  daily  for  maintenance. 

Toxicity 

The  toxicity  of  the  antithyroid  drugs  include: 
dermatitis,  fever^  nausea,  leukopenia  and  agranu- 
locytosis. The  patient  should  be  carefully  ob- 
served and  followed  for  these  and  his  blood  counts 
should  be  checked  periodically. 

Preoperative  Medical  Treatment 

For  the  preoperative  medical  treatment  for  sur- 
gical removal  of  the  thyroid,  the  patient  is  put 
initially  on  400  to  600  mg.  daily  of  propylthioura- 
cil and  then  maintained  on  50  to  150  mg.  daily, 
starting  Lugol’s  solution  ten  drops  three  times 
daily  one  week  prior  to  the  surgery.  Mortality  is 
less  than  one  per  cent  in  such  cases  so  managed. 
Disadvantages  include:  scarring,  possible  cheloid 
formation,  possible  laryngeal  nerve  paralysis  and 
the  usual  complications  of  surgery. 

For  long  term  antithyroid  therapy  the  patient  is 
maintained  on  the  above  dosage  for  approximately 
15  months. 

Long  term  therapy  is  indicated  in  young  adults, 
children,  in  hyperthyroidism  with  complications 
and  in  recurrent  postoperative  hyperthyroidism. 

Surgery  is  reserved  for  nodular  goiter  with  hy- 
perthyroidism. 

For  all  other  cases:  radioactive  iodine  is  recom- 
mended.- 
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The  following  are  some  case  reports  of  long  term 
medical  management  indicating  the  problems  in- 
volved, dosage  and  manner  of  follow-up. 

Case  Reports 

E.A.:  A 40-year-old  female  first  seen  in  1950 
with  the  history  of  being  nervous  for  approximate- 
ly six  to  12  months  and  with  a weight  lost  of  30 
pounds.  Physical  examination  revealed  an  agitated 
restless  female  with  marked  tremor  of  her  fingers. 
Her  thyroid  was  diffusely  enlarged  with  no  nod- 
ules. Her  weight  was  102  pounds.  BMR  was  plus 
59  per  cent.  Surgical  removal  was  advised  but 
patient  refused.  She  was  therefore  started  on  pro- 
pylthiouracil 200  mg.  daily.  At  the  end  of  eight 
months  she  had  gained  19  pounds  in  weight  to  121 
and  her  BMR  was  plus  19  per  cent.  At  9%  months 
her  BMR  was  plus  nine  per  cent  with  a mainten- 
ance of  100  mg.  daily  of  propylthiouracil.  At  17 
months  treatment  was  stopped.  She  weighed  120 
pounds.  BMR  was  plus  four  per  cent.  She  had  had 
no  toxic  effects  from  the  drug.  White  blood  counts 
were  done  weekly  for  the  first  month  and  then 
monthly  thereafter. 

One  and  one-half  years  later  patient  returned 
with  the  complaint  of  being  “overweight”  and  had 
gained  to  130  pounds  on  no  treatment.  Nine  years 
later  (at  this  writing)  patient  is  well,  having  had 
no  further  antithyroid  treatment. 

Another  Case 

KY:  A 41 -year-old  male  seen  with  the  history 
of  weight  loss  of  14  pounds.  He  weighed  116 
pounds  (usual  weight  130)  and  pulse  was  112.  His 
thyroid  was  diffusely  enlarged.  Laboratory  find- 
ings: BMR  of  plus  47  per  cent;  PBI:  10.1  meg. 
per  cent.  Patient  was  started  on  propylthiouracil 
800  mg.  daily  and  in  one  month  had  gained  6% 
pounds,  weighing  122%  pounds  and  pulse  was 
down  to  90.  His  propylthiouracil  was  reduced  to 
600  mg.  daily.  In  two  months  he  weighed  125 
pounds  with  pulse  of  88  and  propylthiouracil  was 
reduced  to  200  mg.  daily.  In  seven  months  he 
weighed  126%  pounds  with  pulse  of  84.  His  thy- 
roid gland  had  gradualy  reduced  in  size  until  it 
was  now  normal  in  appearance.  He  is  being  main- 
tained on  100-200  mg.  of  propylthiouracil  daily. 
No  toxic  effects  have  been  observed.  White  counts 
and  differential  counts  have  been  normal  on  each 
visit. 

Third  Case 

BH:  A 72-year-old  female  seen  July  2,  1954, 


with  the  history  of  goiter  for  seven  years  and  who 
had  been  on  propylthiouracil  for  two  years.  Phy- 
sical examination  revealed  weight  of  129%,  pulse 
92.  She  had  marked  trembling  of  her  hands  and 
there  was  a large  toxic  adenoma  of  the  thyroid 
isthmus.  X-rays  showed  displacement  of  the 
trachea  to  the  right.  Laboratory  findings:  BMR  of 
plus  35  per  cent.  Her  propylthiouracil  was  in- 
creased from  400  mg.  daily  to  a 1000  mg.  daily. 
Cyrstodigin  0.2  mg.  daily  which  she  was  taking 
was  continued.  Three  months  later  the  propyl- 
thiouracil was  reduced  to  600  mg.  daily  as  her 
BMR  was  plus  20  per  cent  with  pulse  of  92. 
Patient  was  seen  again  in  1957  with  a BMR  of 
plus  13  per  cent.  Propylthiouracil  250  mg.  daily 
was  continued.  She  was  advised  repeatedly  to  have 
the  nodule  removed  but  she  continued  to  refuse 
surgery. 

Fourth  Case 

CB:  A 58-year-old  white  male  seen  with  the 
complaint  of  a “goiter”  of  six  months  duration,  of 
being  very  nervous  and  of  a weight  loss  of  30 
pounds.  He  had  refused  radioactive  treatment  ad- 
vised by  another  physician.  Physical  examination 
revealed  weight  1 15  pounds,  down  30  pounds  from 
his  usual  weight  of  145.  Pulse  was  97,  BMR  was 
plus  47  per  cent.  His  thyroid  gland  was  diffusely 
enlarged.  He  was  started  on  propylthiouracil  1000 
mg.  daily  and  in  one  week  he  gained  two  pounds, 
weight  of  117  pounds.  Pulse  was  100.  Prophyl- 
thiouracil  dosage  was  reduced  to  800  mg.  daily.  In 
one  month  he  gained  four  pounds  to  121  and  pulse 
was  92.  Propylthiouracil  400  mg.  daily  mainten- 
ance was  continued.  In  two  months  he  gained  to 
127,  pulse  was  92  and  propylthiouracil  was  re- 
duced to  200  mg.  daily.  At  4%  months  weight 
was  129%,  pulse  112  and  150  mg.  Daily  use  of 
propylthiouracil  was  continued.  He  had  normal 
blood  counts  throughout  and  there  were  no  toxic 
effects.  However  the  patient’s  thyroid  gland  be- 
came progressively  larger.  He  was  therefore  put 
on  Lugol's  solution  five  drops  daily  which  reduced 
the  size  of  the  gland  and  is  being  maintained  on 
Lugol’s  and  propylthiouracil  100  mg.  daily  and  is 
doing  nicely. 

The  above  cases  present  some  of  the  problems 
in  the  use  of  the  antithyroid  drugs  in  long  term 
medical  management.  The  dosage  varies.  Larger 
dosages  for  propylthiouracil  are  recommended  in 
order  to  bring  the  patient  under  more  prompt  and 
better  control  and  smaller  dosages  are  recom- 
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mended  for  Tapazole  in  order  to  reduce  the  possi- 
bilities the  toxic  effects. 

Advantages  of  Tapazole 

Tapazole  has  an  advantage  over  propylthioura- 
cil in  that  its  action  is  more  prompt  and  the  drug 
is  more  potent.  Careful  follow-up  of  the  patient 
is  emphasized  with  careful  check  for  any  toxic 
effects.  Repeated  blood  counts  weekly  the  first  few 
weeks  and  monthly  thereafter  are  recommended. 

Preoperative  antithyroid  therapy  is  the  same  as 
the  above  except  that  Lugol’s  solution  10  drops 
three  times  daily  is  given  7-10  days  prior  to 
surgery. 

Summary 

Long  term  drug  therapy  of  hyperthyroidism  is 
indicated  in  children  and  young  adults  and  in 
those  patients  with  complications  which  make 
them  a poor  surgical  risk  and  in  other  patients  in 
outlying  communities  where  surgery  or  radioactive 
iodine  is  not  available  or  feasible  for  financial  or 
other  reasons. 

The  dosage  recommended  is  600  to  1000  mg. 
daily  initially  for  propylthiouracil  and  mainten- 
ance of  150  to  200  mg.  daily.  A little  more  cau- 
tion is  indicated  perhaps  in  Tapazole:  keep  the 
dosage  around  30  mg.  daily  initially  or  less  in 
order  to  avoid  side  effects. 

The  patient  is  followed  by  his  weight  and  pulse 
each  visit  and  particularly  by  white  blood  counts 
every  week  for  the  first  month  then  monthly  there- 
after. Duration  of  treatment  is  about  18  months. 


For  nodular  goiters,  surgery  is  indicated  be- 
cause of  the  possibility  of  carcinoma. 

For  all  other  cases:  radioactive  iodine  therapy 
is  recommended. 
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The  Modified  Boehler  Operation  for  Patella  Fractures 

Twenty-two  Year  Follow-up  — Technique  of  Operation 

By  Herbert  E.  Hipps,  M.D.,  Waco,  Texas 


There  is  a method  of  treating  fresh  fractures 
of  the  patella  that  has  been  in  use  for  twenty-five 
or  thirty  years  in  Europe.  I he  method  is  a simple, 
uncomplicated  one,  it  can  be  quickly  done  and  the 
results  are  almost  uniformly  good;  yet  despite  the 
fact  that  large  numbers  of  American  physicians 
have  traveled  and  studied  in  Europe  and  many 
of  them  have  seen  this  operation,  it  has  never 
been  adopted  and  used  to  any  great  extent  in  this 
country. 

I saw  this  operation  first  in  1933  in  Vienna, 
Austria.  On  returning  home  I used  it  just  exactly 
as  Dr.  Boehler  described  and  did  it,  for  about  a 
year,  and  then  I made  one  or  two  slight  modifica- 
tions of  it.  This  modified  version  of  the  Lorenze 
Boehler  operation  for  fresh  fractures  of  the  pa- 
tella, I have  used  therefore,  since  1934.  It  has 
been  so  satisfactory  a procedure  that  I have  not 
seen  fit  at  any  time  since  then  to  change  my  meth- 
od of  treating  them. 

I shall  briefly  show  you  the  results  of  a twenty- 
two  year  follow  up  study  on  216  cases  so  treated 
and  I shall  describe  the  technique  of  the  operation 
for  you. 

Table  1 contains  some  miscellaneous  data  about 
the  operation.  Note  that  the  average  operating 
time  is  only  forty-five  minutes,  the  shortest  time  to 
return  to  full  duty  was  seven  weeks,  the  longest 
time  five  months,  but  the  average  time  was  three 
months. 

The  patients  in  Table  2 were  seen  before  World 
War  II,  (1942).  I could  get  no  follow-up  report 

MISCELLANEOUS  DATA 

(BASED  ON  GOOD  FOLLOW-UP  GROUPS) 

MALE  70  FEMALE  41 

YOUNGEST  19  OLDEST  82 


AVERAGE  OPERATION  TIME 
SHORTEST  TIME  TO  FULL  DUTY 

LONGEST  TIME  TO  FULL  DUTY 

Table  1 


45  MINUTES 
7 WEEKS 
5 MONTHS 


on  them.  These  data  are  based  on  the  condition 
of  the  knee  the  last  time  the  patient  was  seen  in 
the  office. 

Table  3 contains  the  data  from  sixty-two  pa- 
tients also  seen  before  World  War  II,  but  these 
data  are  based  on  written  replies  received  from 
the  patient,  in  response  to  a questionnaire. 

The  follow-up  information  in  Table  5 is  based 
on  a personal  examination  of  the  patient  and  final 
105  - POOR  OR  NO  FOLLOW-UP 

(BASED  ON  LAST  TIME  PATIENT  SEEN  IN  OFFICE) 


NORMAL 

MOTION 

87 

AS  COMPARED  WITH  OPPOSITE 
KNEE 

LIMITED 

MOTION 

18 

ALL  HAD  FULL  EXTENSION 
IS  HAD  LIMITED  FLEXION 

NORMAL 

QUADRICEPS 

STRENGTH 

96 

AS  TESTED  WITH  WEIGHT 

FULL  WORK 

62 

NO  CHANGE  IN  OCCUPATION 

CLIMB  STEPS 
NORMALLY 

94 

FULL  RECIPROCAL  MOTION 

LIMP 

78 

USUALLY  AN  EARLY  MORNING  LIMP 

PAIN 

69 

USUALLY  EARLY  MORNING  OR 
AFTER  A PERIOD  OF  REST 

BONE  UNION 

93 

TWO  SLIGHTLY  TILTED 

FIBROUS 

UNION 

12 

SLIGHT  SEPARATION  ONLY 

Table  II 


PRE-WAR  -62- GOOD  FOLLOW-UP 


YES  NO 


PAIN 

7 

55 

FULL  WORK 

59 

3 

STRONG 

59 

3 

WEAK 

7 

55 

CLIMB  STEPS 

60 

2 

LIMP 

2 

60 

CHANGE  OCCUPATION 

1 

61 

Table  III 

This  information  is  based  on  the  replies  received  from  patients 
on  a questionnaire  sent  to  them. 
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x-rays  made  several  months  or  years  after  the  pa- 
tient was  dismissed.  These  statistical  data  there- 
fore, more  accurately  show  the  results  that  may  be 
expected  from  this  operation  than  the  other  tables. 
These  are  patients  who  were  treated  since  World 
War  II,  from  1945  through  1957. 

In  this  follow-up  study  we  graded  knee  function 
as  normal,  good,  fair,  or  poor.  The  criteria  for 
this  grading  can  be  seen  by  referring  to  Table  4. 


CRITERIA  FOR  KNEE-FUNCTION 

NORMAL  6000  FAIR  POOR 


NORMAL  EXTENSION 

YES 

YES 

YES 

YES 

NORMAL  FLEXION 

YES 

YES 

YES 

NO 

STRONG  QUAD.  (WT.  TEST) 

YES 

YES 

YES 

NO 

CUMB  STEPS  NORMALLY 

YES 

YES 

YES 

NO 

FULL  ACTIVITY 

YES 

YES 

YES 

NO 

PAIN 

NO 

SOMETIMES 

SOMETIMES 

YES 

LIMP 

NO 

NO 

SOMETIMES 

YES 

Table  IV 


Note  that  all  knees  had  good  extension.  The  limitation  of 
flexion  noted  in  the  “poor  ’ results  was  never  more  than  25 
or  30  degrees.  The  weight  test  for  quadriceps  strength  was  done 
by  having  the  patient  lift  a weight  placed  on  his  foot  with  his 
good  leg  and  then  compare  the  amount  of  weight  and  the 
number  of  limes  the  patient  could  lift  it  on  his  other  leg.  The 
pain  patients  complained  of  was  usually  a transient  early  morn - 
ing  pain  or  brief  pain  after  a period  of  rest. 

4’he  results  in  this  postwar  group  are  noted  in 
Table  5.  Note  that  forty  out  of  forty-nine,  81%, 
had  good  bony  union,  a smooth  articular  surface, 
and  a normal  grading;  in  other  words,  for  all 
practical  purposes,  a normal  knee. 

The  only  poor  result  was  in  a fifty-seven  year 
old  man,  who  had  bony  union,  but  the  fragments 
were  in  a slightly  tilted  position,  so  that  with 
movement  of  the  patella  in  the  femoral  groove 
some  pain  occurred. 

Two  Significant  Anatomical  Points 

There  are  two  anatomical  point  of  great  impor- 
tance which  I shall  review  with  you  because  you 
must  be  completely  familiar  with  these  two  anato- 

POST  WAR  -49-  GOOD  FOLLOW-UP 


KNEE  FUNCTION  X-RAY  APPEARANCE 


Table  V 

Fibrous  union  with  slight  separation  seldom  if  ever  causes  pain. 
Pain  seems  to  occur  from  bony  union  with  tilted  fragments. 


mical  details  to  be  able  to  understand  the  opera- 
tive procedure  and  to  be  able  to  do  it  properly. 

In  Regard  to  Extensor  Mechanism  of  Knee 

The  quadriceps  muscle  inserts  into  the  tibial 
tubercle  and  into  the  anterior  margin  of  the  tibia 
by  three  tendons,  not  just  one.  The  major  tendon 
is,  of  course,  the  central  quadriceps  tendon,  which 
consists  of  the  suprapatellar  tendon,  the  tendinous 
portion  around  and  about  and  in  front  of  the 
kneecap  and  which  is  firmly  attached  to  the  knee- 
cap and  the  infrapatellar  tendon  below  the  knee- 
cap which  attaches  to  the  tibial  tubercle.  There 
are  however,  two  other  extensor  tendons  on  each 
side  of  this  main,  central  extensor  tendon.  There  is 
the  downward  tendinous  extension  of  the  vastus 
medialis  on  the  medial  side  and  the  downward 
tendinous  extension  of  the  vastus  lateralis  on  the 
lateral  side.  Figure  1. 

In  Regard  to  the  Fascia  Fata 

The  fascia  lata  on  either  side  of  the  kneecap 
blends  with  and  becomes  a part  of  the  patella 


D — Parapatella  thickenings  of  central  quadriceps  tendon. 
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retinaculum  and  capsule  at  a level  which  is  a little 
below  the  middle  of  the  patella.  Figure  2.  Thus,  if 
a transverse  incision  is  made  on  either  side  of  the 
kneecap,  at  the  level  of  the  middle  of  the  kneecap 
or  above,  one  will  go  through  the  skin,  subcutane- 
ous tissue,  fascia  lata,  and  then  the  downward 
extending  aponeurotic  tendons  of  the  vasti  and 
capsule. 


Figure  II 

Showing  that  the  fascia  lata  is  a separate  layer  from  the  tendons 
of  the  vasti. 

1.  Vastus  me  dial  is. 

2.  Fascia  lata. 

J.  Aponeurotic  tendon  of  vastus  medialis. 

4.  Blending  line  of  fascia  lata  and  retinaculum. 

, I his  drawing  was  originally  published  in  the  Journal  of  Bone 
and  Joint  Surgery,  Vol.  39  A-  July  1957  in  an  article  by  Dr. 

G.  W.  N.  Eggers,  — “ Surgical  Division  of  the  Patella  Retin- 
acula to  Improve  Extension  of  the  Knee  Joint  in  Cerebral 
Spastic  Paralysis.**  Permission  has  been  received  from  the 
Editor  of  the  J.B.J.S.  and  from  Dr.  Eggers  to  use  this  sketch 
here) 

The  fascia  lata  therefore,  at  the  level  of  the 
middle  of  the  kneecap  is  a separate  layer,  separate 
and  distinct,  from  the  flattened  tendons  of  the 
vasti.  It  lies  over,  in  front  of  them,  but  is  separate 
from  them.  In  some  few  instances  this  fascia  lata 
layer  may  blend  with  the  patella  retinaculum  at  a 
slightly  higher  level,  but  not  often. 

Pathology  of  Transverse  Fractures  of  Patella 

In  fractures  of  the  patella  with  relatively  wide 
separation  of  the  fragments,  the  parapatellar  and 
prepatellar  portions  of  the  central  tendon  are  rup- 
tured and  spread  apart,  and  the  tendons  of  the 
vasti  are  ruptured  and  spread  apart,  along  with 
the  capsule  of  the  knee,  but  the  fascia  lata  is  sel- 
dom torn.  Fig.  3. 

Sometimes,  but  not  very  often,  the  fascia  lata 
may  tear  a little  bit  if  it  blends  with  the  patella 
retinaculum  at  a higher  level  than  normal.  When 
it  does  blend  at  a higher  level  than  normal  and 
wide  separation  of  the  patellar  fragments  occur, 


Figure  III 

Showing  untorn  and  intact  fascia  lata  overlying  ruptured  tendon 
of  vastus  lateralis  and  knee  capsule. 


multiple  small  splits  or  stretch-tears  will  be  noted 
in  it,  Fig.  4.  Also  sometimes  it  will  be  found  that 
the  fascia  lata  tears  transversely  about  an  inch 
or  two  below  the  transverse  level  of  the  patella 
fracture,  tearing  at  its  blending  line  with  the  pa- 
tellar retinaculum,  but  this  too  is  rare. 

As  a rule,  the  fascia  lata  is  not  torn  and  the 
intact  layer  of  fascia  lata  on  either  side  of  the 


Figure  IV 

A — Marginal  tearing  of  fascia  lata  at  fracture  site 
B — Multiple  stretch-tears  in  fascia  lata 
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Fig.  6.  The  subcutaneous  tissue  is  carefully  dis- 
sected up  off  of  the  front  of  the  patella  fragments. 
On  either  side  of  the  patella,  the  subcutaneous 
tissue  is  dissected  upward  and  downward  for  an 
inch  or  so  on  either  side  of  the  incision,  exposing 
thereby  the  bruised,  hemorrhagic  appearing  fascia 
lata.  The  fascia  lata  layer  as  a rule  is  not  torn  or 
ruptured  transversely. 

You  now  have  the  patella  fragments  exposed, 
the  broken  patellar  surfaces  are  clearly  exposed 
and  the  fascia  lata  on  either  side  is  clearly  visible. 
Inspect  carefully  the  area  between  the  bone  frag- 
ments. There  may  be  one  or  more  small  pieces  of 
bone  which  are  entirely  loose  from  the  other  pa- 
tellar fragments.  If  there  are,  remove  them,  be- 
cause they  might  work  down  into  the  joint.  Do 
not  remove  large  pieces  and  do  not  remove  any 
pieces  which  are  partially  attached. 

Pair  of  Scissors 

Now  with  a pair  of  scissors  make  a transverse 
cut  in  the  fascia  lata  on  either  side  of  the  knee- 
cap. Turn  these  flaps  upward  and  downward  and 
you  will  find  the  ruptured  tendons  of  the  vasti 
beneath.  Fig.  5.  Place  a towel  clamp  on  each  of 
the  large  patellar  fragments  and  pull  them  closely 
together.  While  holding  them  close  together,  place 
a heavy  mattress  suture  through  the  parapatellar 
thickenings  of  the  central  quadriceps  tendon  di- 
rectly on  either  side  of  the  patella.  Fig.  7.  Great 
care  must  be  used  in  placing  these  two  sutures 
exactly  right  so  that  when  they  are  tied  they  ef- 
fectively hold  the  articular  surfaces  of  the  patella 


Figure  VII 

Patella  fragments  pulled  together  with  towel  clips.  Heavy  suture 
placed  in  parapatella  thickenings.  A mattress  suture  is  usually 
advisable. 


kneecap  hides  the  torn  and  widely  separated  ten- 
dons of  the  vasti  beneath,  so  the  operating  sur- 
geon, if  he  does  not  know  this,  will  fail  to  see  and 
thus  fail  to  repair  those  separated  vasti  tendons. 
Those  tears  of  the  vasti  tendons  can  be  visualized 
only  by  cutting  the  fascia  lata  transversely  in  line 
with  the  fractured  patella.  When  this  is  done,  the 
broad  tear  of  the  vasti  tendons  beneath  it  is  easily 
seen.  Fig.  5. 


Figure  V 

The  fascia  lata  has  been  cut  transversely.  The  two  fascial  flaps 
are  retracted  upward  and  downward,  exposing  the  torn  tendon 
of  the  vastus  underneath. 


Technique  of  Operation 

Apply  a pneumatic  tourniquet  as  high  up  on 
the  leg  as  possible.  Place  a towel  clamp  into  the 
tendinous  tissue  just  above  the  upper  patella  frag- 
ment, pull  downward  on  it  and  then  inflate  the 
tourniquet.  If  you  do  not  do  this,  you  may  have 
some  difficulty  in  getting  the  patella  fragments 
together. 

A transverse  incision  at  the  level  of  the  frac- 
ture best  exposes  all  of  the  damaged  structures. 


Figure  VI 

A transverse  incision  best  exposes  all  torn  structures. 
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closely,  smoothly,  approximated.  If  they  are  cor- 
rectly applied,  the  articular  surfaces  of  the  patella 
fragments  will  exactly  oppose  each  other  and  the 
lateral  and  medial  margins  of  the  patella  will  be 
in  proper,  smooth,  vertical  alignment. 

Mattress  sutures  are  now  used  to  approximate 
the  widely  separated  margins  of  the  tears  in  the 
tendons  of  the  vastus  medialis  and  vastus  lateralis. 
Fig.  8. 


Figure  VIII 

Mattress  sutures  are  necessary  because  of  the  frayed  condition  of 
these  torn  tendons. 


The  fascia  lata  is  sutured  on  either  side. 

Torn  Shreds 

Carefully  remove  all  of  the  torn  shreds  of  the 
prepatellar  central  tendon  which  have  fallen  down 
over  the  raw  bony  surfaces.  Turn  them  upward 
so  that  when  the  patella  fragments  are  opposed, 
there  will  be  no  fibrous  tissue  between  them. 

Mattress  sutures  are  now  placed  in  the  superfi- 
cial anterior  prepatellar  portions  of  the  central 
auadriceps  tendon  and  when  they  are  snugly  tied 
the  anterior  or  superficial  portion  of  the  patella 
is  brought  into  the  proper  anatomical  position. 

The  subcutaneous  tissue  is  approximated  and 
the  skin  is  closed  with  everting  mattress  sutures  to 


prevent  the  skin  from  adhering  to  the  underlying 
structures. 

A dressing  is  applied,  a sterile  sheet  wadding  is 
wrapped  around  the  knee  and  a large  sponge 
plastic  pad  is  placed  over  the  front  of  the  patella. 
Fig.  9.  This  is  w'rapped  in  place  with  an  elastic 


SPONGE 


Figure  IX 

This  large  plastic  sponge  pad  is  wrapped  snugly  in  place  over 
the  patella,  compressing  the  patella  against  the  smooth  femoral 
groove.  There  is  no  better  way  to  insure  smooth  alignment 
of  the  articular  surfaces  of  the  patella. 

bandage.  The  purpose  of  this  pad  is  to  compress 
the  patella  against  the  smooth  underlying  surface 
of  the  femoral  groove.  This  automatically  holds 
the  patellar  articular  surface  in  perfectly  smooth 
alignment.  Plaster  splints  are  applied  to  the  knee, 
with  the  knee  of  course,  in  complete  extension. 

Postoperative  Care 

As  a rule  the  patient  is  kept  in  the  hospital  four 
or  five  days.  Then  he  may  go  home  using  crutches. 
He  may  walk,  he  may  exercise  the  hip  and  foot, 
but  of  course,  should  not  attempt  to  exercise  the 
knee. 

At  the  end  of  three  weeks  from  the  date  of  the 
operation,  the  cast  is  removed,  the  sutures  are  re- 
moved, and  the  patient  is  started  on  active  flexion 
and  extension  exercises  for  the  knee,  within  the 
limits  of  pain,  and  only  while  in  a standing  posi- 
tion. In  three  wreeks  time  the  soft  tissue  structures 
w'ill  be  grown  together,  but  not  very  strongly,  so 
these  exercises  must  be  done  with  the  patient  in  a 
standing  position,  so  that  when  he  extends  the 
knee,  he  does  not  lift  the  knee  against  gravity.  By 
exercising  the  knee  this  w'ay,  he  will  not  stretch 
those  weakly  united  fibrous  structures  on  either 
side  of  and  in  front  of  the  kneecap.  He  is  cau- 
tioned never  to  flex  the  knee  enough  to  cause 
pain.  He  continues  to  use  crutches. 

At  the  end  of  three  more  weeks  or  six  weeks 
from  the  date  of  the  operation  he  may  begin  ac- 
tive, vigorous  extension  exercises  of  the  knee 
against  gravity,  while  sitting  on  a table.  At  this 
time  he  may  discard  his  crutches.  Within  another 
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week  he  may  begin  extending  the  knee  w'ith  a 
weight  on  the  loot  to  increase  the  strength  of  the 
quadriceps.  The  contracting  force  of  maturing 
fibrous  tissue  will  constantly  and  continuously  hold 
the  patellar  fragments  together  until  bony  union 
occurs. 

Usually,  at  the  end  of  another  month  or  about 
three  and  a half  months  from  the  date  of  the 
operation,  the  patient  will  have  normal  motion 
in  the  knee  and  normal  strength  in  the  quadriceps 
and  he  can  return  to  full  activity. 

1612  Columbus  St.,  Waco 
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Warning  To  American  Physicians 

Personal  Experience  with  Socialized  Medicine 
By  Jacobus  H.  Verhave.  M.  D.,  Portales,  N.  M. 
Practicing  Physician  in  Amsterdam,  Netherlands,  1925  to  1948 


There  are  two  systems  of  Socialized  Medicine, 
which  are  essentially  the  same.  Time  is  the  only 
factor  that  distinguishes  these.  The  systems  are: 

1.  Immediately  identifiable  Socialized  Medicine, 

authorized  by  legislature,  with  establishment 
of  public  institutions  and  bringing  into  effect 
laws  controlling  the  practice  of  Socialized  Med- 
icine. This  occurred  in  Great  Britain. 

2.  Disguised  Socialized  Medicine,  supported  by 
legal  regulations.  Disguised  Socialized  Medi- 
cine is  masked  by  a complicated  chain  of  a 
mutually  dependent  network  of  seemingly  pri- 
vate committees  and  insurance  companies.  In 
the  case  of  Disguised  Socialized  Medicine  the 
administration  and  execution  of  these  social 
medical  laws  is  transferred  to  these  organiza- 
tions, which  then  possess  legal  status. 

This  type  of  step  by  step  transition  occurred  in 
the  Netherlands.  It  is  obvious  that  Disguised  So- 
cialized Medicine  is  better  adapted  to  delude  the 
medical  profession  than  is  Identifiable  Socialized 
Medicine. 

For  many  years  I gained  experience  with  the 
concealed,  gradual  enforcement  of  Socialized  Med- 
icine in  the  Netherlands.  I propose  to  discuss 
Disguised  Socialized  Medicine  in  the  Netherlands. 

Humanitarian  Responsibility'  of  the  Medical 
Profession  Is  Exploited  by  the  Lawmakers 

Around  the  turn  of  the  century  in  the  Nether- 
lands there  existed  the  so-called  “Physician  - 
Funds”  founded  and  conducted  by  private  phy- 
sicians. Guided  by  humanitarian  instincts,  they 
provided  medical  care  to  low  income  groups  for  a 
negligible  weekly  premium.  These  private  institu- 
tions, scattered  over  the  country,  did  not  have 
any  mutual  relationship.  Gradually  they  were 
taken  over  and  incorporated  by  private  insurance 
companies. 

Many  unsuspecting  physicians  were  pleased,  be- 
cause their  administrative  burden  was  removed. 
Up  to  the  time  of  the  German  occupation  of  the 
Netherlands,  the  income  from  private  practice  was 


in  general  greater  than  the  income  paid  by  the 
insurance  companies.  The  Nazi  regime  imposed 
compulsory  Socialized  Medicine  a short  time  after 
their  arrival  in  the  Netherlands,  however  in  a 
rather  limited  degree.  After  the  liberation  the 
successive  socialistic  governments  maintained  all 
these  regulations  concerning  Socialized  Medicine, 
gradually  increasing  its  spectrum. 

At  first  every  employee  and  his  family,  earning 
less  than  2500  guilders  ($700)  was  compelled  to 
register  for  medical  care.  The  premium  was 
withheld  from  his  wages,  and  at  the  same  time  a 
premium  paid  by  the  employer  was  added.  After 
a short  time  the  income  limit  was  increased  to 
3400  guilders  ($900)  and  step  by  step,  from  year 
to  year  the  limit  of  compulsory  insurance  was 
raised  and  is  now  6900  guilders  ($1800). 

However  the  last  socialistic  government  planned 
to  increase  the  limit  further.  Entire  groups  of 
employees,  sailors,  officials  and  the  aged  were 
added  to  this  insured  category  piecemeal,  but 
never  at  the  same  time.  At  the  present  95  per  cent 
of  the  population  is  compelled  to  accept  Socialized 
Medicine  by  this  subtle,  indirect  mechanism. 

Compromise  of  the  Quality  of  Medical  Care 
Under  Socialized  Medicine 

Under  Socialized  Medicine  the  unlimited  avail- 
ability of  medical  care,  treatment,  and  preventive 
medicine  entails  overcrowded  waiting  rooms  and 
waiting  lists  for  non-emergency  hospital  treatment. 
An  average  of  only  a few  minutes  is  available  for 
the  patient.  There  is  no  time  for  a skillfully  di- 
rected history  and  adequate  examination. 

Under  this  system  a conscientious  physician 
will  attempt  to  salvage  his  responsibility  by  re- 
ferring serious  cases  to  a specialist.  Because  of 
this  the  office  hours  of  the  specialist  shows  a 
similar  picture.  As  a result  of  this  situation  the 
aforementioned  committees  have  compelled  the 
physician  to  refer  no  more  than  the  average  re- 
ferring rate  of  the  area  of  their  jurisdiction,  at 
the  risk  of  a financial  penalty  subtracted  from 
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his  professional  insurance  income.  The  rising  cost 
of  drugs  and  diagnostic  procedures  requires  a 
continuing  increase  of  premium  payments. 

However,  this  method  can  never  compensate 
for  the  deficit.  Another  semi-official  committee  is 
appointed  to  arbitrarily  compose  a list  of  drugs 
which  the  physician  must  choose  from.  This  com- 
mittee also  specifies  how  much  of  any  drug  a 
physician  may  prescribe  in  his  treatment  of  pa- 
tients. A drug  not  mentioned  in  this  list  cannot 
ordinarily  be  prescribed,  even  if  the  patient  is 
willing  to  pay  for  it.  Infringement  of  this  rule  is 
punishable  by  subtracting  the  cost  of  the  drug 
from  the  physician’s  income. 

Another  rule  is,  if  the  average  cost  of  prescrip- 
tions of  a physician  is  over  10  per  cent  of  the 
average  cost  of  prescriptions  in  the  area,  this  ex- 
cess shall  be  subtracted  from  his  income.  A host 
of  officials  and  their  offices  is  needed  to  calculate 
this  material.  The  committees  and  insurance  com- 
panies maintain  the  fiction,  that  every  drug 
deemed  necessary  by  the  physician  can  be  pre- 
scribed. 

To  preserve  the  fiction  of  this  system  another 
committee  is  appointed  to  evaluate  requests  for 
prescriptions  of  unlisted  drugs.  Because  these 
committees  meet  usually  once  a week,  most  physi- 
cians refrain  from  the  red  tape  of  such  detailed 
written  documentation.  Every  Dutch  physician 
swears  before  obtaining  his  license,  that  he  will 
practice  medicine  to  the  best  of  his  ability  and 
knowledge.  Thus  he  is  in  continual  conflict  with 
his  professional  and  moral  conscience. 

Dangers  of  Socialized  Medicine  to  the  Physician 

The  insufficient  time  available  for  each  patient 
inevitably  leads  to  only  the  treatment  of  symp- 
toms, so  that  a truly  serious  illness  is  recognized 
too  late.  In  order  to  earn  a living  a physician  is 
forced  to  treat  an  excessive  amount  of  patients, 
on  a quantity  rather  than  a quality  basis.  A fixed 
sum  is  quarterly  paid  for  each  patient. 

Each  patient  obtains  the  right  of  unlimited 
house  and  office  calls.  Because  the  great  majority 
of  cases  seen  are  of  non-serious  character,  there 
is  a tendency  to  see  each  complaint  as  a trivial  or 
temporary  ailment.  Most  Dutch  physicians,  there- 
fore, have  the  unsatisfactory  feeling,  that  they  are 
handicapped  in  the  performance  of  their  duties. 


Attempts  by  the  physician  to  limit  the  number 
of  house  and  office  calls,  by  paying  a very  small 
fee  for  each  visit,  by  the  patient,  (so-called  “ticket 
moderateur”  or  “limiting  ticket”)  have  failed,  be- 
cause the  rights,  given  to  the  patient  by  the  law, 
could  not  be  compromised. 

Warning  to  the  Medical  Profession 

Because  I have  practiced  medicine  under  the 
socialized  system  existing  in  the  Netherlands,  and 
because  I am  now  practicing  in  the  United  States 
of  America,  under  our  present  system  of  private 
initiative,  I feel  it  my  moral  duty  to  make  known 
my  enforced  knowledge  of  this  subject.  The  in- 
sidious, step  by  step,  intrusion  of  Socialized  Medi- 
cine into  our  private  practice  causes  less  resist- 
ance on  our  part  than  the  abrupt  transition  which 
occurred  in  England. 

I am  convinced  that,  if  the  individual  American 
phyisician  becomes  aware  of  these  disguised  dan- 
gers, he  will  resist  the  intrusion  of  Socialized 
Medicine  by  all  available  means.  The  unity  shown 
by  Dutch  physicians  during  the  German  occupa- 
tion, against  the  compulsory  Nazi  physician’s  or- 
ganization proves  that  even  a reckless  enemy  can- 
not force  his  will  on  a united  medical  power. 

Unfortunately  the  disunity  created  among 
Dutch  physicians,  particularly  among  their  lead- 
ers, concerning  the  introduction  of  social  medical 
laws  after  the  liberation,  has  caused  a situation 
from  which  one  can  only  escape  by  immigration. 

In  this  country  the  only  limitations  to  the  prac- 
tice of  superior  medicine  is  the  extent  of  the  phy- 
sician’s knowledge,  training  and  conscience.  I 
think  it  is  desirable  that  other  foreign  physicians, 
established  in  the  United  States  of  America,  pub- 
licize their  experience  with  Socialized  Medicine, 
so  that  every  American  physician  may  become 
aware  of  the  threatening  dangers  of  the  future. 

Previous  experience  makes  me  grateful  and 
proud  to  be  priviliged  to  practice  medicine  as  we 
know  it  in  America  today.  I trust,  it  will  not  be 
again  a case  of  “too  little  and  too  late.” 

"Un  homme  averti  en  vaut  deux” 

July  10,  1959 
112  East  4th  St. 

Portales,  New  Mexico 
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A New  Approach  in  the  Treatment  of 
Peptic  Ulcer  and  Associated  Syndrome 

By  William  L.  Janus,  M.D.,  Desert  Hospital,  Palm  Springs,  California 


Wolf  and  Wolff"  (1)  reported  that  certain  emo- 
tional stimuli  can  cause  abnormalities  in  gastric 
physiology,  commonly  seen  in  combination  with 
peptic  ulcers.  These  include  gastric  secretion,  mu- 
cosal turgescence,  hypermotility  (rapid  empty- 
ing) and  pylorospasm.  In  addition  to  the  roles 
played  by  the  central  nervous  system  and  the 
vagus  distribution,  local  factors  at  the  gastric 
or  duodenal  site  are  essential  for  the  production 
of  the  ulcer. 

The  conditions  include  the  ability  of  the  stom- 
ach to  secrete  free  hydrochloric  acid  plus  a local 
loss  of  resistance  to  the  same  acid.  Barborka  and 
Texter  (2)  aptly  stated  "The  common  denomin- 
ator of  all  peptic  ulcers  is  that  they  occur  in  ti- 
sues  bathed  by  the  gastric  acid  juice.”  The  role 
ot  gastric  secretion  in  the  production  of  peptic 
ulcers  and  interference  with  their  healing  is 
therefore  widely  recognized. 

So  far,  it  has  not  been  possible  to  reproduce  ex- 
perimentally a genuine  peptic  ulcer  in  animals 
or  humans  by  supplying  an  overabundance  of 
hydrochloric  acid  or  pepsin. 

Low  Acid  Secretion 

Occasionally,  ulcer  syndrome  is  seen  in  the 
presence  of  low  acid  secretion.  In  some  few'  pa- 
tients who  are  free  from  ulcers,  a high  gastric 
secretion  level  may  be  observed.  It  would  be  de- 
sirable for  the  stomach  and  duodenal  cap  to 
maintain  a pH  of  no  less  than  3.5  to  4.0,  al- 
though healing  can  occur  with  higher  hydrogen 
ion  concentration. 

In  the  treatment  of  a peptic  ulcer  the  ideal 
approach  would  be  to  heal  the  ulcer  and  keep  it 
under  control,  which  may  be  accomplished  by 
dietary  measures,  psychotherapy,  when  indicated, 
rest  and  medication.  There  is  almost  unanimity  of 
opinion  regarding  the  value  of  antacids,  adsor- 
bents and  anticholinergics  in  ulcer  therapy.  Sippy’s 
(3)  method,  with  some  modification,  is  still  re- 
garded as  the  classic  treatment  of  peptic  ulcer  of 
the  stomach  and  duodenum,  with  emphasis  on 
neutralization  of  acid  with  proper  diet  and  ant- 
acids. 

* Manufactured  by  Sandoz  Pharmaceuticals. 
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It  is  said  that  the  use  of  the  usual  antacids  per 
se  leaves  much  to  be  desired  because  much  of  the 
antacid  taken  leaves  the  stomach  too  quickly, 
and  that  the  ideal  antacid  is  one  that  is  retained 
in  the  stomach  for  a prolonged  period. 

Antacid  Preparation 

This  report  concerns  itself  with  the  use  of  a 
long-acting  antacid  and  anticholinergic  prepara- 
tion (BepHan),  as  well  as  a sustained-action  ad- 
sorbent antacid  preparation  (pHan).  Both  are 
prepared  by  a special  process  which  enables  the 
active  ingredients  to  be  released  over  a period  of 
several  hours. 

Weiss  et  al.  (4)  and  Hock  (5)  reported  their 
favorable  experience  with  BepHan  and  found  it 
to  be  an  effective,  convenient,  well-tolerated  pro- 
cedure for  the  treatment  of  a variety  of  gastro- 
intestinal disorders. 

This  antacid-anticholinergic  therapy  in  the  form 
of  Spacetabs*,  contains  450  mg.  aluminum  hy- 
droxide glycine,  60  mg.  magnesium  oxide,  and 
0.5  mg.  BellafolineR  (levorotatory  alkaloids  of 
belladonna),  a potent  anticholinergic  which  is  re- 
leased at  the  rate  of  about  50  percent  during  the 
first  hour  and  the  remainder  during  a period  of 
six  to  eight  hours.  The  antacid-adsorbent  sus- 
tained action  tablet  consists  of  450  mg.  aluminum 
hydroxide  glycine  and  60  mg.  magnesium  oxide. 

This  combination  was  employed  in  the  main 
when  supplemental  antacid  therapy  was  required. 
Kirsner  et  al.  (6)  observed  that  gastric  acidity 
was  almost  completely  controlled  when  atrophine 
was  combined  with  an  alkali,  and  that  the  addi- 
tion of  atrophine  permitted  the  use  of  smaller 
amounts  of  alkali. 

According  to  these  workers,  the  greater  effec- 
tiveness was  due  to  the  reduction  in  volume  of 
gastric  secretion  and  to  the  prolongation  of  gastric 
emptying  time  produced  by  atrophine,  which  is 
a most  important  consideration  since  the  stomach 
is  hyperactive.  Kramer  and  Ingelfinger  (7)  dem- 
onstrated that  the  duration  of  action  of  Bella- 
folineR  is  twice  that  of  atrophine. 

A study  was  made  of  50  patients,  including  34 
proved  cases  of  duodenal  ulcer,  three  gastric  ul- 
cer, four  hiatus  hernia  (with  hyperacid  syn- 
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drome)  and  nine  cases  of  diagnosed  hyperacid 
syndrome  (see  Table  I).  All  patients  were  exam- 
ined by  fluoroscopy  and  X-ray  films,  following 
oral  barium.  The  criteria  for  pept’c  ulcer  diag- 
nosis are  classic,  and  I would  like  to  discuss  ob- 
servations made  particularly  in  borderline  cases. 

For  every  peptic  ulcer  clearly  outlined  under 
X-ray  examination  there  are  many  occult  lesions 
existing  in  a spastic  or  atonic  duodenal  bulb,  or 
surrounded  by  mucosal  edema  in  the  distal  stom- 
ach or  proximal  duedenum.  In  the  early  symp- 
tomatic stages  the  actual  X-ray  findings  may 
show  only  gastric  hypersecretion,  mucosal  edema, 
pylorospasm,  spastically  deformed  duodenal  bulb, 
or  an  extremely  irritable  proximal  duodenal  loop. 

The  actual  lesion  may  resemble  the  superficial 
erosion  of  herpes  on  the  lip.  It  may  never  retain 
barium  to  form  a crater  on  the  film,  but  the 
surrounding  area  always  shows  a marked  devia- 
tion from  normal  physiology.  A very  small  peptic 
ulcer  located  near  the  pylorus  or  base  of  the  cap 
can  cause  extreme  pain,  nausea,  vomiting  and  py- 
lorospasm. 

Gastric  Ulcers 

Gastric  ulcers,  however  small,  produce  an  ex- 
cessive amount  of  gastric  mucosal  edema,  mucous 
secretion  and  gastric  muscle  spasm  (incisural  de- 
formities). The  constant  pain,  not  relieved  by  food, 
is  typical  of  the  gastric  ulcer,  both  benign  and 
malignant  and  might  often  be  located  high  in  the 
left  abdomen,  or  over  the  sternum  and  left 
thorax. 

Many  backaches  are  produced  by  posterior 
wall  duodenal  ulcers,  referred  to  the  left  upper 
renal  and  twelfth  rib  areas.  Symptoms  diminish 
directly  in  proportion  to  the  distance  from  the 
pylorus  with  duodenal  ulcers  until  we  reach  the 
second  portion  of  the  loop,  where  “silent”  bleed- 
ing ulcers  are  often  found. 

Course  of  Study 

During  the  course  of  this  study,  the  early  un- 
complicated ulcers  responded  satisfactorily.  Other 
cases  were  treated  and  responded  rapidly,  but 
were  not  included  in  this  report  because  real 
pathology  or  disturbed  physiology  was  not  con- 
firmed by  X-ray. 

Clinically,  it  is  a challenge  to  cope  with  those 
cases  which  do  not  heal  so  readily  and  progres- 
sively. Many  such  patients  have  had  a previous 
diagnosis  of  peptic  ulcer  or  can  be  diagnosed  by 
a quick  glance  at  the  upper  gastrointestinal  tract. 


They  have  chronic  gastric  mucosal  hyperemia, 
bleeding,  pyloric  and  duodenal  scarring  and  in- 
duration, and  the  pylorus  may  be  scarred  in  a 
fixed  open  position  rather  than  showing  obstruc- 
tion. The  duodenal  cap  may  also  show  loss  of 
volume  and  tonus  due  to  recurrent  scarring. 

These  factors  accentuate  rapid  gastric  empty- 
ing and  recurrence  of  symptoms  after  food  or 
usual  medication.  These  are  the  patients  who 
have  been  on  various  types  of  therapy  short  of 
surgery,  and  are  suitable  for  cont  nuous  sustained 
action  antacid  therapy. 

Bland  Diets 

After  diagnoses  were  established,  the  patients 
were  placed  on  relatively  bland  diets  of  their  own 
choice,  with  increased  intake  of  proteins  and  four 
or  five  diminished  volume  feedings  daily.  The 
physical  activity  of  all  patients  was  limited  where 
possible  and  the  number  of  resting  hours  in- 
creased. Strict  bed  rest  or  hospitalization  was 
limited  to  those  patients  with  bleeding  or  disabling 
pain. 

The  usual  omissions  of  coffee,  tea,  citrus  fruits, 
spices,  condiments  and  carbonated  beverages  from 
the  diet  were  enforced.  It  is  believed  that  very 
moderate  use  of  tobacco  or  alcohol  is  not  harmful 
if  the  stomach  is  protected  by  the  presence  of 
food.  Medication  consisted  of  two  sustained  action 
antacid  tablets  (without  an  anticholinergic), 
chewed  and  swallowed,  followed  by  water  or  milk, 
and  food  every  two  hours. 

This  was  augmented  by  one  sustained  action 
antacid-anticholinergic  tablet  which  contained  0.5 
mg.  Bellafoline,  taken  in  the  same  manner  after 
breakfast  and  at  bedtime.  A few  patients  com- 
plained of  excessive  dryness,  or  blurrinsr  of  vision, 
no  doubt  aggravated  by  the  warm  and  dry  climate 
of  the  desert.  When  this  occurred,  one-half  tablet 
was  chewed  four  times  daily.  Our  plan  of  therapy 
was  continued  with  each  patient  for  approximate- 
ly four  weeks  with  favorable  remission  of  symp- 
toms. 

TABLE  I 

DIAGNOSIS  No.  of  Not  Favorable 

Patients  Healed  Improved  Improved  Results 


1.  Proved  duodenal  ulcer 

34 

22 

10* 

2 

64% 

94% 

2.  Proved  gastric  ulcer 

3 

3 

— 

— 

6% 

100% 

3.  Proved  hiatus  hernia 

4 

— 

3 

i 

6% 

75% 

(with  diagnosed  syndrome) 

4.  Diagnosed  hyperacid  syn- 

9 

— 

9 

— 

18% 

100% 

drome  (no  crater  demon- 
strated) 

TOTALS: 

50 

25 

22 

3 

94% 

* Proved  duodenal  ulcers  not  re-examined. 
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A peptic  ulcer  should  heal  quickly  unless  com- 
plicated by  scarring  or  poor  blood  supply.  The 
patient  who  talks  about  his  ulcer  year  after  year 
is  usually  describing  a new  ulcer  location  each 
time  and  there  is  little  reason  to  continue  medica- 
ton  or  diet  for  months. 

Once  a diagnosis  is  established  treatment  should 
be  pursued  only  when  symptoms  occur  or  recur. 
Sustained  action  antacid-anticholinergic  tablets 
described  in  this  study  are  palatable,  convenient  to 
take  and  effective.  The  harrassed  patient  is  hap- 
pier when  the  diet  is  not  restricted  or  too  com- 
plicated. 

CASE  HISTORIES 
Case  1,  female,  age  38,  office  nurse: 

Several  months’  history  of  constant  left  upper 
quadrant  pain  radiating  to  left  sternum  and  left 
thorax.  Loss  of  appetite  and  weight,  pain  never 
completely  relieved  by  food,  physical  signs  not 
present.  After  X-ray,  diagnosis  was  made  of  a gas- 
tric ulcer.  Patient  was  treated  with  one  tablet  of 
BepHan,  chewed  after  breakfast,  and  one  at 
bedtime,  for  four  weeks  and  the  ulcer  crater  was 
reduced  to  half  its  size.  Further  treatment  was 
continued  until  complete  healing,  as  evidenced 
by  X-ray. 

Case  2,  male,  age  52,  dentist: 

Long  history  of  peptic  ulcer  without  surgery. 
Recent  exacerbation  with  worst  pain  at  night; 
pain  through  and  through  from  left  epigastrum 
to  back,  and  no  nausea,  vomiting  or  intestinal 
bleeding.  Distress,  gas,  burning  almost  constantly, 
worse  when  tired  or  working.  Diagnosis  con- 
firmed by  X-ray.  This  patient  responded  in  two 
weeks  to  BepHan,  one  tablet  chewed  after  break- 
fast and  one  at  bedtime,  and  supplementary 
therapy  with  two  tablets  of  pHan  chewed  every 
two  hours.  Recheck  X-ray  examination  showed 
healing  and  normal  physiology  in  three  weeks. 
Some  scarring  remained  in  duodenal  cap. 

Case  3,  female,  age  42,  housewife: 

For  several  years  patient  had  complained  of 
upper  abdominal  distress,  gas,  indigestion;  there 
was  no  bleeding  but  occasional  back  pain  near 
kidney.  Diagnosis  was  not  made  until  upper  gas- 
trointestinal series  revealed  active  duodenal  ulcer, 
fairly  acute,  with  mucosal  edema.  Patient  respond- 
ed rapidly  to  BepHan,  one  tablet  chewed  after 
breakfast,  and  one  at  bedtime.  She  was  completely 


free  of  symptoms  and  the  ulcer  healed  within  14 
days. 

Discussion 

It  has  been  said  that  5 percent  to  10  percent  of 
the  population  will  at  some  time  have  a lesion 
such  as  peptic  ulcer  (Morlock  8).  If  the  etiology 
of  peptic  ulcer  were  better  understood,  it  is  quite 
possible  that  treatment  would  be  more  satisfactory. 
These  factors  which  have  been  mentioned  as 
playing  a role  in  the  production  of  peptic  ulcer 
include  trauma,  vascular  lesions,  allergy,  focal 
infection,  nutritional  disturbance,  tissue  suscepti- 
bility, hypersecretion  of  acids,  and  last  but  not 
least,  psychosomatic  factors.  Kraines  (9)  is  of  the 
opinion  that  in  the  therapy  of  ulcer  patients  who 
have  either  a depressive  equivalent  or  in  whom 
ulcer  symptoms  are  aggravated  by  depression, 
psychotherapy  is  advisable,  as  well  as  central  stim- 
ulants and  sedatives,  when  indicated.  The  medical 
management  of  the  ulcer  is  a prerequisite  to  suc- 
cess and  when  ulcer  symptoms  are  intractable, 
surgical  inteference  might  be  considered. 

Summary 

1.  A new  sustained  action  antacid-anticholinergic 
preparation  was  used  in  fifty  cases  of  proved 
benign  ulcer  of  the  stomach  and  duodenum. 

2.  The  results  obtained  were  believed  to  be  due  to 
prolonged  reduction  of  gastric  motility  with 
delayed  gastric  emptying  and  greater  retention 
of  the  antacids  in  the  stomach. 

3.  This  therapy,  combined  with  diet  and  psycho- 
therapy when  indicated,  represents  an  advance 
in  the  medical  treatment  of  gastrointestinal 
disturbances  associated  with  hyperacidity  and 
hypermotility. 
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what  lurks  beyond  the  broad  spectrum? 

“Broad  spectrum”  has  evolved  into  an  especially  apt  term  to  describe  a growing  number  of  “specialized”  antibiotics. 
These  provide  the  best  means  of  destroying  pathogenic  bacteria  which  range  all  the  way  from  large  protozoa  through 
gram-negative  and  gram-positive  bacteria  to  certain  viruses  at  the  far  end  of  the  spectrum. 

But  beyond  the  spectrum  lurk  pathogenic  fungi.  Aggressive  infections  often  require  intensive  broad  spectrum  antibiotic 
attack.  It  becomes  more  apparent  every  day  that  fungal  superihfections  may  occur  during  or  following  a course  of  such 
therapy.12  Long  term  debilitating  disease,  diabetes,  pregnancy,  corticosteroid  therapy,  and  other  causes  may  predispose 
to  such  fungal  infections1,3,4  as  iatrogenic  moniliasis.  These  facts  complicate  the  administration  of  antibiotics. 
Mysteclin-V  controls  both  — infection  and  superinfection.  Mysteclin-V  makes  a telling  assault  on  bacterial  infections 
and,  in  addition,  prevents  the  potentially  dangerous  mondial  overgrowth.2,5'8  Mysteclin-V  is  a combination  of  the 
phosphate  complex  of  tetracycline  — for  reliable  control  of  most  infections  encountered  in  daily  practice  — and 
Mycostatin,  the  first  safe  antifungal  antibiotic. 

Case  history  after  case  history  marked  “recovered”  provides  clinical  evidence  of  the  special  merit  of  this  advance  in 
specially  designed  antibiotics.  When  you  prescribe  Mysteclin-V,  you  provide  “broad  therapy”  with  extra  protection  that 
extends  beyond  the  spectrum  of  ordinary  antibiotics.  •»YStscu»'®.  >su«»c.h>®.  .«» 


Supplied: 

Tetracycline  Phosphate 
Complex  equiv. 
Tetracycline  HC1  (mg.) 

Mycostatin 

units 

Mysteclin-V  Capsules  (per  capsule) 

250 

250,000 

Mysteclin-V  Half-Strength  Capsules 

(per  capsule) 

125 

125,000 

Mysteclin-V  Suspension  (per  5 cc.) 

125 

125,000 

Mysteclin-V  Pediatric  Drops  (per  cc.  - 20  drops) 

100 

100,000 

References:  1.  Dowling,  H.  F. : Postgrad.  Med.  23:594 
(June)  1958.  2.  Glmble,  A.  I.;  Shea.  J.  G.,  and  Katz,  S.: 
Antibiotics  Annual  1955-1956,  New  York.  Medical  Ency- 
clopedia Inc.,  1956,  p 676.  3 Long.  P.  H.,  In  Kneeland. 
Y.,  Jr.,  and  Wortls,  S.  B.:  Bull.  New  York  Acad.  Med. 
33:552  (Aug.)  1957.  4 Rein,  C R ; Lewis.  L A . and  Dick, 
L.  A.:  Antibiotic  Med  Si  Clin.  Ther.  4:771  (Dec  ) 1957 
5 Stone.  M L..  and  Mershelmer,  W.  L.:  Antibiotics  Annual 
1955-1956,  New  York,  Medical  Encyclopedia  Inc.,  1956. 
p.  862  6 Campbell.  E A ; Prlgot,  A . and  Dorsey.  G M : 
Antibiotic  Med.  Si  Clin.  Ther.  4:817  (Dec.)  1957.  7. 
Chamberlain,  C.:  Burros,  H.  M.,  and  Borromeo.  V.:  Anti- 
biotic Med.  & Clin.  Ther  5:521  (Aug  ) 1958.  8.  From.  P . 
and  A 111,  J.  H : Antibiotic  Med.  Si  Clin.  ther.  5:639  (Nov  ) 
1958. 
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Squibb  tetracycline  phosphate  complex  (sumycin)  AND  nystatin  (mycostatin)  the  Priceless  Ingredient 
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MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL  ■■■ 


Frederick  P.  Bornstein,  M.D.,  Editor  — Case  No.  1139 
Presentation  of  case  by  W.  A.  Jones,  M.D. 


History: — Dr.  Nathan  Kleban: 

A 31 -year-old  housewife  was  admitted  to  the 
hospital  on  Oct.  1,  1958,  because  of  vomiting, 
tremors  and  convulsions. 

An  illness  said  to  have  been  meningitis  hospital- 
ized the  patient  elsewhere  in  1956  for  one  week. 
Persistent  headache  and  occasional  right-sided 
weakness  were  residues  of  this  episode. 

Failing  vision  began  in  September,  1957,  and 
was  not  benefitted  by  glasses.  An  operation  on  the 
head  was  performed  in  March,  1958  at  another 
hospital.  Two  weeks  later,  vision  in  the  right  eye 
was  completely  lost  but  the  patient  was  able  to 
distinguish  between  light  and  darkness  with  the 
left  eye. 

On  Aug.  19,  1958,  the  patient  entered  the  hos- 
pital complaining  of  headache.  Blood  pressure  was 
90/70.  There  was  a healed  median  occipital- 
parietal  scar.  Pupils  were  dilated,  non-reactive  to 
light,  with  absent  visual  perception  and  bilateral 
optic  atrophy.  Pain  was  produced  on  neck  flexion. 
One  examiner  found  a positive  Kernig  sign;  an- 
other did  not.  A grade  one  systolic  murmur  was 
heard  at  the  apex.  There  was  a side-based  gait.  No 
other  abnormal  neurological  findings  were  elicited. 

Opening  pressure  on  lumbar  puncture  was  the 
equivalent  of  520  mm.  of  water.  Closing  was  170. 
There  were  153  cells,  32  polys,  68  lymphs.  Sugar 
was  27  and  protein  19.5  mg.  per  cent.  Chlorides 
were  128  mFq/L.  Second  strength  PPD  tuberculin 
skin  test  was  positive  at  72  hours.  No  acid-fast 
bacilli  grew  out  on  cultures  from  three  gastric 
washings.  Erythrocyte  sedimentation  rate  was  44 
mm.  at  one  hour.  VDRL  was  negative.  Blood 
counts  and  urinalysis  were  normal. 

Skull  films  were  interpreted  as  demonstrating 

. . loss  of  the  dorsum  sellae  with  enlargement 
and  invasion  of  the  body  of  the  sphenoid  . . . con- 
sistent with  . . . pituitary  . . . chromophobeade- 
noma.”  Chest  was  reported  “healthy  chest.” 

Electroencephalogram  was  interpreted  as  dem- 
onstrating increased  intracranial  pressure.  Chronic 
degenerative  changes  in  the  left  temporal  and  fron- 


tal and  right  occipital  areas  were  possible  on  the 
basis  of  an  abscess. 

X-ray  therapy  was  started  but  was  stopped 
after  one  week  because  of  nausea  and  vomiting. 
Patient  was  discharged  on  Sept.  10,  still  complain- 
ing of  bilateral  temporoparietal  headache,  vomit- 
ing, blind,  confused,  and  tremulous. 

One  Week  Later 

She  was  seen  one  week  later  in  clinic  and  stated 
that  she  could  see  some  objects.  It  was  noted  that 
she  had  received  nine  or  ten  treatments  for  pitui- 
tary tumor.  On  Sept.  25,  she  reported  that  her 
vision  had  improved  but  that  she  had  a toothache 
in  the  region  of  the  lower  two  premolars.  It  was 
observed  that  the  patient  had  pyorrhea. 

When  readmitted  on  Oct.  1,  physical  examina- 
tion was  said  to  be  unchanged  from  her  previous 
admission. 

Temperature  was  98.2.  Rectal  temperatures 
later  ranged  between  99-100.  Pulse  was  120.  Blood 
pressure  was  110/70. 

Patient  complained  of  head  pain,  vomited,  was 
confused  and  incontinent.  Additional  irradiation 
was  considered  but  was  thought  to  be  contraindi- 
cated by  the  radiology  department.  Episodes  of 
involuntary  movements  of  the  right  arm  with  ex- 
tensor spasms  of  the  legs  began. 

Lumbar  puncture  was  repeated.  Pressure  was 
not  recorded. 

Ventriculogram  was  done  on  October  23,  under 
general  anesthesia.  Four  days  later,  a right  tem- 
poral parietal  craniotomy  was  performed.  When 
the  tightly  distended  dura  was  cut,  the  brain 
bulged  into  the  incision  space.  As  much  as  possible 
of  the  pituitary  gland,  which  was  described  as  a 
solid  tumor  eroding  into  the  sphenoid  bone,  was 
removed  with  a rongeur.  The  optic  nerve  was  not 
found. 

Immediate  postoperative  condition  seemed  to 
be  good,  but  the  patient  died  early  the  next  morn- 
ing. 

Laboratory  Findings: 

X-ray — Ventriculogram — 10-23-58 — “Both  lat- 
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eral  ventricles  are  markedly  dilated  but  not  shifted 
or  deformed.  The  rest  of  the  ventricular  system  is 
not  visualized.  The  previously  described  changes 
in  the  sella  turcica  are  noted  again. 

Conclusion:  Marked  internal  hydrocephalus, 
probably  the  result  of  the  known  pituitary  tumor.” 

Electrocardiogram — 10-27-58 — “Sinus  tachycar- 
dia, acute  cor  pulmonale.” 

Pathological  Tissue  Report — 10-27-58 — “Speci- 
men consists  of  a few  tiny,  reddish-brown,  hemor- 
rhagic fragments  of  tissue.  Microscopic:  The  sec- 
tion shows  fragments  of  brain  and  pituitary  tissue. 
The  general  structure  of  the  pituitary  is  well  pre- 
served, with  foci  of  hemorrhage.  There  is  no  evi- 
dence of  tumor.  The  brain  fragments  show  hemor- 
rhage, necrosis,  and  areas  of  inflammatory  infiltra- 
tion composed  of  lymphocytes  and  plasma  cells. 
Usually  these  inflammatory  infiltrates  are  located 
in  a perivascular  arrangement. 

Diagnosis:  Fragments  of  pituitary  tissue;  en- 
cephalitis.” 

Blood  Counts:  10-2-58:  Hb.  14.5  gms.  Ht.  41 
vol.  %,  WBC  8,300,  Eosin.  2,  Stabs.  1,  Segs.  71, 
Lymphs.  21,  Monos.  5.  10-22-58.  Hb.  14.3  gms., 
Ht.  42  vol.  %,  WBC  8,300,  Eosin.  4,  Segs.  48, 
Lymphs.  46,  Monos.  2.  10-23-58:  Hb.  14.9  gms., 
Ht.  44  vol.  %,  WBC  11,100,  Stabs.  2,  Segs.  75, 
Lymphs.  22,  Monos.  1.  10-26-58:  Hb.  14.6  gms., 
Ht.  45  vol.  %,  WBC  12,250,  Eosin.  1,  Segs.  77, 
Lymphs.  22. 

LYinalyses:  10-2-58:  Clear,  acid,  S.G.  1,032,  Al- 
bumin negative,  sugar  trace,  acetone  pos.,  WBC 
3-5,  RBC  1-4,  few  sq.  ep.  cells.  10-22-58:  Red,  tur- 
bid, alkaline,  S.G.  QNS,  albumin  2-)-,  sugar  neg., 
RBC  innumerable,  much  bacteria  (catheterized) . 
10-23-58:  Straw,  cloudy,  alkaline,  S.G.  1.017,  Al- 
bumin 1-)-,  sugar  negative,  WBC  15-20,  RBC  30- 
40,  few  sq.  ep.  cells,  phosphate  crystals.  10-26-58: 
Yellow,  cloudy,  acid,  S.G.  1.026,  sugar  and  albu- 
min negative,  much  amorphous  sediment. 

Spinal  Fluid:  10-17-58:  153  WBC,  polys  19, 
lymphs.  134,  sugar  30  mg.  %,  total  protein  45.8 
mg.  %.  10-23-58:  Cerebrospinal  fluid  for  cell  count 
and  protein  too  bloody  (total  protein  25  mg.  %). 
10-30-58:  Kahn  negative,  gold  curve  5555431000. 

Clinical  Discussion: 

Dr.  W.  A.  Jones: 

The  patient’s  history  has  been  set  forth  and  here 
are  films  of  the  ventriculogram  of  October  23. 

You  see  a markedly  dilated  ventricular  size  with 


no  displacement.  The  sella  turcica  does  look  like 
it  has  been  eroded  some,  but  that  is  not  unusual 
with  increased  intracranial  pressure.  To  show  you 
how  scientific  the  X-ray  men  are,  they  figured  this 
patient  for  a pituitary  tumor.  Look  at  these  films. 
From  the  description  of  the  protocol,  you  would 
look  for  a lesion  of  the  fourth  ventricle,  either  an 
infectious  process  as  a meningitis  or  abscess  or 
parasitic  infection. 

It  is  a little  suspicious  for  tuberculosis  meningitis 
but  not  diagnostic.  Nothing  is  said  here  about  the 
neurological  findings,  except  she  was  blind,  and 
after  taking  three  treatments  of  X-ray  she  saw 
light.  She  was  explored  and  they  said  they  found 
a large  pituitary  tumor,  yet  when  the  microscopic 
study  was  done  it  was  normal  pituitary  tissue  and 
encephalitis  associated  with  fragments  of  brain. 

It  would  be  interesting  to  know  what  the  neuro- 
logical examination  presented,  whether  she  had 
weakness  of  one  side  or  the  other  or  increased  or 
decreased  reflexes  and  so  forth,  but  we  don’t  have 
these  data.  It  is  my  guess  that  there  is  internal 
hydrocephalus  probably  due  to  an  infectious 
process,  either  a tuberculous  meningitis  or  an  or- 
dinary meningitis,  infectious  type  of  meningitis,  or 
a parasitic  infection,  or  she  could  have  had  pos- 
terior fossa  tumor,  cerebellar  type. 

We  don’t  have  any  air  in  the  fourth  ventricle. 
With  the  cell  count  of  153  cells,  32  per  cent  polys, 
68  per  cent  lymphocytes,  sugar  27,  total  protein 
19.5  and  normal  chlorides,  one  would  have  to 
think  about  the  possibility  of  a meningitis. 

Question:  How  about  the  spinal  fluid  pressure? 
Dr.  Jones: 

The  first  time  they  took  it,  it  was  520  and  was 
not  measured  later.  If  you  take  fluid  out  it  will 
drop  down.  We  had  a kid  13-years-old,  and  they 
did  a spinal  puncture  on  him  and  he  had  spinal 
pressure  of  70  and  he  had  a tumor.  Certainly  with 
pressure  of  520  it  would  be  very  hazardous  to  try 
and  do  an  encephalogram. 

They  were  suspicious  of  an  abscess  in  the  occipi- 
tal lobe.  I rather  doubt  that  because  of  the  large, 
dilated  ventricles.  This  is  a hydrocephalus;  a com- 
municating type  can  give  this,  a tumor  in  the  pos- 
terior fossa  can,  or  an  abscess  or  infectious  process. 
I had  a case  not  too  long  ago  that  had  a cysticer- 
cus  in  the  fourth  ventricle  which  gave  us  a picture 
similar  to  this. 

X-Ray  Discussion: 

I would  like  to  point  out  the  marked  erosion  of 
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the  sella  which  can  confirm  the  clinical  impression 
of  pituitary  tumor.  This  patient  was  blind  and  so 
she  was  sent  to  us  as  a pituitary  tumor.  We  started 
therapy  and  she  did  apparently  respond  somewhat 
to  therapy. 

I agree  this  is  a marked  dilatation  here  (point- 
ing) and  indicates  the  probability  of  a fourth  ven- 
tricle or  posterior  fossa  lesion  or  inflammatory 
process.  If  so,  why  did  she  respond  to  radiation 
therapy  to  some  extent?;  and  she  did. 

She  was  totally  blind,  she  told  us  herself,  and 
during  the  course  of  therapy  she  regained  not  only 
light  perception  but  could  actually  distinguish  ob- 
jects for  a little  while  and  then  began  to  deterior- 
ate, began  to  get  severe  headaches  and  as  I recall, 
we  stopped  therapy. 

However,  in  view  of  the  X-ray  findings,  I be- 
lieve it  is  more  likely  to  be  obstruction  from  a les- 
ion in  the  posterior  fossa,  although  I can  see  noth- 
ing that  indicates  a tumor.  I would  think  of  an 
inflammatory  process. 

Assuming  that  this  was  just  an  inflammatory 
lesion  and  leaving  out  all  tumor  discussions,  strict- 
ly from  the  microscopic  examination  of  the  tissue 
as  it  was  reported  here,  I think  a good  thought  is 
to  wonder  about  osteomyelitis  with  extension  to 
the  sphenoid  from  the  sphenoid  sinuses,  w’hich 
has  eroded  both  into  the  posterior  clinoid  process 
and  involves  both  lateral  sinuses  and  the  optic 
nerve  as  well. 

This  is  even  more  borne  out  by  the  definite  but 
small  response  to  X-ray,  to  restore  the  function  of 
the  optic  nerve.  Another  point  here  is  a gold  curve 
which  seems  to  be  an  inflammatory  or  granuloma- 
tous type  of  response. 

Dr.  J.  E.  Stern: 

This  patient  reminds  me  a little  bit  of  the  Gil- 
bert and  Sullivan  “Pinafore"’  — things  are  seldom 
what  they  seem.  At  a recent  neurological  meeting, 
a film  was  shown  with  a very  large  sella.  This  film 
had  been  reproduced  for  many  years  as  a film  of 
pituitary  tumor  and  at  operation  it  turned  out  in 
fact  to  be! 

There  are  a couple  of  other  disjointed  remarks 
that  might  be  of  some  interest.  First  of  all,  Dr. 
Jones,  Torula  may  be  very  difficult  to  count  in  the 
spinal  fluid.  Other  types  of  cells  are  also  seen  in 
the  spinal  fluid,  for  example  from  a meduloblas- 
toma,  which  can  be  confused  at  times  even  by  a 
skilled  pathologist,  with  ordinary  lymphocytes. 


In  addition  I would  like  to  mention  one  other 
thing  which  I feel  definitely  does  not  apply  here 
because  there  is  no  anemia,  and  that  has  to  do 
with  lymphomatous  and  leukemic  infiltration  of 
the  meninges. 

Infiltration  in  the  brain  substance,  in  the  peri- 
vascular spaces,  can  produce  pictures  which  I am 
almost  certain  could  mimic  an  encephalitis  with 
leucocytic  cuffing  in  these  spaces,  but  I don’t  be- 
lieve the  rest  of  the  picture  fits  here  — the  lack  of 
anemia,  etc. 

Clinical  Diagnosis:  Pituitary  tumor. 

Dr.  Jones  Diagnosis:  Inflammatory  space-oc- 
cupying lesion. 

Pathological  Diagnosis:  Cysticercus  Racemosus 
of  the  brain. 

Pathological  Discussion:  Dr.  John  B.  Frerichs: 

The  major  findings  in  this  case  were  limited  to 
the  brain.  There  was  extensive  atelectasis  involving 
the  entire  right  lung  and  the  upper  lobe  of  the 
left  lung,  the  proximate  cause  of  death.  The  upper 
surface  of  the  brain  is  shown  here  and  I think  we 
can  make  out  easily  it  is  edematous  and  swollen, 
the  convolutions  flat  with  shallow  creases  between 
them. 

The  operative  site  was  clean,  as  they  go.  The 
next  shows  a view  of  the  base  of  the  brain.  The 
finding  of  interest  here  is  the  presence  of  thin, 
membranous,  transparent  tissue  which  is  often 
making  cyst  spaces  and  in  other  instances  simply 
extends  around  like  a veil  or  curtain  from  one 
place  to  another.  This  was  very  extensive.  Some 
of  it  was  broken  in  manipulation  to  remove  the 
brain. 

It  extends  downward  around  the  base  of  the 
brain  and  forward  into  the  area  of  the  sella  tur- 
cica, which  was  dilated  and  had  extremely  thin 
walls.  The  content  of  some  cysts  was  watery,  the 
content  of  others  was  almost  gelatinous,  as  if  it  had 
been  there  a long  time.  This  is  a cysticercus,  and 
the  condition  of  course  when  you  encounter  this 
gross  configuration  is  cysticercus  racemosus. 

It  looks  usually  like  this  (this  is  a higher  power) 
you  see  irregular  membranous  material  and  this 
is  what  made  up  the  thin  walls  of  the  cysts. 

Higher  Power 

Here  is  a little  higher  power  and  one  can  see  a 
rather  sharply  defined  acidophilic  material,  which 
is  not  of  human  origin  (nothing  human  produces 
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that  strongly  acidophilic  staining,  while  products 
of  other  animals,  such  as  shells,  will).  The  rest  of 
the  microscopic  appearance  is  characteristic  too. 

Immediately  beneath  the  acidophile  layer  there 
is  a zone  that  is  fairly  cellular  and  the  cells  are 
very  small  and  don’t  really  look  like  human  cells. 
Their  nuclei  are  perpendicular  to  the  plane  of  the 
surface.  Deep  to  that  there  is  another  layer  where 
the  fibrils  tend  to  run  parallel  to  the  plane  of  the 
surface,  and  here  there  are  blood-vessel-like  objects 
(but  without  any  blood  cells),  and  a loose  connec- 
tive tissue  over-all  background. 

Actually  this  chitinous  material  is  the  outer  wall 
of  the  cyst  in  contact  with  cerebral  substance  or 
meninges,  and  one  then  proceeds  through  the  wall 
into  the  lumen  of  the  cystic  space  and  that  is  the 
lumen,  rather  poorly  demarcated.  It  simply  ends 
with  no  sort  of  lining. 

Tissue  Picture 

Here  is  a picture  of  the  meningeal  tissue.  The 
presence  of  these  cysts  elicits  a rather  low  grade 
but  progressive  inflammatory  response  which  is 
partly  non-specific  — simply  leucocytes  and  mac- 
rophages and  partly  foreign  body  type  with  epithe- 
lioid cells  and  scarring  as  the  process  goes  on  — 
that,  (pointing),  for  instance,  is  an  excellent  for- 
eign body  giant  cell. 

This  inflammation  makes  a zone  of  variable 
thickness,  causes  increased  pressure  and  so  on.  This 
actually  was  the  first  case  I have  ever  seen  and  the 
first  Dr.  Bornstein  had  seen,  with  an  accumulation 
of  35  or  so  years  of  pathology  between  us;  yet  since 
that  time  there  have  been  three  more  cases  in  El 
Paso,  one  of  the  spinal  cord  of  Dr.  Jones,  one  of 
the  cyst  in  the  head  and  another  one  of  a more  or 
less  mixed  sort. 

This  is  probably  true  experience  and  not  simply 
an  illustration  of  fact  that  rare  things  tend  to  hap- 
pen in  clusters.  The  incidence  has  been  gradually 
rising  over  the  entire  world.  A writer  reported 
that  in  1944  in  Mexico  25  per  cent  of  all  space- 
taking intracranial  lesions  were  cysticercus. 

In  fact,  if  one  likes  to  make  a diagnosis  entirely 
on  statistical  grounds,  anyone  in  El  Paso  who 
thinks  he  has  a hypophysis  tumor  case  should 
change  his  diagnosis  to  cysticercus,  because  we 
have  had  well  more  of  them  in  the  last  eight 
months  than  of  hypophyseal  tumors;  and  seem- 
ingly this  is  reasonably  world  wide. 


Question: 

Were  there  any  other  lesions? 

No,  and  there  usually  are  not.  While  entering 
by  the  intestinal  tract,  the  organisms  tends  to 
colonize  exclusively  in  the  brain  or  central  nervous 
system.  It  is  rare  to  find  any  other  demonstrable 
lesion,  even  an  old  scar. 

Question: 

How  about  eosinophils  in  the  inflammation? 

Dr.  Frerichs: 

I think  that  eosinophilia  is  very  variable,  likely 
being  “more”  in  the  early  stages  and  “less”  in  the 
older,  where  there  is  more  of  a foreign  body  type 
reaction. 

Dr.  Jones: 

The  last  case  I had  the  other  day  was  a cyst 
that  had  eroded  through  the  corpus  collosum.  It 
had  about  100  cc.  of  fluid  in  it  and  they  also  made 
a diagnosis  of  pituitary  tumor  by  X-ray,  and  I told 
them  it  was  not  because  there  was  no  cut  in  the 
visual  field,  that  is  what  we  didn’t  have  on  this 
patient. 

The  patient  had  involvement  of  the  lateral  ven- 
tricles, she  was  blind  in  her  right  eye  but  she  had 
good  vision  in  her  left  eye  and  that  rules  out 
pituitary  tumor,  which  gives  you  a bitemporal 
hemianopia  with  involvement  of  all  quadrants  of 
the  eye.  She  had  a good  sized  pituitary  fossa  but 
she  didn’t  have  any  clinical  findings  of  pituitary 
tumor. 

The  other  fellow  I had  had  a lesion  of  the  fourth 
ventricle  and  had  high  choked  discs  with  hemor- 
rhage, vomiting,  and  ataxia.  He  also  had  a weak- 
ness of  the  left  arm  and  leg,  not  so  marked,  but 
definite. 

We  took  out  a cyst  and  he  made  a good  recov- 
ery. With  the  last  case,  I am  afraid  we  are  in  trou- 
ble because  the  air  studies  showed  pockets  out  in 
the  various  areas  of  the  brain,  and  she  may  have 
other  cysts. 

Question: 

With  the  exudate  around  the  brain  stem  she 
should  have  had  more  cranial  nerve  involvement. 

Dr.  Jones: 

No,  they  say  this  is  uncommon,  and  we  don’t 
have  anything  except  nausea,  vomiting  and  blind- 
ness. 
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Southwestern  N.  M.  Medical  Society 
To  Hear  Dr.  Paul  Dudley  White 

Dr.  Paul  Dudley  White,  famed  heart  specia- 
list, who  treated  President  Eisenhower,  and  pro- 
fessor of  cardiology  at  the  Harvard  University 
Medical  School,  will  speak  before  a meeting 
of  the  Southwestern  New  Mexico  Medical  Society 
Sept.  26  at  Fort  Bayard  Veterans’  Hospital. 

The  meeting  will  begin  at  4:30  p.m.  and  Dr. 
White  will  speak  at  7:30  p.m.  All  physicians  in 
the  Southwest  are  invited  to  attend  this  impor- 
tant meeting  and  hear  Dr.  White,  Dr.  Richard 
A.  Walsh,  secretary  of  the  Southwestern  New 
Mexico  Medical  Society,  said. 


New  Surgical  Supply  Building 
Opening  in  El  Paso 

Southwestern  Surgical  Supply  Co.,  founded  in 
1921,  will  have  the  formal  opening  of  its  new 
El  Paso  building  on  Sept.  19.  The  firm  also  has 
offices  in  Albuquerque  and  Phoenix. 

The  new  building  at  1111  North  Oregon 
Street  will  have  a complete  technical  equipment 
and  service  department,  an  experienced  service 
engineering  staff,  a display  area  including  an  en- 
tire physician’s  office,  hospital  room,  operating 
room,  delivery  room,  laboratory  and  X-ray  de- 
partment, in  addition  to  its  Medical  Mart  with 
sick  room  supplies. 
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more  patients  more  effectively . . . 


"who  were  refractory 
to  other  corticosteroids* 


22  were  successfully 
treated  with  BecadroiT 

1.  Boland,  E.  W.,  and  Headley,  N.  E.:  Paper  read  before  the 
Am.  Rheum.  Assoc.,  San  Francisco,  Calif.,  June  21,  1958. 

2.  Bunim,  J.  J.,  et  al.:  Paper  read  before  the  Am.  Rheum.  Assoc., 

San  Francisco,  Calif.,  June  21,  1958. 

♦Cortisone,  prednisone  and  prednisolone. 

OECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

Additional  information  on  DECADRON  is  available  to  physicians  on  request. 


Of  45  arthritic  patients  qqoqoqqqoqqq 
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Diplomates  American  Board  Obstetrics  and  Gynecology 

Fourth  and  Washington  Artesia,  New  Mexico 

Suite  8-A  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-6591  El  Paso,  Texas 

ANDREW  M.  BABEY,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

FREDERICK  P.  BORNSTEIN,  M.D. 

CARDIOVASCULAR  DISEASES 

Certified  by  the  American  Board  of  Pathology 
in  Pathologic  Anatomy  and  Forensic  Pathology 

250  West  Court  Avenue  JAckson  4-4481  Las  Cruces,  N.  M. 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 

JOSEPH  BANK,  M.  D. 

LOUIS  W.  BRECK,  M.  D. 

Diplomate  of  American  Board  of  Internal  Medicine 
and  American  Board  of  Gastroenterology 
GASTROENTEROLOGY,  GASTROSCOPY 

W.  COMPERE  BASOM,  M.  D. 

800  North  First  Ave.  ALpine  4-7245  Phoenix,  Arizona 

MORTON  H.  LEONARD,  M.D. 

FRANK  O.  BARRETT 

MARIO  PALAFOX,  M.  D. 

ANESTHESIOLOGY  ASSOCIATES 

ZIGMUND  W.  KOSICKI,  M.D. 

J.  A.  Shugart,  M.  D. 

(Diplomate  American  Board  of  Anesthesiology) 

Jack  Walker,  M.D.,  J.  W.  Redelfs,  M.D.,  Jack  Ellis,  M.D. 

The  El  Paso  Orthopaedic  Surgery  Group 

— ANESTHESIOLOGY  — 

1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  3-8431  El  Paso,  Texas 

520  Montana  Ave  Telephone  KE  3-7465  El  Paso,  Texas 

OTTO  L.  BENDHEIM,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PSYCHIATRY  & 
NEUROLOGY 

5051  N.  34th  Street  CRestwood  7-7431  Phoenix,  Ariz. 

BASIL  K.  BYRNE,  M.D.,  F.A.A.P. 
IRVIN  J.  GOLD'FARB,  M.  D. 

Diplomates  American  Board  of  Pediatrics 
PEDIATRICS 

KE  3-8487  El  Paso,  Texas 

RAYMOND  J.  BENNETT,  M.  D. 

Diplomate  of  the  American  Board  of  Neurology  and  Psychiatry 

ROBERT  J.  CARDWELL,  M.  D. 

PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 

Suite  7A  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  2-1177  El  Paso,  Texas 

414  Banner  Building  KE  3-7587  El  Paso,  Texas 
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tablets  • alka  capsules 


(phenylbutazone 

potent  • nonhormonal  • anti-inflammatory  agent 


BUTAZOLIDIN  tablets  or  the  Alka  cap- 
sules are  equally  effective  but  indi- 
vidually adaptable  in  a wide  range  of 
arthritic  disorders. 

Recent  clinical  reports  continue  to 
justify  the  selection  of  Butazolidin 
for  rapid  relief  of  pain,  increased 
mobility,  and  early  resolution  of 
inflammation. 

Gouty  Arthritis:  "...95  per  cent  of  pa- 
tients experienced  a satisfactory  re- 
sponse...”' 

Rheumatoid  Arthritis:  In  “A  total  of 
215  cases... over  half,  50.7  per  cent 
showed  at  least  major  improvement, 


with  21.8  per  cent  showing  minor  im- 
provement  ”3  Osteoarthritis:  301 

cases  showed  “...a  total  of  44.5  per 
cent  with  complete  remission  or  ma- 
jor improvement.  Of  the  remainder, 
28.2  per  cent  showed  minor  improve- 
ment  ”3  Spondylitis:  All  patients 

“...experienced  initial  major  improve- 
ment that  was  maintained  throughout 
the  period  of  medication.”3  Painful 
Shoulder  Syndrome:  Response  of  70 
patients  with  various  forms  showed 
“...8.6  per  cent  complete  remissions, 
47.1  percent  major  improvement,  20.0 
per  cent  minor  improvement....”3 


References:  1.  Graham,  W.:  Canad. 
M.  A.  J.  79:634  (Oct.  15)  1958. 
2.  Robins,  H.  M.;  Lockie,  L.  M.;  Nor- 
cross,  B.;  Latona,  S.t  and  Riordan, 
D.  J.:  Am.  Pract.  Digest  Treat. 
8:1758,  1957.  3.  Kuzell,  W.  C.;  Schaf- 
farzick,  R.  W.;  Naugler,  W.  E.,  and 
Champlin,  B.  M.:  New  England  J. 
Med.  256:388,  1957. 

Availability  BUTAZOLIDIN®  (phenyl- 
butazone geigy):  Red  coated  tablets 
of  100  mg.  BUTAZOLIDIN®  Alka: 
Capsules  containing  BUTAZOLIDIN® 
(phenylbutazone  geigy),  100  mg.; 
dried  aluminum  hydroxide  gel, 
100  mg.;  magnesium  trisilicate 
150  mg.;  homatropine  methylbro- 
mide,  1.25  mg.  ■ 

geigy 

ARDSLEY,  NEW  YORK 
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ROBERT  N.  CAYLOR,  M.  D. 

Practice  Limited  to  Ophthalmology 

207  Medical  Arts  Bldg  . 

415  East  Yandell  Blvd.  KE  3-5897  El  Paso,  Texas 


WILLIAM  I.  COLDWELL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

— INTERNAL  MEDICINE  — 

800  Montana  Ave.  KE  3-8373  El  Paso,  Texas 

BRANCH  CRAISE,  M.  D„  F.  A.  C.  P. 

(Certified  by  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7121  El  Paso.  Texas 


E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Thoracic  Surgery 
THORACIC  SURGERY 

Cardiovascular  Surgery  Broncho-Esophagology 

Suite  ll-D  KE  3-8511  or  KE  2-2474  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 


WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S. 
JAMES  D.  BOZZELL,  M.  D„  F.  A.  C.  S. 

Diplomates  American  Board  of  Urology 

PRACTICE  LIMITED  TO  UROLOGY 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3- 1 424  El  Paso,  Texas 

J.  C.  DOTSON,  M.  D. 

General  Surgery 

414  Banner  Building  KE  2-8  I I I El  Paso,  Texas 

ANTONIO  DOW,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 

GENERAL  SURGERY 

1022  Mills  Bldg.  KE  2-7305  El  Paso,  Texas 

HAROLD  D.  DOW,  M.  D. 
FREDERICK  J.  KOBERS,  M.  D. 

STEVE  E.  HOOD,  JR.,  M.  D. 

General  Practice  — Surgery 

Box  546 

702  Hobbs  Road  Phone  3641  Seminole,  Texas 


L.  O.  DUTTON,  M.  D. 

RITA  L.  DON,  M.  D. 

ALLERGY 

614  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


ORVILLE  EGBERT.  M.  D„  F.  A.  C.  P. 

■Diplomate  American  Board  of  Internal  Medicine 

ALLERGY 

DISEASES  OF  THE  CHEST 

EDWARD  EGBERT,  M.  D. 

INTERNAL  MEDICINE 

Building  3 1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1645  El  Paso,  Texas 

JOHN  A.  EISENBEISS,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Neurological  Surgery 

WILLIAM  B.  HELME,  M.D. 

NEUROSURGERY 

926  E.  McDowell  Road  AL  4-3151  Phoenix,  Arizona 


WARD  EVANS,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 

SURGERY 

414  Banner  Bldg.  KE  3-7587  El  Paso,  Texas 


LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

CARDIOVASCULAR  DISEASES 

404  Banner  Bldg.  KE  2-5771  El  Paso,  Texes 


JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 
JOHN  A.  PONSFORD,  M.  D. 

GENERAL  SURGERY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-5881  El  Paso,  Texas 

1130  N.  Central  Ave.  2021  N.  Central  Ave.  Memorial  HospitaJ 

DOUGLAS  D.  GAIN,  M.  D. 

JOHN  W.  KENNEDY,  M.  D. 

JAMES  R.  MATHESON,  M.  D. 

Diplomates  of  American  Board  of  Radiology 
X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY 

AL  8-8436  AL  3-4131  AL  8-7531 

Phoenix,  Arizona 


CHARLES  E.  GALT,  JR.,  M.  D. 

Practice  Limited  to  Obstetrics  and  Gynecology 
513  West  Fox  St.  Phone  TUxedo  5-6666  Carlsbad,  N.  M. 
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-postoperative 


patient  distress 
can  be  prevented 


C«ZYME 


(d-pantothenyl  alcohol,  Travenol) 


A Routine  Procedure  for  the  Early 
Resumption  of  Postoperative 
Intestinal  Activity 

• effectively  prevents  and  corrects 
abdominal  distention  . . . and 
retention  of  flatus  and  feces 

• restores  normal  peristaltic  activity, 
physiologically 

because  COZYME  supplies  the  active 
molecular  component  of  coenzyme 
A— pantothenic  acid— which 
is  essential  in  the  formation  of 
acetylcholine,  the  chemical  mediator 
of  nerve  impulse  transmission 
governing  intestinal  motility. 


Supplied:  COZYME  10  ml.  multiple 
dose  vial  containing  250  mg.  per  ml. 
of  d-pantothenyl  alcohol  with  0.45% 
Phenol  added  as  preservative. 

COZYME  2 ml.  single  dose  vial 
containing  250  mg.  per  ml.  of 
d-pantothenyl  alcohol.  25  vials  per  carton. 


ne  6:791-796  (May)  1959.  Haycock,  C.  E.;  Davis,  W. 
].  97:191-194  (Feb.)  1959.  Schulte,  F.:  Deutsche  mei 


TRAVENOL  LABORATORIES,  INC. 

Pharmaceutical  Products  Division  of 
Baxter  Laboratories  Inc. 

Morton  Grove,  Illinois 


A. .and  Morton,  I.  V.:  Am.  J.  Surg.  97: 75-78 
Wchnschr.  80:1*88-1191,  1957.  Frazer,  W.  A 


n.)  Stcrfie,  M.  L.;  Schlussel  mann,  E 

Flowe,  B.  H.,  andVnlyan,  W G S^.  169:104 
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H.  M.  GIBSON,  M.  D„  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

PRACTICE  LIMITED  TO  UROLOGY 

20?  Medical  Arts  Bldg.  KE  2-8130  El  Paso,  Texas 

HERBERT  E.  HIPPS,  M.  D. 

ORTHOPEDIC  SURGERY 

1612  Columbus  Ave  4-4701  Waco.  Tex. 

L.  A.  GLADSTONE,  M.  D. 

W.  D.  FEINBERG,  M.D. 

INTERNAL  MEDICINE 

Bldg.  14.  Suite  D 1501  Arizona  Ave. 

E|  Paso  Medical  Center  KE  3-2508  El  Paso,  Texas 

SOLOMON  HELLER,  M.D. 

INTERNAL  MEDICINE 
Hematology — Endocrinology 
800  Montana  Ave.  KE  3-0406  El  Paso,  Texas 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

DIAGNOSIS  — GASTROENTEROLOGY 
701  First  National  Building  KE  2-6221  El  Paso,  Texas 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  3-3443  El  Paso,  Texas 

J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  2-9032  E'  Pa‘°.  Texas 

RALPH  H.  HOMAN,  M.  D„  F.  A.  C.  P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.  D„  F.  A.  C.  S 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

Suite  7D  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1409  El  Paso,  Texas 

RALPH  G.  GREENLEE,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 

901  N.  Garfield  Mutual  4-8072  Midland,  Tex. 

GEORGE  W.  HORTON,  M.  D. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 
513  West  4th  Street  FEderal  2-1271  Odessa,  Texas 

DRS.  HART,  BOVERIE,  BLACK 
CLAYTON,  GREEN  & WHITE 

PATHOLOGY  AND  CLINICAL  LABORATORIES 
X-RAY  DIAGNOSIS  AND  THERAPY 

Radioactive  Cobalt 

Isotopes  Beam  Therapy 

Pathology 

M.  S.  HART,  M.D. 

C.  L.  GREEN,  M.D. 

Diplomates  American  Board  of  Pathology 

R.  F.  BOVERIE,  M.D. 

G.  L.  BLACK,  M.D. 

R.  S.  CLAYTON,  M.D. 

J.  E.  WHITE,  M.D. 

Diplomates  American  Board  of  Radiology 

MELVIN  A.  LYONS,  M.S.H.A. 

Business  Manager 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona  Ave.,  Suite  2-A  415  E.  Yandell  Drive,  Suite  105 

KE  3-4478  KE  3-6926 

EL  PASO,  TEXAS 

LOUIS  G.  JEKEL,  M.D. 

ROBERT  H.  SNAPP,  M.D. 

Diplomates  American  Board  of  Dermatology 
DERMATOLOGY 

550  W.  Thomas  Rd.  CR  4-4901  Phoenix,  Ariz 

EMMIT  M.  JENNINGS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
SURGERY  — ENDOSCOPY 

207  N.  Union  St.  Main  2-4360  Roswell,  N.  Max 

W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7579  El  paso,  Texas 
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S.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D..  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  7B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-1693  El  Paso,  Texas 


LINDELL  M.  KINMAN,  M.  D. 

Diplomate  American  Board  of  Urology 

UROLOGY 

300  West  Alameda  Phone  MA  2-41 1 1 Roswell,  N.  M. 

M.  NATHAN  KLEBAN,  M.  D. 

Certified  by  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
304  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  KE  2-7079  El  Paso,  Texas 


J.  T.  KRUEGER,  JR.,  M.  D. 

THORACIC  and  CARDIOVASCULAR  SURGERY 

PO  3-8281 

1910  Knoxville  Ext.  250  Lubbock,  Texas 


GEORGE  B.  MARKLE,  IV,  M.D. 

Diplomate  of  the  American  Board  of  Surgery 
GENERAL  and  GYNECOLOGICAL  SURGERY 

911  North  Canal  TU  5-5240  Carlsbad,  New  Mexico 


HOWARD  J.  H.  MARSHALL,  M.  D. 

Member  American  Academy  of  General  Practice 

GENERAL  PRACTICE 

Suite  8E  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-2431  EJ  Paso,  Texas 

MARSHALL  CLINIC 

I.  J.  Marshall,  M.D. 

General  Surgery  and  Diagnosis 
U.  S.  Marshall,  M.D. 

General  Surgery  and  General  Practice 
E.  A.  Latimer,  M.D. 

General  Practice 
C.  H.  Fowler,  M.D. 

Internal  Medicine  and  Cardiology 
Thomas  J.  Jones,  M.D. 

Diseases  of  the  Skin  and  Allergies 
H.  D.  Johnson,  Jr.,  D.D.S. 

ROSWELL  NEW  MEXICO 


GILBERT  LANDIS,  M.D. 

Diplomate  American  Board  of  Obstetrics  & Gynecology 

OBSTETRICS,  GYNECOLOGY 
and  GYNECOLOGICAL  SURGERY 
Suite  15-D  KE  3-5023  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 


MEDICAL  CENTER 
AND  WOMEN’S  CLINIC 

£.  G.  McCarthy,  M.  D„  F.  A.  C.  S.,  F.  I.  C.  S. 
Diplomat#  American  Board  of  Obstetrics  and  Gynecology 
Jeff  H.  Davis,  M.  D.  — Joe  Horn  M.  D. 

James  C.  Meade,  D.  S.  C.,  Chiropodist 

Plainview  CA  4-7426  Texas 


CHARLES  P.  C.  LOGSDON,  M.  D. 

CARDIOLOGY 

415  E.  Yandell  Blvd.  KE  3-7916  El  Paso,  Texas 


LEROY  J.  MILLER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

717  Encino  Place,  NE  Phone  3-1150  Albuquerque,  N.  M. 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-3659  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  Jr.,  M.D. 

Dermatology  and  Cancer  of  the  Skin 

Suite  101  Lubbock 

3801  19th  Street  PO  5-6619  Texas 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  First  National  Bldg.  KE  3-8687  El  Paso,  Texas 


A.  WILLIAM  MULTHAUF,  M.  D.,  F.  A.  C.  S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  8ldg.  KE  3-8986  El  Paso,  Texas 
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New  areas  of  therapy 


brightener 


Lifts  the 
burden  of 
depression... 
opens  the  way 
for  a sunnier 
outlook 


NIAMID  is  clinically  effective  in  a broad  range  ■ 
depressive  states,  including:  involutional  melai 
cholia,  senile  depression,  postpartum  depressio 
reactive  depression,  the  depressive  stage  of  mani 
depressive  disease,  and  schizophrenic  depress! 
reaction. 

A wide  variety  of  psychoneurotic  depressions  se< 
general  practice  also  respond  effectively 
NIAMID.  Depression  associated  with  the  menopau 
and  with  postoperative  states,  and  depression  a 
companying  chronic  or  incurable  diseases  such  ; 
gastrointestinal  and  cardiovascular  disorders,  a 
thritis,  and  inoperable  cancer,  can  now  be  treat* 
successfully  with  NIAMID. 

iamid  is  also  strikingly  effective  for  many  cor 
plaints,  mild  or  severe,  vague  or  well  defined,  wh< 
due  to  masked  depression  rather  than  to  organ 
disease.  This  masked  depression  may  take  the  for 
of  guilt  feelings,  crying  spells  or  sadness,  difficul 
in  concentration,  loss  of  energy  or  drive,  insomni 
emotional  fatigue,  feelings  of  hopelessness  or  hel 
lessness,  loss  of  interest  in  normal  activity,  listles 
ness,  apprehension  or  agitation,  and  loss  of  appeti 
and  weight. 

quilizers  have  had  some  measure 
i i tLveness  in  many  of  these  areas,  niamid  nc 
gives  the  practicing  physician  a new,  safe  drug  f 
specific  treatment  of  depression  without  tl 
risk  of  increasing  the  depressive  symptoms. 


New  safety 


niamid,  in  extensive  clinical  trials,  has  not  bee 
associated  with  the  hepatotoxic  reactions  observe 
Kviththe_first  of  the  monoamine  oxidase  inhibitor 
ons  have  not  been  seen  with  niami: 

Acute  and  chronic  toxicity  studies  show  this  di 
tinctive  freedom  from  toxicity.  Moreover,  durii 
the  extensive  clinical  trials  of  niamid  by  a lar 
number  of  investigators,  not  only  has  no  liver  dai 
age  been  reported,  but  only  in  a very  few  isolat 
instances  have  hypotensive  effects  been  seen. 

bsence  of  toxicity  may  be  the  result  of  tl 
unique  c arboxamide  group  in  the  niamid  molecui 
is  structure  may  explain  why  niamid  is  excreti 
largely  unchanged  in  the  urine,  with  only  insigni 
cant  quantities  of  potentially  free  hydrazine  beii 
formed.  Previously,  where  a monoamine  oxida 
inhibitor  had  been  associated  with  hepatic  toxicit 
there  was  some  evidence  that  substantial  quantiti 
of  free  hydrazine  were  formed  in  the  body. 

ckground  of  NIAMID 


"trademark  for  brand  of  nialamide 


r advance  in  the  treatment  of  mental  d 
pression  came  with  a newer  understanding  of  tl 
influence  of  brain  serotonin  and  norepinephrine  < 
the  mood.  Levels  of  both  these  neuro-hormones  a 
decreased  in  animals  under  experimental  cone 
tions  analogous  to  depression;  relief  of  these  mod 
depressions  is  seen  with  a rise  in  the  levels  of  bo 
Serotonin  and  norepinephrine. 

A second  advance  came  with  the  development 
monoamine  oxidase  inhibitors,  substances  whi< 
raise  the  cerebral  level  of  both  serotonin  and  no 
epinephrine.  The  first  of  the  amine  oxidase  inhit 
tors  raised  the  cerebral  level  of  serotonin,  but  d 
not  appear  to  raise  that  of  norepinephrine  lev* 
proportionately. 


Science  for  the  world’s  well-being  ’ 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


Attention  at  Pfizer  Research  was  then  directed  to 
a new  drug  that  would  overcome  this  disadvantage. 
niamid  significantly  raises  the  cerebral  level  of 
both  serotonin  and  norepinephrine  under  experi- 
mental conditions. 

The  dramatic  discovery  of  niamid  now  makes 
available  an  extremely  effective,  safe  antidepres- 
sant for  the  successful  treatment  of  a full  range 
of  depressive  states. 

Precautions 

Side  effects  are  most  often  minor  and  mild  mani- 
festations of  central  nervous  system  stimulation, 
modifiable  by  reduction  in  dosage;  these  may  take 
the  form  of  restlessness,  insomnia,  headache,  weak- 
ness, vertigo,  dry  mouth,  and  perspiration.  Care 
should  be  taken  when  niamid  is  used  with  chloro- 
thiazide compounds,  since  hypotensive  effects  have 
been  noted  in  some  patients  receiving  combined 
therapy— even  though  hypotension  has  rarely  been 
noted  with  niamid  alone.  There  has  been  no  evi- 
dence of  liver  damage  in  patients  on  niamid;  how- 
ever, in  patients  who  have  any  history  of  liver 
disease,  the  possibility  of  hepatic  reactions  should 
be  kept  in  mind. 

Dosage  and  Administration 

Start  with  75  mg.  daily  in  single  or  divided  doses. 
After  a week  or  more,  revise  the  daily  dosage  up- 
ward or  downward,  depending  upon  the  response 
and  tolerance,  in  steps  of  one  or  one-half  25  mg. 
tablet.  Once  satisfactory  response  has  been  attained, 
the  dosage  of  niamid  may  be  reduced  gradually  to 
the  maintenance  level. 

The  therapeutic  action  of  NIAMID  is  gradual,  not 
immediate.  Many  patients  respond  within  a few 
days,  others  satisfactorily  in  7 to  14  days.  Some 
patients,  particularly  chronically  depressed  or  re- 
gressed psychotics,  may  need  substantially  higher 
dosages  (as  much  as  200  mg.  daily  has  been  used) 
and  prolonged  administration  before  responses  are 
achieved. 

Supply 

niamid  is  available  in:  25  mg.,  pink,  scored  tablets 
in  bottles  of  100;  and  100  mg.,  orange,  scored  tablets 
in  bottles  of  100. 

References 

Complete  bibliography  and  Professional  Informa- 
tion Booklet  are  available  on  request. 
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NIAMID 

the  mood  hrightener 
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E.  K.  NEIDICH,  M.  D.,  D.  A.  B.  R. 

RADIOLOGY 

Memorial  General  Hospital  JAckson  6-2411  Las  Cruces,  N.  M. 

WALLACE  E.  NISSEN,  M.  D„  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D„  F.  A.  C S. 


GENERAL  SURGERY 


Medical  Arts  Square 
801  Encino  Place,  Suite  35 


3-2251 


Albuquerque,  N.  M. 


F.  KEITH  OEHLSCHLAGER,  M.D. 

OBSTETRICS  & GYNECOLOGY 
STERILITY 


1167  E.  42nd  St. 
Suites  5 & 6 


Sherwood  Medical  Center 
Odessa,  Texas 


Phone 
EM  6-4447 


THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D„  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D„  F.  A.  C.  S. 

RAY  FIFE,  M.  D. 

6IDNEY  L.  STOVALL,  M.  D„  F.  A.  C.  S. 

THOMAS  H.  TABER,  JR.,  M.  D„  F.  A.  C.  S. 
Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  North  Third  Street — Phone  CRestwood  7-6211 — Phoenix,  Aril. 

JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S..  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

508  Professional  Building  AL  8-8074  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.D.S. 

GENERAL  DENTISTRY 


Bldg.  I,  Suite  E 

Phone  KE  3-1245 


1501  Arizona  Ave. 
El  Paso  Medical  Center  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 


Suite  5D 

El  Paso  Medical  Center 


KE  2-1385 


1501  Arizona  Ave. 
El  Paso,  Texas 


JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  and  ENDOCRINOLOGY 

706  Professional  Building 

Phoenix,  Arizona 


15  E.  Monroe 


Phone  ALpine  2-3577 


DONALD  RATHBUN,  M.D. 

NEUROLOGY 

and 

Internal  Medicine 


Suite  4-B 

El  Paso  Medical  Center 


KE  2-8778 


1501  Arizona  Ave. 
El  Paso,  Texas 


VINCENT  M.  RAVEL,  M.D. 
CHARLES  C.  McVAUGH,  M.D. 
WILLIAM  H.  MELTON,  M.D. 

Diplomates  American  Board  of  Radiology 

RADIOLOGY  — RADIO-ISOTOPES 
COBALT60  — TELETHERAPY 

616  Mills  Building  KE  2-3459 

800  Montana  Avenue  KE  2-1126 

El  Paso,  Texas 

HERMAN  RICE,  M.D. 

Practice  Limited  to  General  Surgery 
El  Paso  Medical  Center 


Bldg.  4-B 
Phone  KE  3-8051 


1501  Arizona  Ave. 
El  Paso,  Texas 


RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D.,  F.  A.  C.  C. 

(Certified  by  the  American  Board  of  Internal  Medicine) 


INTERNAL  MEDICINE 


CARDIOLOGY 


WALTER  W.  WOLLMANN,  M.  D.,  F.  A.  C.  S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  KE  3-1601  El  Paso,  Texes 

CECIL  A.  ROBINSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Practice  Limited  to  Orthopaedics 
III  No.  Pine  Street  JU  6-2541  Kermit,  Texas 

S.  PERRY  ROGERS,  M.  D. 

W.  HUNTER  VAUGHAN,  M.  D. 

(Diplomates  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Ave. 


Phone  KE  2-4433 


El  Paso,  Texas 
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WILLARD  W.  SCHUESSLER,  M.D. 
DONALD  H.  EWALT,  M.D. 

Diplomates  of  the  American  Board  of  Plastic  Surgery 
Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  Ave.  Medical  Center,  Suite  4-C 

El  Paso,  Texas 

ROBERT  HEALY  STEVENS,  B.  S„  M.  D„ 

F.  C.  C.  P. 

ALLERGY  — INTERNAL  MEDICINE 
1313  N.  Second  St.  AL  4-8841  Phoenix,  Arizona 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 

NEWTON  F.  WALKER,  M.  D. 
BRADFORD  HARDIE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

First  National  Bldg.  KE  2-1495  El  Paso,  Texas 

C.  S.  STONE,  M.D.,  F.A.C.S. 

A.  J.  JENSON,  B.A.,  M.D. 

Phones:  3-5323  - 3-3033  - 3-4427 
301  East  Cain  Street  Hobbs,  N.  M. 

O.  J.  SHAFFER,  D.  D.  S„  F.  A.  C.  D. 

'Diplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  i 50 1 Arizona  Ave. 

Phone  Kb  3-4742  El  Paso,  Texas 

JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

BEN  Z.  TABER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Avenue  KE  2-4631  El  Paso,  Texas 

D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

Box  367  Phone  584  Ft.  Stockton,  Texas 

WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

Suite  1 1 A Office  KE  2-916/  1501  Arizona  Ava. 

El  Paso  Medical  Cente-  Home  JU  4-0553  El  Paso,  Texas 

EUGENE  P.  SIMMS,  M.  D. 

--  GENERAL  PRACTICE  - 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

M.  D.  THOMAS,  M.  D. 

Diplomate  American  Board  of  Anesthesiology 
Suite  1 2-D  KE  3-3745 

1501  Arizona  Ave.  El  Paso,  Texas 

El  Paso  Medical  Center 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 

DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-6172  El  Paso,  Texas 

ROBERT  F.  THOMPSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  Mills  Bldg.  KE  2-4321  El  Paso,  Texas 

WILLIAM  G.  SMITH,  M.  D. 

Diplomate  American  Board  of  Proctology 
Practice  Limited  to  Surgical  Diseases 
of  the  Anus,  Rectum  and  Colon 

1501  Arizona  Ave.  El  Paso  Medical  Center  El  Paso 

KE  2-3286  Texas 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

EAR,  NOSE  AND  THROAT 

Bronchoscopy  — Esophagoscopy 
307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  2-9449  El  Paso,  Texas 

TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  M.  D. 

DELPHIN  von  BRIESEN,  M.  D. 

HELEN  W.  ANDERSON,  M.  D. 

MEDICAL  CENTER 

1501  Arizona  Ave.  Phone:  KE  2-4689 

Building  No.  6 El  Paso,  Texas 
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HARRY  H.  VARNER,  M.  D. 

LEIGH  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 

GENERAL  SURGERY 

Suite  5E  1501  Arizona  Ave. 

El  Paso  Medical  Center 

Phone  KE  2-6529  El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 


^J4otel  <2)iVn 

^ liter  i 

^Jlospitcif 


the  Clock. 

EL  PASO,  TEXAS 

Fully  Approved  by  the 
Joint  Commission  on  Accreditation 
of  Hospitals. 

Latest  Facilities  For  All  Services. 
Emergency  Sendee  Around 


^_JJote(  d£)ieu 

ScLolof 

uriing 


Fully  approved  by  the 
National  Nursing  Accrediting 
Service. 

Applicants  May  Apply 
To 

Sister  Mildred  Mary,  Director 


EL  PASO,  TEXAS 


Mod  2>uu  S-kool 

of  riUcJ 

~Jecknoloqu 


Fully  Approved  by  the  American 
Medical  Association,  American 
Society  of  Clinical  Pathologists, 
and  Registry  of  Medical  Tech- 
nologists. 

EL  PASO,  TEXAS 


Southwestern  General  Hospital 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

Member  Hospital: 

American  Hospital  Association 
Texas  Hospital  Association 
Blue  Cross  of  Texas 


COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 
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GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  12  Conveniently  Located  Stores 
EL  PASO,  TEXAS  YSLETA,  TEXAS 

SOUTHWESTERN  MEDICINE 


PROFESSIONAL  X-RAY 

AND 

CLINICAL  LABORATORY 

507  Professional  Bldg.  * Phoenix,  Arizona 

PHONE  ALpine  3-4105 
AND 

MEDICAL  CENTER  X-RAY 

AND 

CLINICAL  LABORATORY 

1313  North  2nd  Street  • Phoenix,  Arizona 

PHONE  ALpine  8-3484 
DIAGNOSTIC  X-RAY  — X-RAY  THERAPY 
RADIUM  THERAPY  — CLINICAL  PATHOLOGY 
TISSUE  PATHOLOGY  —ELECTROCARDIOGRAPHY 
BASAL  METABOLISM 
R.  Lee  Foster,  M.  D.,  Director 
Martin  L.  List,  M.  D.,  Radiologist 
George  A.  Gentner,  M.  D.,  Radiologist 
Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.  D„  Consultant  Pathologist 


OVERTON  CLINIC 

300  Hughes  Building  PAMPA,  TEXAS 

M.  C.  Overton,  Jr.,  M.  D. 

Surgery  and  Gynecology 

E.  S.  Williams,  M.  D. 

Pediatrics  and  Obstetrics 

J.  R.  Donaldson,  M.  D 

Surgery 

G.  R.  Hrdlicka,  M.  D. 

Radiology 

C.  M.  Lang,  M.  D. 

Surgery 

R.  W.  Moore,  M.  D. 

Internal  Medicine 


The  Clinic-Hospital  of  San  Angelo 


D.  D.  WALL,  M.  D. 

Obstetrics  & Gynecology 

R.  M.  FINKS,  M.  D. 

Pediatrics 

M.  D.  KNIGHT,  M.  D. 

Surgery 

Consultants  in  Radiology 

JOHN  E.  BALLARD,  M.  D 
JOHN  G.  BOLEN,  M.  D. 

224-234  W.  Beauregard  Ave. 


W.  H.  BRAUNS,  M.  D. 

internal  Medicine 

ROY  E.  MOON,  M.  D. 

Obstetrics  & Gynecology 

CHAS.  F.  ENGELKING,  M.D. 

Ear,  Nose  and  Throat 

DALE  W.  HAYTER,  M.  D. 


R.  A.  MORSE,  M.  D. 

Internal  Medicine 

RALPH  R.  CHASE,  M.  D. 

Pediatrics 

TOM  R.  HUNTER,  M.  D. 

Surgery 


Ophthalmology 

Consultant  in  Pathology 

LLOYD  R.  HERSHBERGER,  M.  D. 

J.  B.  ADCOCK,  Administrator  San  Angelo,  Texas 


Serving  You  365  Days  A Year 

SOUTHWEST  BLOOD  BANKS 

JOHN  B.  ALSEVER,  M.D.,  General  Medical  Director 

Federally  Licensed  and  Supervised  by  Physicians  from  the  Southwest  to  Provide  Blood  and  Plasma 

of  Highest  Quality  on  a 24-Hour  Basis. 

ALBUQUERQUE  — EL  PASO  — HARLINGEN 
HOUSTON  — LUBBOCK  — PHOENIX  — SAN  ANTONIO 
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Front  View  — Enclosed  Patio 


Sandia  Ranch  Sanatorium 

Rt  4,  Box  4104  Phone  4-3273  Albuquerque,  New  Mexico 


Licensed  by  State  Health  Department  as  a Psychiatric  Hospital  of  50  Beds 
For  the  Care  and  Treatment  ol  Nervous  or  Mental  Disorders 

VARIOUS  ACCEPTED  FORMS  OF  THERAPY  AVAILABLE 

OCCUPATIONAL  THERAPY  AND  OUTDOOR  ACTIVITIES 

CLINICAL  LABORATORY  AND  ELECTROENCEPHALOGRAM 
LIMITED  FACILITIES  FOR  DOMICILIARY  CARE 


Favorable  Year  Round  Climate 
JOHN  W.  MYERS, 

ALAN  JACOBSON,  M.D.,  Psychiatrist 

— 20  Acres  Landscaped  Grounds 

4.  D.,  Medical  Director 

FRED  W.  LANGNER,  M.  D.,  Psychiatrist 

EDWARD  JOHN  ETTL,  M.D.,  F.C.A.P. 

UNIFORMS 

Doctors  • Nurses  • Interns  • Technicians 

Poplin,  Nylon,  Dacron 
White  and  Colors 

Certified  by  the  American  Board  of  Pathology 

SURE-FIT  UNIFORM  CO. 

412  N.  Oregon  St.  KE  2-1374  El  Paso,  Texas 

★ 

RICHARD  E.  MARTIN 

Pathology  Consultation 

MARTIN  MORTUARY 

★ 

Autopsy  Service 

Dial  KE  2-3691 

710  N.  Stanton  St.  El  Paso,  Texas 

★ 

Medico-Legal  Medicine 

WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 

★ 

NEVER  Without  a 
Registered  Pharmacist  on  Duty 

Private  Plane  Service 

3317  Fort  Blvd.  L0  6-4351  El  Paso,  Texas 

• 

Direct  Physician's  Phone  to 

Prescription  Department  — KE  3-2352 

FREE  DELIVERY 
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SOUTHWESTERN  MEDICINE 


THE 

HOUSE- CALL 
ANTIBIOTIC 


COSA-SIGNEMYCIN 

glucosamine-potentiated  tetracycline  with  triacetyloleandomycin 


• wide  range  of  action  is  reassuring  when  culture  and 
sensitivity  tests  are  impractical 

• effectiveness  demonstrated  by  use  in  more  than  6,000,000 
patients  since  original  product  introduction  (1956) 


Capsules 
( green  & white ) 
125  mg. 

250  mg. 


Oral  Suspension 
( raspberry-flavored) 

2 oz.  bottle,  125  mg. 
per  teaspoonful (5  cc.) 


Pediatric  Drops 
( raspberry- flavor ed) 

10  cc.  bottle  (with 
calibrated  dropper), 

5 mg.  per  drop  (100  mg. 
per  cc.) 


A Professional  Information  Booklet  providing  complete  details 
on  Cosa-Signemycin  is  available  on  request. 


'zer)  Science  for  the  world’s  well-being ™ 


PRIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 
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CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


5 05  5 north  thirty  FOURTH  street  phoenix,  Arizona  OTTO  L.  BENDHEIM,  M.  D.,  F.  A.  P.  A.,  Med.  Dir. 

CRestwood  7-7431 


PHOENIX  INSTITUTE  OF  NEUROLOGY  AND  PSYCHIATRY 


DU  T T O N 
LABORATORY 

L.  O.  Dutton,  M.  D. 

Frederick  Bornstein,  M.  D. 

Rita  L.  Don,  M.  D. 

J.  A.  Hancock,  Ph.  D. 

Now  Available  for  Physicians,  Hospitals 
and  Laboratories 

A COMPLETE  MEDICAL 
LABORATORY  SERVICE 

In  addition  to  the  usual  procedures,  the  more 
complete  chemical  determinations  of  Protein 
Bound  Iodine,  Steroids,  etc.,  are  offered. 

Autopsy  procedures  with  special  attention  to 
medico-legal  aspects  are  available. 

616  Mills  Bldg.  KE  2-3671 


Give  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from  level 
of  shoulders  to  tip  of  sacrum;  circumference  of 
pelvis  above  trochanters;  circumference  of  waist; 
height  and  weight. 

CHRISTOPHER'S 

BRACE  AND  LIMB  CO. 

2231  Montana  St. 
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El  Paso,  Texas 


KE  2-9690 


EL  PASO,  TEXAS 

SOUTHWESTERN  MEDICINE 


HARDING  and  ORR 

Funeral  Home 


EL  PASO,  TEXAS 

320  Montana 


KE  3-1646 


We  Carry  A Complete  Line  ot 

DIABETIC  FOODS  AND  SUPPLIES 

McKEE  PRESCRIPTION  PHARMACY 

107  East  San  Antonio  St.,  El  Paso 
Dial  KE  2-2693 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Sf.  KE  3-0952  Ei  Paso,  Texas 

Nights  — Call  LO  5-0359,  or  LO  5-3060 

On!y  at  the  Popular  in  El  Paso  . . . 

Stacy  Adams  Footwear 

POPULAR  DRY  GOODS  CO. 


j »M  t 


ONTROLLED 
THOUT  SURGERY 


• Enlargement  reduced 92% 

• Nocturia  relieved 95% 

• Urgent  urination  relieved 81% 

• Frequency  urination  reduced 73% 

• Discomfort  relieved 71% 

• Delayed  micturition  relieved 70% 


C.  G.  McDow  and  Son,  Props. 

Rio  Grande  Pharmacy 

419-421  South  Stanton  St.  KE  2-4473  El  Paso,  Texas 

Raster  & Maxon 


The  need  for  conservative  measures,  rather  than  radical 
surgery  for  benign  prostatic  hypertrophy  is  indicated  by 
the  comparatively  low  death  rate  from  this  condition. 

PROSTALL  Capsules  contain  6 gr.  of  a mixture  of 
aminoacetic  acid  (glycine)  glutamic  acid  and  alanine. 
The  recommended  dosage,  2 Prostall  Capsules,  3 times 
daily  for  2 weeks,  thereafter  1 capsule  3 times  daily  for 
a minimum  of  3 months  for  marked  improvement. 


Funeral  Home 

El  Paso,  Texas 


KE  2-3431 


For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 


Ihe  while  house 


MEDICAL  CENTER 
PHARMACY 

YOUR  PROFESSIONAL  PHARMACY 
IN  THE  NEW  MEDICAL  CENTER 

phone  2-6968-69 


16t>l  ARIZONA  ST. 


EL  PASO.  TEXAS 


Supplied  in  bottles  of  100  and  250  capsules.  Available 
at  all  pharmacies. 


Write  for  a reprint  of  the  above  mentioned  article 
and  professional  literature.  Use  the  coupon  below. 


METABOLIC  PRODUCTS  CORP.  SWM-9 

Little  Bldg.,  Boston  16,  Mass. 

Gentlemen: 

Kindly  send  me  without  obligation: 

□ Professional  Literature. 

□ Reprint  of  the  clinical  report. 

Name 

Address 

City Zone  State 
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|Qm  What  is  the  diagnosis... 


Mrs.  X,  age  35 — physical  findings  negative. 


Complaints : Constipation,  alternating  with  periods  of  diarrhea, 
tenesmus,  flatulence,  colicky  pains,  easy  fatig- 
ability, anorexia,  periodic  dull  headaches  and 
muscle  pains. 

Many  times  these  symptoms  point  to  E.  histolytica , the  parasite 
most  often  misdiagnosed,1  and  far  more  prevalent  than  gener- 
ally suspected.234 

Accurate  diagnosis  of  amebiasis  can  be  made  with  the  MOAN 
TEST  on  a single  5 cc.  blood  sample.  More  dependable  than 
fecal  examination ; no  special  laboratory  equipment  or  training. 


Write  for  descriptive  literature: 


1.  Elsdon— Dew,  R.:  S.  Afr.  Med.  J. 
32:89  (Jan.,  1958) 


MOB  AC  LABORATORIES 

85  Lansdowne  Avenue  • Lansdowne,  Penna. 


Webster,  B H.:  Am  Pract.  & Dig. 
Treat.  9:897  (June,  1958) 

D' Antoni.  J.  S. : New  Orleans  Med. 
& Surg.  J.  102:55  (Aug.,  1949) 
Rinehart.  R.  E.,  Marcus,  H. : North- 
west Med.  54:708  (July.  1955) 


TIP' 


y s 

EXAMINATION  TABLE  ROLLS 

All  Sizes  Available 
Smooth  and  Crepe  Paper 

PROFESSIONAL  TOWELS 

Best  Quality  Cellulose 
White  and  Green 

ASK  YOUR  SUPPLIER  FOR  TIDI. 

TIDI  PRODUCTS  are  always  of  best  quality, 
uniform,  and  economical  in  use. 

Distributed  throughout  the  USA 

M’fd.  by  TIDI  PRODUCTS,  Pomona,  California 


SAN  ANTONIO.  TEXAS 

I I 


^Psslon 

Pharmacal  Co. 


X-  0- 

The 

is  analogous  to  a 
stance  found  in  prunes 
Is  not  absorbed  from 
the  digestive  tract. 
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SOUTHWESTERN  MEDICINE 


New  revitalizing  tonic 
brightens  & 

the  second  half  of  life! 


Ritonic 


£ 


A sense  of  frustration  and  inadequacy,  faulty  nutrition,  waning 
gonadal  function  — RITONIC  meets  all  these  problems  of  middle  age  and 
senile  let-down.  The  unique  combination  of  RITALIN,  the 
safe  central  stimulant,  with  a balanced  complement  of  vitamins,  calcium,  ( 
and  hormones  acts  to  renew  vitality,  re-establish  hormonal 
and  anabolic  benefits,  and  improve  nutritional  status. 


“We  found  Ritonic  to  be  a safe,  effective  geriatric 
supplement . . .”1  “Patients  reported  an  increase  in 
alertness,  vitality  and  sense  of  well  being.”2 


PRESCRIBE  RITONIC 

for  your  geriatric  patients,  your  middle-aged  patients  and  your  postmenopausal  patients. 


Each  Ritonic  Capsule  contains : 


Ritalin®  hydrochloride 
methyltcstosterone 
ethinyl  estradiol 
thiamin  (vitamin  B\) 
riboflavin  (vitamin  B2) 
pyridoxin  (vitamin  Bo) 
vitamin  B i2  activity 
nicotinamide 
dicalcium  phosphate 


5 mg. 

1.25  mg. 

5 micrograms 
5 mg. 

1 mg. 

2 mg. 

2 micrograms 
25  mg. 

250  mg. 


Dosage : 
Supplied : 
References : 

RITALIN® 


One  Ritonic  Capsule  in  mid-morning  and  one  in  mid-afternoon. 
Ritonic  CAPSULES;  bottles  of  100. 

1.  Natenshon,  A.  L. : J.  Am.  Geriatrics  Soc.  6:534  (July)  1958. 

2.  Bachrach,  S. : To  be  published. 

hydrochloride  (methylphenidate  hydrochloride  CIBA) 


c 


I B A 


SUMMIT.  N.  J. 
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Ideal! 


y 
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Suited  lor 

Long-Term 

Therapy* 


just  two  tablets 
at  bedtime 

After  full  effect 
one  tablet 
suffices 


* Because 


Rauwiloid  provides  effective  Rauwolfia 

action  virtually  free  from  serious  side  effects... 

the  smooth  therapeutic  efficacy  of  Rauwiloid 

,,,,  , . , is  associated  with  a lower  incidence  of  certain 

When  more  potent  drugs  are 

needed,  prescribe  one  of  the  con-  unwanted  side  effects  than  is  reserpine. . . and 
venient  single-tablet  combinations 


with  a lower  incidence  of  depression.  Toler- 
ance does  not  develop. 

Rauwiloid  can  be  initial  therapy  for  most 
Rauwiloid^+Hexamethonium  hypertensive  patients ...  Dosage  adjustment 

alseroxylon  1 mg.  and  hexamethonium  . 

chloride  dihydrate  250  mg.  is  rarely  a problem. 


Rauwiloid*  + Veriloid6 

alseroxylon  1 mg.  and  alkavervir  3 mg. 
or 


Many  patients  with  severe  hypertension  can  be  main- 
tained on  Rauwiloid  alone  after  desired  blood  pressure 
levels  are  reached  with  combination  medication. 


'ih 


Norlhridgc,  California 
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ILOSONE  WORKS  to  assure  a more  decisive  response 

When  the  infection  keeps  coming  back,  it  may  well  be  that  a more  decisive  antibiotic  attack  is  indicated. 
In  such  cases,  Ilosone  consistently  provides  a prompt,  high  level  of  antibacterial  activity  in  the  patient’s 
serum.  Ilosone  is  bactericidal  against  both  streptococci  and  pneumococci  and  has  been  reported  par- 
ticularly effective  against  staphylococcus  infections  in  clinical  investigation.1 

Usual  dosage:  For  adults  and  children  over  fifty  pounds,  250  mg.  every  six  hours.  For  optimal  effect, 
administer  on  an  empty  stomach.  Ilosone  is  supplied  in  Pulvules®  of  125  mg.  and  250  mg.,  in  bottles 
of  24  and  100. 

1.  J.A.M.A.,  270.184  (May  9),  1959. 

Ilosone®  (propionyl  erythromycin  ester,  Lilly) 
ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


CONTROL 

vertigo,  dizziness... 

AND 

ELEVATE  THE 


with  Dramamine-D 

brand  of  dimenhydrinate  with  dextro-amphetamine  sulfate 
“Disturbances  of  balance  resulting  from  vestibular  disorders  have  long  been  known  to  lead 
to  severe  anxiety.”* 

Vertigo— whether  of  organic  or  functional  origin— tends  to  leave  depression  in  its  wake. 
Dramamine-D  is  a therapeutic  combination  designed  for  treatment  of  the  entire  vertigo- 
reaction  syndrome.  Each  tablet  contains  dimenhydrinate  (50  mg.)  to  control  dizziness, 
and  dextro-amphetamine  sulfate  (5  mg.)  to  elevate  the  mood. 

*Pratt,  R.  T.  C.,  and  McKenzie,  W.:  Anxiety  States  Following  Vestibular  Disorders,  Lancet  2:347  (Aug.  16)  1958. 


Dramamine® 


available  as  tablets,  ampuls,  liquid,  suppositories 


Research  in  the  Service  of  Medicine 
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trouble 


waters 


TABLETS  • CAPSULES  • ELIXIR  • EXTEN 


In  each  Tablet, 
Capsule  or  Isp. 

(5  cc.)  of  Elixir 

Hyoscyamine  sulfate 
0.1037  mg. 
Atropine  sulfate 

0.0194  mg. 

Hyoscine  hydrobromide 
0.0065  mg. 
Phenobarbital 

(Va  gr.)  16.2  mg. 


Prescribed  by  more  physicL 
than  any  other  antispasm c 
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Providence  Memorial  Hospital 

The  Modern  Hospital  of  the  Southwest 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
ISOTOPE  THERAPY  AND  STUDIES  COBALT  60  ROTATIONAL  TELETHERAPY  UNIT 

OUTSTANDING  CHEMISTRY  LABORATORY 

FACILITIES  FOR  PSYCHIATRIC  THERAPY  ELECTROENCEPHALOGRAPHIC  LABORATORY 

2001  North  Oregon  Street  • El  Paso,  Texas 
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For  arthritic  M.S.: 
full  corticosteroid 
benefits  from  new 
Gammacorten™ 


Patient  M . S . , 81,  at  the  time  of 
the  first  visit  was  in  severe  pain 
and  very  uncomfortable . Complained 
of  swelling  of  wrists,  legs  and  var- 
ious joints;  pain  and  stiffness  in 
cervical  area  and  lower  spine;  pain, 
swelling  and  limited  motion  in  the 
fingers;  slight  ulnar  deviation  of 
the  hand.  M.S.  demonstrates  posi- 
tion necessary  to  put  on  his  hat 
(motion  was  so  restricted  that  he 
could  not  comb  his  hair)  . 

Gammaconben 

(dexamethasone  CIBA) 

• potent,  effective  corticosteroid 

• profound  anti-inflammatory  activity 

• minimal  side  effects 

From  the  files  of  a practicing 
physician.  Photographs  used  with 
permission  of  the  patient. 

SUPPLIED:  GAMMACORTEN  Tablets, 

0.75  mg.  (pink,  scored). 


CIBA 


2/2723MK  SUMMIT,  N.  J. 


Treatment  and  Result:  After  36  hours 
of  GAMMACORTEN  therapy,  M.S.  had 
"complete  relief ."  Joint  swelling 
had  decreased,  pain  was  almost  ab- 
sent, range  of  motion  had  increased 
dramatically.  At  the  end  of  the 
first  week  of  GAMMACORTEN  he  was 
free  of  discomfort  and  able  to 
return  to  his  job  as  a porter.  M.S. 
could  put  on  his  hat  normally, 
could  comb  hair;  joint  function 
near-normal  after  first  week  . 
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For  the  first  time 

CONVENIENCE  and  ECONOMY 

for  that  all-important  first  dose 
of  broad-spectrum  antibiotic  therapy 
New 


TERRAMYCIN* 

brand  of  oxytetracycline 

INTRAMUSCULAR 

SOLUTION 

Initiation  of  therapy  in  minutes  after  diagnosis 
with  new,  ready- to-inject  Terramycin  Intra- 
muscular Solution  provides  maximum,  sustained 
absorption  of  potent  broad-spectrum  activity. 

. . . and  for  continued,  compatible, 
coordinated  therapy 

COSA-TE  RRAMYCIN 

oxytetracycline  with  glucosamine 

CAPSULES 

Continuation  with  oral  Cosa-Terramycin 
every  six  hours  will  provide  highly  effective 
antibacterial  serum  and  tissue  levels  for 
prompt  infection  control. 

The  unsurpassed  record  of  clinical  effectiveness 
and  safety  established  for  Terramycin 
is  your  guide  to  successful  antibiotic  therapy. 


Supply: 

Terramycin  Intramuscular  Solution* 

100  mg./2  cc.  ampules 
250  mg./2  cc.  ampules 

Cosa-Terramycin  Capsules 
125  mg.  and  250  mg. 

Cosa-Terramycin  is  also  available  as: 
Cosa-Terramycin  Oral  Suspension  — peach  flavored, 
125  mg./5  cc.,  2 oz.  bottle 

Cosa-Terramycin  Pediatric  Drops  — peach  flavored, 
5 mg./drop  (100  mg./cc.),  10  cc.  bottle 
with  plastic  calibrated  dropper 

Complete  information  on  Terramycin  Intramuscular 
Solution  and  Cosa-Terramycin  oral  forms  is 
available  through  your  Pfizer  Representative  or  the 
Medical  Department,  Pfizer  Laboratories. 


Science  for  the  world’s  well-being ™ 


♦Contains  2%  Xylocaine®  (lidocaine),  trademark 
of  Astra  Pharmaceutical  Products,  Inc. 

Pfizer  laboratories.  Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 


nauseated  or  vomiting  patients 
respond  quickly  and  routinely  to 


H perphenazine 

MUCH  MORE  ACTIVE  ANTIEMETIC  effect  per  milligram 
dosage  than  with  other  phenothiazines 

MINUS  the  danger  of  significant  hypotensive  reaction 
PLUS  maintenance  of  alertness  and  regular  activity 
MINUS  pain  or  irritation  on  deep  1M  injection 

PLUS  convenient  administration  with  one  of  5 dosage  forms 
(Trilafon  Injection,  Suppositories,  Syrup,  Repetabs,’^  Tablets) 


PROVED  CONTROL  OF  VOMITING  OR  NAUSEA 
ASSOCIATED  WITH 


INFECTION 

{e.g.,  gastroenteritis,  pyelitis) 

DRUG  THERAPY 

(e.g.,  digitalis,  nitrogen  mustard,  aminophylline) 
TOXICOSIS 

(e.g.,  uremia,  diabetic  acidosis,  leukemia, 
carcinomatosis) 


MORNING  SICKNESS 


HYPEREMESIS  GRAVIDARUM 


OPERATIVE  PROCEDURES 


MENIERE’S  SYNDROME 


RADIATION  SICKNESS 


PSYCHOGENIC  PHENOMENA 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


INI  I AM  ID 

the  mood  brightener 

EFFECTIVE  AND  WELL  TOLERATED 

in  depression 

NIAMID  has  been  found  to  be  strikingly  effective  and  well  tolerated  in  a broad 
range  of  depressive  states  including  a wide  variety  of  the  milder  depressive 
syndromes,  as  well  as  the  masked  depression  so  frequently  seen  in  general 
practice.  These  syndromes  include : depression  associated  with  the  meno- 
pause, postoperative  depressive  states  and  senile  depression;  depression 
accompanying  chronic  or  incurable  illness,  such  as  gastrointestinal  and 
cardiovascular  disorders  and  inoperable  cancer. 

in  angina  pectoris 

NIAMID,  in  intensive  clinical  tests,  has  proved  to  have  a high  degree  of  safety  j 
and  to  be  a valuable  adjunct  in  the  management  of  the  anginal  syndrome. 
NIAMID  produces  striking  symptomatic  improvement  in  angina  patients—  | 
markedly  reduces  the  pain,  severity  and  frequency  of  anginal  episodes, 
reduces  nitroglycerin  requirements,  and  provides  an  increased  sense  of  well- 
being. Since  dramatic  improvement  is  seen  in  some  patients,  it  is  wise  to 
advise  the  patient  against  overexertion  — his  disorder  still  holds  potential 
dangers  despite  relief  of  symptoms. 


dosage:  Start  with  75  mg.  daily  in  single  or  divided  doses.  After  a week  or  more, 
adjust  the  dosage,  depending  upon  patient  response,  in  steps  of  one  or  one-half  25 
mg.  tablet.  Once  improvement  is  seen,  gradually  reduce  dosage  to  the  maintenance 
level.  Many  patients  respond  to  NIAMID  within  a few  days,  others  in  7 to  14  days. 
A few  patients  may  require  as  much  as  200  mg.  daily  over  a longer  period  of  time 
before  significant  improvement  is  seen. 

precautions:  Side  effects  are  infrequent  and  mild,  and  often  lessened  or  eliminated 
by  a reduction  in  dosage.  Hypotensive  effects  have  rarely  been  noted  and  no  jaundice 
or  other  evidence  of  liver  damage  has  been  reported  in  patients  receiving  niamid. 
However,  in  patients  with  a history  of  liver  disease,  the  possibility  of  hepatic  reac- 
tions should  be  kept  in  mind. 

supply:  niamid  is  available  as  25  mg.  (pink)  and  100  mg.  (orange)  scored  tablets. 

Already  clinically  proved  in  several  thousand  patients— 

Complete  references  and  a Professional  Information  Booklet  giving  detailed  infor- 
mation on  niamid  are  available  on  request. 


Science  for  the  world’s  well-being 


*Trademark  for  brand  of  nialamide 


Pfizer  laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 


This  is  Panalba 
performance... 


m pneumonia 

. . . into  a mixed  culture  of 
the  three  organisms 
commonly  involved  in 
pneumonia  . . . K.  pneu- 
moniae, Diplococcus 
pneumoniae , and 
Staphylococcus  aureus 
(in  this  case  a resistant 
strain)  ...  we  introduce 
the  five  most  frequently 
used  antibiotics. 

Twenty-four  hours  later 
(in  this  greatly  enlarged 
photograph),  note  that 
only  one  of  the  five 
leading  antibiotics  has 
stopped  all  the  organisms, 
including  the  resistant 
staph!  This  is  Panalba. 

In  your  next  pneumonia 
patient  ...  in  all  your 
patients  with  potentially- 
serious  infections  . . . 
provide  this  extra 
protection  with  your 
prescription  : 

Dosage— 1 or  2 capsules 
3 or  4 times  a day. 

Supplied— Capsules  containing 
Panmycin  phosphate  equivalent 
to  250  mg.  tetracycline 
hydrochloride,  and  125  mg. 

Albamycin  as  novobiocin 
• '•/"  sodium,  in  bottles  of  16  and  100. 

Now  available:  new  Panalba 
V Half-Strength  Capsules  in 

bottles  of  16  and  100. 

Panalba' 

(Panmycin*  Phosphate  plus  Albamycin*) 


The  broad-spectrum 
antibiotic  of 

resort 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan 


♦TRAOEMARK.  REG.  U.S.  PAT.  OF*. 
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The  Importance  of  Repeated  Examinations  in  Patients 
With  Iron  Deficiency  Anemia  of  Undetermined  Etiology Page  626 

By  Don  R.  Clark,  M.D.,  Roswell,  N.M.;  and 
Austin  S.  Weisberger,  M.D.,  Cleveland 


Aphorisms  and  Memorabilia  — Miscellaneous  Truths  and  Concepts.  Page  635 

Edited  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  N.M. 
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By  Rudolph  A.  Jaworski,  M.D.,  and  Alexander  A.  Jaworski,  M.D. 
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Frederick  P.  Bornstein,  M.D.,  Editor 
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Coming  Meetings 


American  Fracture  Association,  Annual  Meet- 
ing, New  Orleans,  Nov.  1-3,  1959. 

Southwest  Obstetrical  and  Gynecological  So- 
ciety, Annual  Meeting,  El  Mirador  Hotel,  Palm 
Springs,  Calif.,  Nov.  2 and  3,  1959. 

Omaha  Mid-West  Clinical  Society,  27th  Annual 
Postgraduate  Sessions,  Civic  Auditorium,  Omaha, 
Neb.,  Nov.  2-5,  1959. 

Southwestern  Medical  Association,  Annual 
Meeting,  Roswell,  N.  M.,  Nov.  5-7,  1959. 

Medical  Society  of  the  United  States  and  Mex- 
ico, Third  Annual  Meeting,  Hotel  Valley  Ho, 
Scottsdale,  Ariz.^  Dec.  2-4;  and  Las  Vegas,  Nev., 
Dec.  5-6,  1959.  Chairmen,  Dr.  A.  H.  Tallakson 
and  Dr.  Carlos  Greth,  2025  N.  Central  Ave., 
Phoenix. 


American  College  of  Chest  Physicians,  Colorado 
Chapter,  Postgraduate  Course,  Cardiopulmonary 
Disease  Seminars,  University  of  Colorado  Medical 
Center,  Denver,  Oct.  30-31,  1959. 

American  Medical  Association  13th  Clinical 

5 

Meeting,  Dallas  Memorial  Auditorium,  Dallas, 
Dec.  1-4,  1959. 

University  of  Colorado  School  of  Medicine,  Gen- 
eral Practice  Review,  Denver,  Jan.  10-16,  1960. 

Texas  District  One  Medical  Association,  An- 
nual Meeting,  Pecos  County  Club,  Pecos,  Tex., 
Feb.  4,  1960.  Chairman,  Dr.  Harold  Lindley,  206 
S.  Oak  St.,  Pecos. 
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SOUTHWESTERN  MEDICINE 


AN  EFFECTIVE  METHOD  TO  RELIEVE 


ASTHMA  SINUS 
ALLERGY  PATIENTS 


Hospital-accepted  Puritron  quickly  clears  any 
room  of  irritating  dust,  pollen,  smoke  and  odors. 

Puritron’s  unique  filtering  action  pulls  irritating 
dust,  pollen  and  smoke  out  of  the  air  . . . forces  them 
through  a superfine  fiberglas  filter.  The  air  then  passes 
through  a germicidal  ultra-violet  light  bath.  This  sani- 
tizing light  washes  the  air  electronically  — eliminates 
invisible  substances  that  can  often  trigger  allergic  reac- 
tions. 

Your  patients  breathe  easier  . . . sleep  better,  as 
Puritron  circulates  a constant  supply  of  clean.  Spring- 
fresh  air  — even  in  unventilated  rooms. 


U.S.  Pat.  Nos.  2,855,641  - 2,359,057 
other  patents  pending 


Names 

of 

Hospitals 

Using 

PURITRON 

Furnished 

on 

Request 


DOCTORS  WHO  TESTED  PURITRON  IN  THEIR  OWN  HOMES, 
ON  THEIR  OWN  FAMILIES  . . . 

IN  THEIR  OFFICES  AND  OPERATING  ROOMS  REPORT: 


“Within  a period  of  one  week  of  test- 
ing, the  Puritron  controlled  a stubborn 
form  of  respiratory  allergy  in  my 
daughter,  age  5.”  —A  Southern  Physician 

“Surpassed  all  expectations.  Performs 
miracles  for  a dust  allergy  patient.” 

—A  Pennsylvania  Physician 

“For  the  first  time  I woke  up  without 
sinus  trouble.”  —New  Jersey  M.D. 

“I  have  been  recommending  your  Puri- 
tron machine  . . . Some  of  my  patients 


have  purchased  the  machine  and  have 
found  it  to  work  excellently.  I myself 
have  used  it  now  for  some  time  and 
I also  can  say  that  the  machine  really 
works  pretty  well.” 

—A  New  England  Physician 

A famed  New  England  Allergist  in- 
stalled three  Puritrons  in  his  offices. 


A New  York  physician  has  discovered 
that  a Puritron  in  his  operating  room 
lessens  the  amount  of  mucous  present. 


Puritron’s  price:  $39.95.  Additional  information  on  request. 

$79.95  double-size  Office  Model  in  handsome  leather-tone 


ALWAYS  SOLD  WITH  A MONEY-BACK  GUARANTEE  OF  SATISFACTION 

IQ  1 1 I VF  |n  IlB  1 5 Stiles  Street 

■ V R I I R W W f New  Haven,  Conn. 
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CONTROLLED 
THOUT  SURGE 


A.  reported  in  the  Febroor,  1 959  toe  of 

Sootli-erfern  Med,^e  a 


• Enlargement  reduced 92% 

• Nocturia  relieved 95% 

• Urgent  urination  relieved 81% 

• Frequency  urination  reduced 73% 

• Discomfort  relieved 71% 

• Delayed  micturition  relieved 70% 


Q p 


yip' 


y s 

EXAMINATION  TABLE  ROLLS 

All  Sizes  Available 
Smooth  and  Crepe  Paper 

PROFESSIONAL  TOWELS 

Best  Quality  Cellulose 
White  and  Green 

ASK  YOUR  SUPPLIER  FOR  TIDI. 

TIDI  PRODUCTS  are  always  of  best  quality, 
uniform,  and  economical  in  use. 

Distributed  throughout  the  USA 

M’fd.  by  TIDI  PRODUCTS,  Pomona,  California 


The  need  for  conservative  measures,  rather  than  radical 
surgery  for  benign  prostatic  hypertrophy  is  indicated  by 
the  comparatively  low  death  rate  from  this  condition. 

PROSTALL  Capsules  contain  6 gr.  of  a mixture  of 
aminoacetic  acid  (glycine)  glutamic  acid  and  alanine. 
The  recommended  dosage,  2 Prostall  Capsules,  3 times 
daily  for  2 weeks,  thereafter  1 capsule  3 times  daily  for 
a minimum  of  3 months  for  marked  improvement. 

Supplied  in  bottles  of  100  and  250  capsules.  Available 
at  all  pharmacies. 


I » 

Write  for  a reprint  of  the  above  mentioned  article 
and  professional  literature.  Use  the  coupon  below. 


METABOLIC  PRODUCTS  CORP.  SWM-IO 

Little  Bldg.,  Boston  16,  Mass. 

Gentlemen: 

Kindly  send  me  without  obligation: 

□ Professional  Literature. 

□ Reprint  of  the  clinical  report. 

Name  

Address 

City  Zone  State 


n+ispasmodic  Action 


Four  times  more  po- 
tent than  atropine  in 
Depressing  Ganglionic 
Transmission 


Dqspepsia,  Nausea, 
Regurgitation 


Ulcers,  Cholecgstitis, 
Enteritis  or  Pelvic 
Disease 


e Pure  Synthetic  Alkaloid 


No  Drging,  Flushing 
or  Visual  Blur 


Mission  Pharmacal  Co. 

SAN  ANTONIO,  TEXAS 
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what  lurks  beyond  the  broad  spectrum? 

“Broad  spectrum”  has  evolved  into  an  especially  apt  term  to  describe  a growing  number  of  “specialized”  antibiotics. 
These  provide  the  best  means  of  destroying  pathogenic  bacteria  which  range  all  the  way  from  large  protozoa  through 
gram-negative  and  gram-positive  bacteria  to  certain  viruses  at  the  far  end  of  the  spectrum. 

But  beyond  the  spectrum  lurk  pathogenic  fungi.  Aggressive  infections  often  require  intensive  broad  spectrum  antibiotic 
attack.  It  becomes  more  apparent  every  day  that  fungal  superinfections  may  occur  during  or  following  a course  of  such 
therapy.12  Long  term  debilitating  disease,  diabetes,  pregnancy,  corticosteroid  therapy,  and  other  causes  may  predispose 
to  such  fungal  infections1 ,3,4  as  iatrogenic  moniliasis.  These  facts  complicate  the  administration  of  antibiotics. 
Mysteclin-V  controls  both  — infection  and  superinfection.  Mysteclin-V  makes  a telling  assault  on  bacterial  infections 
and,  in  addition,  prevents  the  potentially  dangerous  mondial  overgrowth.2,5'8  Mysteclin-V  is  a combination  of  the 
phosphate  complex  of  tetracycline  — for  reliable  control  of  most  infections  encountered  in  daily  practice  — and 
Mycostatin,  the  first  safe  antifungal  antibiotic. 

Case  history  after  case  history  marked  “recovered”  provides  clinical  evidence  of  the  special  merit  of  this  advance  in 
specially  designed  antibiotics.  When  you  prescribe  Mysteclin-V,  you  provide  “broad  therapy”  with  extra  protection  that 
extends  beyond  the  spectrum  of  ordinary  antibiotics.  ■.mti.,’*,  ... 


Supplied: 

Tetracycline  Phosphate 
Complex  equiv. 
Tetracycline  HC1  (mg.) 

Mycostatin 

units 

Mysteclin-V  Capsules  (per  capsule) 

250 

250,000 

Mysteclin-V  Half-Strength  Capsules 

(per  capsule) 

125 

125,000 

Mysteclin-V  Suspension  (per  s cc.) 

125 

125,000 

Mysteclin-V  Pediatric  Drops  (per  cc.  - 20  drops) 

100 

100,000 

References : 1.  Dowling.  H F : Postgrad.  Med.  23:594 
(June)  1958.  2.  Gimble.  A.  I ; Shea.  J.  G..  and  Katz.  S.: 
Antibiotics  Annual  1955-1956.  New  York.  Medical  Ency- 
clopedia Inc..  1956.  p.  676.  3.  Long.  P.  H . in  Kneeland. 
Y . Jr.,  and  Wortis.  S.  B Bull.  New  York  Acad.  Med 
33:552  (Aug.)  1957.  4.  Rein.  C R ; Lewis.  L A.,  and  Dick. 
L.  A.:  Antibiotic  Med  & Clin.  Ther.  4:771  (Dec.)  1957 
5 Stone.  M L . and  Mershelmer.  W L : Antibiotics  Annual 
1955-1956.  New  York,  Medical  Encyclopedia  Inc.,  1956. 
p 862.  6.  Campbell,  E A.;  Prlgot.  A.,  and  Dorsey.  G.  M. 
Antibiotic  Med  & Clin.  Ther  4:817  (Dec.)  1957.  7. 

Chamberlain,  C : Burros.  H M..  and  Borromeo.  V.:  Anti- 
biotic Med.  & Clin.  Ther  5:521  (Aug  ) 1958  8.  Prom.  P.. 
and  Alii,  J.  H.:  Antibiotic  Med  & Clin.  ther.  5:639  (Nov  ) 
1958. 


Mysteclin  - V # =, 

Squibb  tetracycline  phosphate  complex  (sumycin)  and  nystatin  (mycostatin)  the  Priceless  Ingredient 
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when  Blues  in  the  Night  are  due  to  infant  “Colic”  (, 


Barbicaine 

oral  antispasmodic-sedative 

offers  prompt  relief 

Barbicaine's  local  anesthetic  action  usually  brings 
prompt  symptomatic  relief  of  gastrointestinal  spasm 
. . . often  in  minutes. 

keeps  baby  comfortable  longer 

Barbicaine's  mild  sedative  action  prolongs  the  sys- 
temic relaxation  over  longer  periods  of  time. 

And  Barbicaine’s  calibrated  plastic  drop-tip  bottle 
makes  it  easy  to  measure  accurately  when  mother 
adds  it  to  the  formula. 


For  Infants  under  20  lbs. 

5 drops  q.i.d. 

20  to  30  lbs. 

10  drops  q.i.d. 

30  to  40  lbs. 

15  drops  q.i.d. 

For  Older  Children 

20  drops  q.i.d. 

; 

Each  cc.  of  Barbicaine  contains: 

Procaine  Hydrochloride,  U.S.  P.  . 50  mg. 

st  Pentobarbital 4 mg. 

Phenobarbital,  U.  S.  P 4 mg. 

Jr^1  Available  in  15  cc.  plastic  dropper-tip  vial. 
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SOUTHWESTERN  MEDICINE 


MEETINGS 


Southwestern  Medical  Association 


The  41st  annual  meeting  of  the  Southwestern 
Medical  Association,  to  feature  Pediatric  Medicine 
and  Surgery,  will  be  held  in  Roswell,  N.  M.,  Nov. 
5-7,  and  is  being  arranged  by  the  Association  in 
conjunction  with  the  Chaves  County  Medical 
Society  and  the  New  Mexico  Chapter  of  the 
American  Academy  of  General  Practice. 

The  program  has  been  approved  for  12  hours 
of  Category  I Credit  by  the  American  Academy 
of  General  Practice. 

Officers 

Officers  of  the  Association  are  Dr.  A.  R.  Clau- 
ser,  Albuquerque,  President;  Dr.  Russell  L.  Deter, 
El  Paso,  President-Elect;  Dr.  H.  D.  Cogswell, 
Tucson,  Vice-President;  and  Dr.  M.  D.  Thomas, 
El  Paso,  Secretary-Treasurer. 

Members  of  the  Executive  Committee  are  Dr. 
E.  W.  Lander,  Roswell;  Dr.  David  Rusek,  Chi- 
huahua City;  Dr.  John  H.  Dettweiler,  Albuquer- 
que; Dr.  James  Fritz,  Tuscon;  Dr.  Louis  G.  Jekel, 
Phoenix;  and  Dr.  Louis  W.  Breck,  El  Paso. 

Unusual  Topics 

Such  unusual  subjects  to  be  discussed  by  the 
speakers  in  the  field  of  Pediatric  Medicine  as 
“Reluctance  to  Attend  School”,  “Squint”,  and 
“Psychogenic  Vomiting”  are  on  the  program. 

All  scientific  sessions  will  be  held  in  the  Little 
Theatre  at  Roswell  Senior  High  School. 

Speakers 

The  10  speakers  who  will  address  the  meet- 
ing are  as  follows: 


Dr.  Frederick  R.  Guilford,  Houston,  Associate 
Professor  of  Otolaryngology  at  Baylor  University 
College  of  Medicine,  and  Director  of  the  Speech 
and  Hearing  Clinic  and  Associate  Professor  of 
Otolaryngology  at  the  University  of  Texas 
Medical  Branch. 

Dr.  Jack  S.  Guyton,  Detroit,  Ophthalmologist- 
in-Chief,  Henry  Ford  Hospital. 

Dr.  James  W.  Headstream,  Little  Rock,  Ark., 
Associate  Professor  of  Surgery  and  Head  of 
Division  of  Urology,  University  of  Arkansas 
School  of  Medicine. 

Dr.  Paul  C.  Laybourne,  Kansas  City,  Associate 
Professor  of  Psychiatry,  Neurology  and  Pediatrics, 
University  of  Kansas  Medical  Center. 

Dr.  James  S.  Miles,  Denver,  Associate  Pro- 
fessor and  Head,  Division  of  Orthopaedic  Sur- 
gery, University  of  Colorado  Medical  Center. 

Dr.  Dan  G.  McNamara,  Houston,  Assistant 
Professor  of  Pediatrics,  Baylor  University  College 
of  Medicine,  and  Director,  Cardiac  Clinic  of  the 
Texas  Children’s  Hospital  in  Houston. 

Dr.  Edward  B.  D.  Neuhauser,  Boston,  Associate 
Clinical  Professor  in  Radiology,  Children’s  Hos- 
pital, Harvard  Medical  School. 

Dr.  Edith  L.  Potter,  Chicago,  Professor  of 

Pathology  in  the  Department  of  Obstetrics  and 
Gynecology  at  the  University  of  Chicago,  and 
Pathologist,  Chicago  Lying-In  Hospital. 

Dr.  Willis  J.  Potts,  Chicago,  Professor  of 

Pediatric  Surgery,  Northwestern  University,  and 


OCTOBER,  1959 


619 


Surgeon-in-Chief,  The  Children’s  Memorial  Hos- 
pital, Chicago. 

Dr.  Frederic  Speer,  Mission,  Kansas,  Director 
of  Pediatric  Allergy  Clinics  at  the  University  of 
Kansas  Medical  Center  and  Children’s  Mercy 
Hospital,  Kansas  City,  and  Assistant  Clinical  Pro- 
fessor of  Pediatrics  at  the  University  of  Kansas. 

Special  Sessions 

Sectional  meetings  in  Ear,  Nose,  and  Throat, 
and  in  Opthalmology  will  also  be  held  during  the 
meeting. 

Dr.  Emmitt  Jennings,  Roswell,  president  of  the 
Chaves  County  Medical  Society,  is  general  chair- 
man in  charge  of  the  program. 

Committee  members,  all  of  Roswell,  are: 

Program:  Dr.  Karl  Bergener,  chairman;  Dr. 
Charles  Montgomery,  Dr.  Allen  C.  Service,  and 
Dr.  Frederick  R.  Brown. 

Exhibits:  Dr.  Robert  R.  Boice,  chairman;  Dr. 
Henry  R.  Hyslop,  and  Dr.  Frederick  R.  Brown. 

Housing:  Dr.  George  S.  Richardson,  chairman; 
Dr.  Alfred  S.  Blauw,  and  Dr.  Quentin  J.  Florence. 

Entertainment:  Dr.  Howard  L.  Smith,  chair- 
man; Dr.  U.  S.  Marshall,  and  Dr.  E.  W.  Lander. 

Publicity:  Dr.  Randall  W.  Briggs,  chairman; 
Dr.  Clarence  D.  Kaiser,  and  Dr.  L.  Willard 
Shankel. 

Registration:  Dr.  Earl  L.  Malone,  chairman; 
Dr.  A.  R.  Pruit,  and  Dr.  I.  J.  Marshall. 

Golf:  Dr.  L.  M.  Kinman. 

Women’s  Activities 

Mrs.  E.  W.  Lander,  Roswell,  is  in  charge  of 
the  program  of  women’s  activities. 

Committee  members  serving  with  Mrs.  Lander, 
are: 

Luncheon:  Mrs.  Karl  Bergener,  chairman;  Mrs. 
Randall  W.  Briggs,  Mrs.  Don  R.  Clark,  and  Mrs. 
U.  S.  Marshall. 

President’s  Banquet:  Mrs.  George  Morrison, 
chairman;  Mrs.  Dan  Cahoon,  and  Mrs.  R.  P. 
Waggoner. 

Brunch:  Mrs.  Emmitt  Jennings,  chairman;  Mrs. 
Claude  H.  Fowler,  and  Mrs.  Margaret  Detweiler. 

Finance:  Mrs.  Charles  Montgomery,  chairman. 
Dinner-Dance:  Mrs.  Howard  L.  Smith,  chair- 
man; Mrs.  Frederick  R.  Brown,  and  Mrs.  Quen- 
tin J.  Florence. 
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Registration:  Mrs.  Frederick  R.  Brown. 
Miscellaneous  Entertainment:  Mrs.  William  N. 
Worthington,  chairman;  Mrs.  J.  P.  Williams,  Mrs. 
A.  S.  Blauw,  and  Mrs.  Henry  R.  Hyslop. 

9-16 — SW  Medican  Assn,  mach  4 — Don 


8:30  a. m. 

9:00  a.m. 

9:30  a.m. 

10:00  a.m. 
10:30  a.m. 

1 1 :00  a.m. 

1 1 :30  a.m. 

12:15  p.m. 

1 :00  p.m. 

2:00  p.m. 

7:00  p.m. 


SCIENTIFIC  PROGRAM 
Thursday,  November  5 

Common  Anomalies  of  the  External 
Genitalia 

James  L.  Headstream,  M.D. 
Asthma  in  Children 
Frederic  Speer,  M.D. 

Pediatric  Otolaryngology 

Frederick  R.  Guilford,  M.D. 
Exhibits 

Reluctance  to  Attend  School 
Paul  C.  Laybourne,  M.D. 
Fractures  Peculiar  to  Children 
James  S.  Miles,  M.D. 

Soft  Tissue  Changes  as  an  Aid  to 
Early  Diagnosis 

Edward  B.  D.  Neuhauser,  M.D. 
Luncheon 

Walker  Air  Force  Base  Officers 
Club 

Round  Table 

Questions  and  Answers  by  Morning 

Speakers 

Interim  Session 

House  of  Delegates,  New  Mexico 
Medical  Society 
Cocktails  and  Dinner 
Roswell  Country  Club 


Dr.  Neuhauser 


8:30  a.m. 

9:00  a.m. 

9:30  a.m. 

10:00  a.m. 
10:30  a.m. 

1 1 :00  a.m. 

1 1 :30  a.m. 
12:15  p.m. 


Friday,  November  6 

Reconstructive  Surgery 
James  S.  Miles,  M.D. 

Congenital  Heart  Defects 
Edith  L.  Potter,  M.D. 

X-Ray  Findings  in  Congenital  Heart 
Edward  B.  D.  Neuhauser,  M.D. 
Exhibits 

Management  of  the  Child  with  Con- 
genital Heart  Disease 

Dan  G.  McNamara,  M.D. 
Surgical  Correction  of  Congenital 
Heart 

Willis  J.  Potts,  M.D. 

Bladder  Neck  Obstruction  in  Children 
James  L.  Headstream,  M.D. 
Luncheon 

Roswell  Country  Club 
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Dr.  Speer 


1 :00  p.m. 


2:00  p.m. 


6:00  p.m. 


8:30  a.m. 
9:00  a.m. 

9:30  a.m. 

10:00  a.m. 
10:30  a.m. 

1 1 :00  a.m. 

1 1 :30  a.m. 
12:15  p.m. 


Round  Table 

Questions  and  Answers  by  Morning 

Speakers 

Interim  Session 

House  of  Delegates,  New  Mexico 
Medical  Society 

Cocktails,  Dinner  Dance,  Floor  Show 
Walker  Air  Force  Base  Officers  Club 

Saturday,  November  7 

Squint 

Jack  Guyton,  M.D. 

Perinatal  Mortality  in  Twin  Pregnan- 
cies 

Edith  L.  Potter,  M.D. 

Eczema 

Frederic  Speer,  M.D. 

Exhibits 

Recognition  of  Operable  Malfor- 
mations of  the  Heart  in  Infancy 
Dan  G.  McNamara,  M.  D. 
Common  Surgical  Problems  in 
Infancy 

Willis  J.  Potts,  M.D. 

Psychogenic  Vomiting 
Paul  C.  Laybourne,  M.D. 

Round  Table 

Questions  and  Answers  by  Morning 
Speakers 


Exhibitors 

Abbott  Laboratories 
Alcon  Laboratories,  Inc. 

Association  of  American  Physicians  and  Surgeons, 
Inc. 

Business  Forms,  Inc. 

Coca-Cola  Company 
Eaton  Laboratories 
Lederle  Laboratories 
Eli  Lilly  and  Company 
Merck  Sharp  & Dohme 
Mission  Pharmacal  Co. 

Mosby  Books 
V.  Mueller  & Co. 

National  Cash  Register  Co. 

New  Mexico  Physicians  Service 
Parke  Davis  & Company 
Sandoz  Pharmaceuticals 
G.  D.  Searle  & Co. 

Southwestern  Surgical  Supply  Co. 

E.  R.  Squibb  & Sons 
The  Upjohn  Company 

U.  S.  Vitamin  & Pharmaceutical  Corporation 
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Bracing  the  Child  s Paralytic  Foot 

By  Paul  R.  Harrington,  M.D.,  Houston 


When  paralysis  exists  in  the  child’s  foot,  func- 
tion is  naturally  aborted.  To  evaluate  the  extent 
of  paralysis  that  exists  is  the  orthopedic  sur- 
geon’s responsibility. 

Immediately,  it  is  essential  that  the  orthopedic 
surgeon  establish  a format  of  treatment  and  ob- 
servation which  will  carry  the  patient  to  com- 
plete restortation  of  function  and  normal  devel- 
opment to  maturity.  This  is  the  ideal  situation. 
So  many  times  our  aim,  hope,  desire  is  impos- 
sible to  obtain  in  the  child’s  paralytic  foot. 

Sequence  of  Events 

The  sequence  of  events  in  the  paralytic  foot  is 
aborted  function,  imbalance,  deformity.  As  de- 
formity progresses,  other  elements  of  the  ex- 
tremity stability  become  less  and  progress  to 
deformity. 

The  armamentarium  we  have  at  our  disposal, 
listed  in  the  order  usually  applied,  is: 

1.  Physical  therapy  and  re-education 

2.  Orthetics 

3.  Surgery 

a.  Tenotomies 

b.  Motor  transplants 

c.  Neuronectomies 

d.  Bone  blocks 

e.  Osteotomies 

f.  Fusions 

The  majority  of  cases  do  quite  well  and 
progress  to  maturity  by  the  use  of  the  first  two 
categories  of  treatment.  However,  in  the  paralytic 
foot  in  children  a combination  of  deforming 
functional  position  will  often  occur. 

These  deformities  are  forefoot  varus  with 
combinations  of  calcano-equino-cavo  or  simple 
metatarsus  varus. 

Major  Elements 

The  foot  arrives  at  this  undesirable  status  by 
gradual  permission.  The  major  insulting  elements 


are  the  heel  tendon,  intrinsic  muscles  of  the  foot 
and  the  cooperation  of  the  patient  and  parents. 

The  conventional  orthesis  for  the  lower  extre- 
mities have  always  seemed  deficient  to  me.  In 
the  past  ten  years  I have  been  using  an  orthetic 
device  to  assist  the  foot  in  maintaining  its  balance 
and  forcing  the  forefoot  to  work  in  walking 
balance  regardless  of  muscle  power. 

The  transmission  of  stress  thorugh  the  foot 
and  out  the  toes  with  a take-off  cannot  help 
but  improve  the  gait  and  retard  progression  of 
deformities. 

As  the  foot  is  set  down  in  anticipated  weight 
bearing,  the  subastragalar  joint  defines  weight 
bearing  into  the  os  calcis.  If  an  abnormal  un- 
balanced pull  takes  place  in  the  forefoot  as  weight 
bearing  is  passed  foreward  the  subastragalar 
joint  starts  the  imbalance. 

Stress  Transmitted 

This  imbalance  is  usually  a torsional  stress. 
This  torsional  stress  is  transmitted  and  affects 
the  whole  lower  extremity  balance.  As  imbalance 
progresses  into  a varus  forefoot  associated  with 
a calcano,  equino,  cavo  or  simply  metatarsus 
varus,  weight  bearing  foot  balance  is  lost  and 
progressive  deformity  is  inevitable. 

The  primary  element  of  function  of  the  fore- 
foot from  the  metatarsals  to  the  toes  is  take- 
off. It  seems  reasonable  that  if  we  could  force 
the  forefoot  into  take-off  stress,  imbalance  could 
be  aborted  and  deformity  be  deferred. 

The  following  observations  have  been  made 
regarding  this  orthetic  device: 

1.  Promotes  pressure  through  the  forefoot  and 
stimulates  growth  of  the  metatarsals. 

2.  Improves  general  balance  on  a weak  or  flail 
lower  extremity. 

3.  Prevents  abnormal  varus  and  calcano-cavo- 
positions. 
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Figure  1.  A diagramatic  sketch  of  short  leg 
orthesis  with  an  angular  attachment  to  a stirrup 
ankle  joint  (D)  showing  metatarsal  pressure  strap 
(A).  The  restricting  strap  (B)  takes  the  counter 
pressure  created  by  (A)  as  the  gait  progresses 
through  the  step.  The  distances  (V)  are  all  the 
same. 


4.  Keeps  the  heel  tendon  lengthened. 

5.  Retards  subastragalar  shift  into  undesirable 
position. 

6.  Allows  shortening  of  some  long  leg  bracing 
because  of  its  knee  stabilizing  action. 

7.  Easily  applied  to  any  strirrup  Brace. 

8.  Prevents  pressure  sores. 

9.  Holds  foot  in  good  Oxford  shoe. 

Mechanics.  As  the  tibia  is  taken  forward  by 
momentum  on  the  ankle,  the  metatarsal  strap 
creates  a downward  pressure  at  point  A.  The  heel 
is  kept  down  by  this  pressure  as  the  ankle  shifts 
forward  until  an  equalizing  balance  force  is 
reached,  then  :the  heel  will  rise  as  momentum 
is  carried  out. 


At  this  point  the  relationship  of  point  A and  B 
remain  the  same  and  pressure  is  transmitted 
into  the  forefoot.  The  plantar  fascia  is  stretched 
to  counteract  this  pressure  on  the  dorsum  of 
the  arch  (fig.  Ill) . 


Figure  II.  A and  B show  how  little  the  ankle 
moves  in  stepthrough  phase  of  the  gait. 


Stepthrough 

The  short  flexors  which  are  often  prone  to 
work  in  the  stepthrough  phase,  causing  meta- 
tarsus varus  as  well  as  pes  cavus  action  is  aborted 
by  proprioceptive  reflex. 

This  same  reflex  activates  the  posterior  muscles 
of  the  knee  by  creating  a premature  quadriceps, 
proprioceptive  reflex  stimulation;  and  the  patients 
often  walk  with  a slight  flexed  or  neutral  knee. 
The  more  flexion  of  the  knee,  the  more  pressure 
at  A. 


Figure  III.  Front  and  side  views  of  the  orthetic 
device  for  paralytic  foot  with  metatarsal  pressure 
strap. 
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The  pressure  at  A never  becomes  acute  or  severe 
as  the  step  is  completed,  because  of  the  change 
in  the  ankle  as  the  heel  is  raised.  In  this  stabi- 
lizing pressure,  the  other  foot  is  brought  through 
for  the  anticipated  reciprocal  step.  This  short 
instant  of  forefoot  pressure  with  ankle  and  foot 
stability  improves  the  gait. 

One  does  not  have  a sense  of  pain  or  extreme 
pressure,  but  one  of  stability  with  resiliency. 

When  the  patient  is  standing  neutral,  the 
metatarsal  starp  is  not  engaged.  Actually,  it 
should  be  loose  enough  to  shift  back  and  forth. 
If  the  brace  is  made  close  to  specifications,  about 
10  degrees  flexion  of  the  ankle  engages  the  pres- 
sure strap;  then  the  pressure  increases  till  the 
heel  starts  tilting.  Here  it  remains  constant, 
fixing  the  forefoot  to  the  ground  as  the  ankle 
shifts  upward  and  forward  bringing  the  heel  with 
it.  There  is  a sense  of  sustained  support  at  the 
foot  and  ankle. 

4520  Rossmoyne 


New  Offices  For  El  Paso  Physicians 

Two  Office  buildings,  each  offering  substan- 
tial space  for  doctors’  offices,  are  in  various 
stages  of  development  in  El  Paso. 

The  first,  the  University  Towers  Building,  is 
a six-floor  structure,  located  opposite  Providence 
Memorial  Hospital,  and  is  tentatively  scheduled 
to  open  part  of  its  floors  in  October  and  part  in 
November.  The  building  has  window  wall  panel- 
ing on  two  sides  and  solid  brick  on  the  other  two 
sides. 

The  second,  the  8888  Office  Center,  to  have  an 
early  groundbreaking  at  its  location  in  fast-grow- 
ing northeast  El  Paso,  will  have  year-round  air- 
conditioned,  landscaped  patios.  The  first  stage 
of  the  center  will  make  available  20,000  square 
feet  of  office  space,  with  the  total  size  of  the 
project  ultimately  scheduled  to  surpass  100,000 
square  feet. 


NEW  NEVADA  OFFICERS  — Left  to  right,  elected  at  the  annual  meeting  of  the  Nevada  State 
Medical  Association  in  Reno,  Aug.  19-22,  are  Dr.  Wesley  W.  Hall,  Reno,  President-Elect;  Dr.  Ernest 
W.  Alack,  Reno,  President;  and  Dr.  William  A.  O’Brien  111,  Reno,  Secretary-Treasurer,  re-elected 
for  his  ninth  term. 
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The  Importance  of  Repeated  Examinations  in  Patients  With 
Iron  Deficiency  Anemia  of  Undetermined  Etiology* 


By  Don  R.  Clark,  M.D.,  Roswell,  N.  M.  and 
Austin  S.  Weisberger,  M.D.,  Cleveland 


The  body  economy  with  respect  to  iron  metabo- 
lism is  somewhat  unique  in  that  there  is  no  path- 
way for  the  excretion  of  iron  once  it  has  been 
absorbed.1  The  major  part  of  the  iron  in  the  body 
is  present  in  hemoglobin,  and  the  only  significant 
loss  of  iron  from  the  body  is  in  this  form.  Accord- 
ingly, almost  without  exception,  iron  deficiency 
anemia  in  adults  is  due  to  blood  loss. 

In  the  male  and  post-menopausal  female  there 
is  no  normal  blood  loss,  and  an  unexplained  blood 
loss  in  this  group  is  frequently  caused  by  a bleed- 
ing occult  gastro-intestinal  cancer. 

On  the  other  hand,  the  menstruating  female  is 
in  a state  of  precarious  balance,  usually  absorbing 
barely  enough  iron  from  the  diet  to  compensate 
for  the  physiological  loss.1  Thus  there  is  a tendency 
to  explain  iron  deficiency  anemia  on  the  basis  of 
abnormal  menstruation  or  multiple  pregnancies  in 
this  age  group. 

However,  it  is  unsafe  to  do  this  routinely  be- 
cause hidden  malignancies  with  occult  blood  loss 
occasionally  occur  in  this  age  group.  In  children 
growth  requirements  necessitate  increased  iron  in- 
take. Therefore,  in  children  who  are  on  iron  de- 
ficient diets,  an  iron  deficiency  anemia  may  be  due 
to  dietary  factors. 

Common  Practice 

Because  of  these  considerations  it  is  common 
practice  to  investigate  adult  patients  with  an  iron 
deciency  anemia  for  a source  of  blood  loss,  espec- 
ially the  gastro-intestinal  tract.  If  no  lesion  is 
found  on  the  initial  investigation,  and  the  anemia 
recurs  after  therapy  with  iron,  it  becomes  of  the 
utmost  importance  to  continue  periodic  investiga- 
tions in  the  patient  until  the  cause  of  the  anemia 
is  adequately  explained.  This  is  especially  im- 

*From the  department  of  Medicine,  University  Hospitals  of  Cleve- 
land. and  the  Medical  School  of  Western  Reserve  University, 
Clevt  land. 

t All  films  kindly  reviewed  by  Dr.  Ben  Kaufman  of  the  department 
of  radiology,  University  Hospitals  of  Cleveland. 


portant  because  the  source  of  blood  loss  is  fre- 
quently an  occult  carcinoma  which  may  be  cur- 
able if  detected  in  time. 

The  following  case  studies  are  being  reported  to 
re-emphasize  the  importance  of  repeated  examina- 
tions in  adult  patients  of  any  age  with  an  iron 
deficiency  anemia  in  whom  no  adequate  explana- 
tion was  found  on  the  initial  examination.  Al- 
though the  incidence  has  not  been  determined  for 
the  hospital  population,  carcinoma  is  a common 
occurrence  in  this  group.  The  practicing  physician 
must  continuously  bear  this  possibility  in  mind. 
Material: 

The  case  histories  have  been  selected  from  the 
records  of  the  University  Hospitals  of  Cleveland 
from  1950  to  1959.  Only  patients  with  an  unex- 
plained iron  deficiency  anemia  for  whom  sufficient 
follow  up  studies  are  available  were  chosen.  In 
each  case  a diagnosis  of  gastro-intestinal  malig- 
nancy has  been  made  histologically  at  some  time 
following  the  diagnosis  of  an  unexplained  iron  de- 
ficiency. Table  one  lists  the  sites  of  these  carci- 
nomas. There  has  been  no  attempt  to  make  this 
a true  incidence  report. 

TABLE  ONE 


Carcinomas  of  the  ascending  colon  6 

Carcinoma  of  other  parts  of  the  colon  3 

Carcinoma  of  the  stomach  4 

Malignancy  of  the  small  intestines  1 


The  diagnosis  of  iron  deficiency  anemia  was 
made  on  the  basis  of  finding  hypochromic  micro- 
cytic red  blood  cells  on  a stained  blood  film,  the 
calculation  of  red  blood  cell  indices,  and  in  several 
cases,  the  determination  of  the  serum  iron  content 
and  the  iron  binding  globulin  capacity  by  the 
method  of  Schade,  Oyama,  Reinhart,  and  Miller.3 
X-ray  examinations  performed  prior  to  the  his- 
tological diagnosis  have  been  reviewed  in  all  cases 
for  which  they  are  available.! 
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Table  two  summarizes  the  cases,  and  gives  the 
interval  between  the  diagnosis  of  iron  deficiency 
and  discovery  of  the  tumor,  and  an  evaluation  of 
the  early  x-ray  examinations. 

TABLE  TWO 

Lesion  on  First 


Case 

Age  Sex  Final  Diagnosis 

Interval 

X-Ray 

i. 

R.L. 

75  F 

Carcinoma  of  the  colon 

7 years 

no 

2. 

L.B. 

50  F 

Carcinoma  of  the  colon 

5 years 

yes  (15  mos. 

3. 

S.E. 

60  M 

Carcinoma  of  the  colon 

27  mos. 

yes 

4. 

L.D. 

57  F 

Carcinoma  of  the  colon 

14  mos. 

not  available 

5. 

L.L. 

71  M 

Carcinoma  of  the  colon 

1 1 mos. 

yes 

6. 

A.P. 

70  F 

Carcinoma  of  the  colon 

7 mos. 

no 

7. 

R.A. 

60  F 

Carcinoma  of  the  colon 

7 mos. 

yes 

8. 

F.S. 

67  F 

Carcinoma  of  the  colon 

5 mos. 

yes 

9. 

G.I. 

27  F 

Carcinoma  of  the  colon 

4 mos. 

no  exam. 

10. 

A.K. 

60  M 

Carcinoma  of  the  stomach 

5 years 

no 

11. 

B.H. 

64  F 

Carcinoma  of  the  stomach 

15  mos. 

yes 

12. 

E.K. 

76  M 

Carcinoma  of  the  stomach 

5 mos. 

no  exam. 

13. 

H.R. 

67  M 

Carcinoma  of  the  stomach 

8 days 

no  exam. 

14. 

M.M. 

60  M 

Leiomyosarcoma  of  the 

2 mos. 

no 

ileum 

Case  1.  R.  L.  The  onset  of  an  iron  deficiency 
anemia  in  this  75-year-old  white  woman  is  accu- 
rately dated  to  1950.  She  continued  to  have  an 
anemia  despite  treatment  with  iron,  and  repeated 
attempts  were  made  to  find  the  source  of  blood 
loss  by  barium  enema,  gastro-intestinal  series,  and 
sigmoidoscopies  every  year  until  1957.  Then  a 
lesion  was  found  that  proved  to  be  an  adeno- 
carcinoma of  the  cecum  with  lymph  node  metas- 
tases. 

Comment:  The  onset  of  this  iron  deficiency 
anemia  can  be  accurately  documented  to  seven 
years  prior  to  the  diagnosis  of  a gastro-intestinal 
malignancy.  Repeated  examinations  failed  to 
locate  the  site  of  blood  loss.  A review  of  available 
x-rays  taken  during  this  time  do  not  show  the 
lesion  even  when  viewed  in  retrospect  with  a 
knowledge  of  the  site  of  the  tumor.  Whether  this 
represents  a malignant  degeneration  of  a bleeding 
benign  polyp  or  carcinoma  from  the  beginning 
cannot  be  ascertained. 

Case  2.  L.  B.  This  50-year-old  colored  woman 
was  still  menstruating,  but  not  excessively,  in  1954, 
when  she  first  became  anemic.  Her  anemia  was 
thought  to  be  due  to  iron  deficiency,  but  was  in- 
adequately explained.  Her  attendance  at  the  out- 
patient department  was  irregular,  but  she  was 
seen  in  1957,  with  symptoms  resulting  from  a 
fecal  impaction.  In  March,  1958,  she  was  admitted 
to  the  hospital  for  investigation  of  her  anemia, 
and  x-ray  examinations  of  her  gastro-intestinal 


tract  were  reported  as  negative.  The  iron  deficiency 
remained  unexplained,  but  the  possibility  of  bleed- 
ing from  diverticulitis  of  the  colon  was  considered. 
She  was  again  investigated  fifteen  months  later 
because  of  the  continuing  anemia,  and  a large  car- 
cinoma was  present  in  the  descending  colon. 

Comment:  This  is  a case  of  an  unexplained  iron 
deficiency  anemia  that  was  followed  without  a 
definite  plan  of  investigation  for  five  years.  Then  a 
large  carcinoma  was  discovered.  The  barium 
enema  films  taken  fifteen  months  previously  show 
that  the  carcinoma  was  almost  certainly  present 
then.  Increased  awareness  of  the  significance  of  an 
iron  deficiency  anemia  on  the  part  of  the  attend- 
ing physician  and  x-ray  department  should  have 
led  to  an  earlier  diagnosis. 

Case  3.  S.  E.  This  60-year-old  negro  man  was 
investigated  for  gross  rectal  bleeding  and  an  iron 
deficiency  anemia  in  April,  1955,  with  gastro-intes- 
tinal x-rays,  sigmoidoscopy,  and  an  air  contrast 
barium  enema.  No  lesion  was  found.  He  was  not 
seen  again  until  July,  1957,  when  he  returned  to 
the  out-patient  department  with  flank  pain  and  a 
fever  due  to  a pyelonephritis.  After  treatment  of 
his  pyelonephritis,  a barium  enema  was  obtained 
because  of  the  continuing  presence  of  a hypo- 
chromic microcytic  anemia.  The  x-ray  interpreta- 
tion was,  “There  is  no  evidence  of  a constricting 
lesion. — However,  the  colon  contained  a large 
amount  of  gas. — The  patient  should  be  returned 
for  a repeat  examination.”  Another  examination 
done  five  days  later  showed  a lesion  of  the  hepatic 
flexure  which  proved  to  be  a partially  differenti- 
ated adenocarcinoma  of  the  colon. 

Comment:  When  viewed  in  retrospect,  the 
barium  enema  films  taken  tw'o  years,  three  months 
previously  show  poor  visualization  but  a suspicious 
deformity  at  the  site  of  the  carcinoma.  During  the 
second  hospital  admission  when  a barium  enema  of 
poor  technical  quality  was  repeated  the  lesion  wras 
demonstrated.  This  emphasizes  the  need  for  re- 
peating unsatisfactory  X-ray  examinations.  The 
lesion  may  have  been  the  result  of  a malignant 
change  in  a benign  polyp  or  may  have  been  carci- 
noma from  the  outset.  In  any  event  early  surgery 
might  have  resulted  in  a better  prognosis. 

Case  4.  L.  D.  This  59-year-old  woman  was 
found  to  be  anemic  in  March  of  1956.  After  two 
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months  therapy  with  vitamin  injections,  the  ane- 
mia was  found  to  be  due  to  iron  deficiency,  and 
then  the  patient  had  x-ray  examinations  of  her 
gastro-intestinal  tract  which  were  interpreted  as 
negative.  In  May  of  1957  she  was  first  admitted  to 
this  hospital  for  investigation  of  her  persisting  ane- 
mia, and  during  a barium  enema  the  radiologist 
felt  he  may  not  have  visualized  the  cecum.  Before 
a repeat  examination  could  be  performed,  the  pa- 
tient developed  an  intestinal  obstruction,  and  at 
surgery  a poorly  differentiated  adenocarcinoma 
was  found  to  be  obstructing  the  cecum. 

Comment:  Persistence  of  this  patient’s  severe 
anemia  over  fourteen  months  led  to  her  re-hospi- 
talization. A barium  enema  examination  did  not 
positively  identify  the  lesion  five  days  before  the 
cancer  caused  an  intestinal  obstruction.  X-ray  ex- 
aminations from  nine  months  previously  were  not 
available  for  re-examination,  but  were  reported  as 
normal. 

Case  5.  L.  L.  This  71 -year-old  white  man  was 
originally  admitted  to  the  hospital  to  evaluate  a 
normocytic  anemia  and  a renal  mass.  The  mass 
was  a benign  cyst,  and  further  studies  of  the  ane- 
mia indicated  that  it  was  due  to  iron  deficiency. 
Investigation  of  the  patient  for  a source  of  blood 
loss  was  entirely  negative,  and  he  was  treated 
with  oral  iron  for  two  months  with  a return  of 
his  hematocrit  to  normal.  Iron  therapy  was  dis- 
continued, and  ten  months  later  the  anemia  had 
re-appeared,  and  more  studies  of  the  gastro-in- 
testinal tract  at  this  time  revealed  an  adenocarci- 
noma of  the  colon. 

Comment:  This  man’s  anemia  was  the  cause 
for  investigating  his  gastro-intestinal  tract  as  he 
was  otherwise  asymptomatic.  In  retrospect,  the 
lesion  in  the  colon  can  be  seen  in  the  original 
x-ray  examination  made  eleven  months  previously, 
although  this  examination  was  not  entirely  satis- 
factory due  to  technical  difficulties  and  should  not 
have  been  accepted  as  within  normal  limits. 

Case  6.  A.  P.  This  70-year-old  white  woman  had 
been  having  periodic  blood  counts  because  of  a 
thrombocytopenic  purpura,  and  rather  suddenly 
developed  an  anemia  in  October,  1958.  The  pa- 
tient declined  investigation  and  was  treated  with 
oral  iron  which  cured  the  anemia.  However,  the 
anemia  reappeared  when  iron  therapy  was  dis- 


continued, but  the  patient  continued  to  defer  rec- 
ommended examinations.  She  finally  consented  to 
have  investigative  studies  after  she  experienced  a 
syncopal  episode,  and  sigmoidoscopy  then  revealed 
a carcinoma. 

Comment:  This  patient  was  being  checked  regu- 
larly for  a condition  that  may  have  been  con- 
tributing to  a blood  loss  anemia.  Because  the 
physician  attending  her  persisted  in  following  the 
dictum,  “Iron  deficiency  means  blood  loss,”  an 
examination  of  her  gastro-intestinal  tract  was 
obtained  seven  months  later.  A carcinoma  was 
then  discovered. 

Case  7.  R.  A.  This  60-year-old  woman  with  a 
history  of  hypertension  was  admitted  to  the  hos- 
pital with  a cerebro-vascular  accident.  As  an  in- 
cidental finding  she  had  a hypochromic  microcytic 
anemia.  Because  gastro-intestinal  x-ray  examina- 
tions revealed  diverticula  of  the  colon  and  a ques- 
tionably deformed  duodenal  bulb,  she  was  dis- 
charged, much  improved  from  her  stroke,  with 
a working  diagnosis  of  a scarred  duodenal  bulb 
as  the  probable  source  of  her  blood  loss.  Seven 
months  later  she  was  again  seen  in  the  out-patient 
department  with  a marked  anemia.  A barium  ene- 
ma at  this  time  revealed  a large  carcinoma  of  the 
mid-ascending  colon. 

Comment:  In  this  case  a questionable  deformity 
of  the  duodenal  bulb  was  accepted  as  the  explana- 
tion of  the  source  of  blood  loss.  This  case  empha- 
sizes the  fact  that  although  non-active  lesions  are 
found  by  x-ray  examinations,  it  is  unsafe  to  assume 
that  they  are  the  source  of  blood  loss  although  they 
may  rarely  cause  bleeding.  Because  of  the  persis- 
tence of  the  anemia  the  patient  was  re-examined 
seven  months  later  and  a carcinoma  was  found. 
In  retrospect  the  carcinoma  can  be  identified  in 
the  original  barium  enema. 

Case  8.  F.  S.  This  67-year-old  woman,  who  at- 
tended the  out-patient  department,  was  known  to 
have  a normal  hematocrit  in  1955.  In  February, 
1957,  she  was  noted  to  have  a hypochromic  micro- 
cytic anemia  as  an  incidental  finding.  As  she  was 
seen  on  return  visits,  her  hematocrit  decreased,  so 
x-ray  examinations  of  her  gastro-intestinal  tract 
were  obtained  and  were  reported  as  negative.  Be- 
cause of  the  persisting  iron  deficiency  anemia  she 
was  admitted  to  the  hospital  in  July,  1957,  for 
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further  studies.  At  this  time  a lesion  was  identified 
in  the  colon,  which  proved  to  be  an  adenocarcino- 
ma of  the  cecum. 

Comment:  The  onset  of  an  iron  deficiency  ane- 
mia in  this  case  antedates  the  diagnosis  of  carci- 
noma of  the  colon  by  five  months.  The  persistence 
of  an  iron  deficiency  anemia  was  the  reason  this 
woman  was  re-examined  five  months  later  even 
though  the  initial  examinations  were  reported  as 
negative.  Viewing  the  original  x-ray  films  in  retro- 
spect one  can  identify  the  lesion.  The  responsibility 
for  the  delay  in  diagnosing  the  tumor  in  this  case 
must  be  shared  by  the  attending  physician  and  the 
radiology  department,  again  emphasizing  that  an 
increased  awareness  of  the  significance  of  an  iron 
deficiency  anemia  might  have  led  to  an  earlier 
diagnosis. 

Case  9.  G.  I.  This  27-year-old  mother  began  to 
have  symptoms  of  anemia  seven  months  prior  to 
her  admission  to  the  hospital.  She  had  no  history 
of  blood  loss,  but  had  had  two  pregnancies  four 
and  one-half  and  one  and  one-half  years  previous- 
ly. Four  months  before  her  admission  the  anemia 
was  found  to  be  due  to  iron  deficiency,  and  she 
was  treated  with  oral  iron.  Because  of  the  failure 
to  respond  to  therapy  a barium  enema  examina- 
tion was  performed,  and  it  demonstrated  a lesion 
which  proved  to  be  an  inoperable  adenocarcinoma 
of  the  colon  with  metastases  to  the  liver. 

Comment:  The  appearance  of  an  iron  deficiency 
anemia  in  a young  woman  without  excessive 
menses  and  without  gastro-intestinal  symptoms 
was  the  first  sign  of  a carcinoma.  The  carcinoma 
was  found  four  months  later  when  her  gastro-in- 
testinal tract  was  examined  because  the  unex- 
plained iron  deficiency  anemia  persisted  in  spite 
of  treatment  with  iron.  The  delay  in  this  case 
was  partially  the  patient’s  fault  and  partially  that 
of  the  physician,  who  tried  to  treat  an  unexplained 
iron  deficiency  anemia  with  iron.  It  is  conceivable 
that  this  carcinoma  could  have  been  curable  at 
some  time  after  the  symptoms  of  anemia  began. 
This  case  points  out  to  the  clinician  that  even  in 
a young  person  an  occult  carcinoma  may  be  pres- 
ent and  causing  an  iron  deficiency  anemia. 

Case  10.  A.  K.  This  60-year-old  man  was  being 
cared  for  because  of  severe  spondilitis.  In  1947  he 
was  admitted  to  the  hospital  with  a three  month 


history  of  abdominal  pain  and  an  acute  episode  of 
gastro-intestinal  hemorrhage.  He  had  an  iron  de- 
ficiency anemia  at  this  time,  which  indicated  that 
there  had  been  chronic  blood  loss  as  well.  An  x-ray 
examination  of  his  stomach  was  difficult  because 
of  the  spine  deformity  but  it  was  interpreted  as 
showing  hypertrophic  gastritis.  He  was  again  ad- 
mitted for  investigation  of  his  anemia  in  1951,  but 
the  examinations  again  did  not  show  a source  of 
blood  loss.  In  November,  1952,  he  was  admitted  to 
the  hospital  with  an  acute  abdomen,  and  a diag- 
nosis of  a perforated  peptic  ulcer  was  made.  How- 
ever, a biopsy  taken  at  the  time  of  the  surgical 
repair  showed  carcinoma  of  the  stomach.  Two 
years  later  an  autopsy  confirmed  the  diagnosis  of 
carcinoma  of  the  stomach  with  metastases. 

Comment:  This  patient  is  the  only  one  in  this 
series  in  whom  pain  was  a prominent  symptom. 
His  spondilitis  increased  the  usual  difficulties  of 
x-ray  examinations.  There  is  a five  year  interval 
between  the  onset  of  the  iron  deficiency  anemia 
and  the  discovery  of  the  gastric  carcinoma. 
Whether  the  patient  originally  had  benign  hyper- 
trophic gastritis  which  underwent  malignant  de- 
generation or  whether  he  had  a newly  developed 
carcinoma  cannot  be  ascertained.  In  retrospect,  no 
lesion  except  increased  mucosal  folds  can  be  identi- 
fied in  the  early  gastro-intestinal  series. 

Case  II.  B.  H.  This  64-year-old  woman  was 
being  treated  for  carcinoma  of  the  thyroid  and 
at  the  time  of  an  admission  for  treatment  with 
radio-isotopes  in  February,  1956,  a hypochromic 
microcytic  anemia  is  first  recorded  in  her  hospital 
chart.  This  was  neither  noted  nor  investigated  at 
this  time;  but  she  was  later  admitted  to  the  hospi- 
tal three  times  for  investigation;  and  treatment 
of  her  unexplained  iron  deficiency  anemia  was 
begun,  and  finally  in  May,  1957,  a gastro-intestinal 
series  revealed  an  antral  lesion  which  proved  to  be 
a well  differentiated  adenocarcinoma. 

Comment:  There  is  a fifteen  month  interval  be- 
tween the  appearance  of  an  iron  deficiency  anemia 
and  the  diagnosis  of  a gastric  malignancy  in  spite 
of  repeated  x-ray  examinations  of  her  gastro-in- 
testinal tract.  In  retrospect  there  is  a suspicious  de- 
formity at  the  site  of  the  carcinoma  in  the  first 
upper  gastro-intestinal  series  obtained  twelve 
months  previously. 
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Case  12.  E.  K.  This  76-year-old  man  was  seen 
in  1946  for  an  anemia  and  hematuria.  The  anemia 
disappeared  without  therapy,  but  an  iron  deficien- 
cy anemia  was  found  on  a routine  examination 
three  years  later.  The  patient,  being  asymptomatic, 
refused  to  have  investigative  studies  for  four 
months,  but  finally  consented  and  a gastrointes- 
tinal x-rays  then  showed  a gastric  lesion  which 
proved  to  be  a carcinoma. 

Comment:  An  iron  deficiency  anemia  was  the 
only  thing  which  prompted  investigation  of  this 
man’s  gastrointestinal  tract,  and  his  refusal  to  be 
examined  was  the  sole  cause  of  the  delay  of  four 
months  in  making  the  diagnosis  of  a gastric  lesion. 

Case  13.  H.  R.  This  67-year-old  man  was  ad- 
mitted to  the  hospital  because  of  a thrombo-phle- 
bitis  of  his  leg.  At  the  time  of  his  admission  the 
record  shows  he  had  a hypochromic  microcytic 
anemia,  but  no  notice  was  made  of  it.  Because 
he  began  to  have  gross  gastrointestinal  bleeding 
when  he  was  given  an  anticoagulant  in  the  treat- 
ment of  his  thrombo-phlebitis,  an  upper  gastro- 
intestinal series  was  obtained  and  revealed  a lesion 
which  proved  to  be  carcinoma  of  the  stomach. 

Comment:  This  case  is  included  in  this  series, 
although  the  interval  from  the  first  notation  of 
the  anemia  to  the  diagnosis  was  only  eight  days; 
because  it  emphasizes  that  the  presence  of  an  iron 
deficiency  anemia  is  sometimes  recorded  but  not 
heeded.  Also  of  interest,  this  is  one  of  the  two 
cases  in  this  series  that  had  thrombo-phlebitis,4’5 
and  is  similar  to  a previously  reported  case®  in 
which  a neoplasm  was  discovered  when  normal 
amounts  of  anticoagulants  caused  gastro-intestinal 
bleeding. 

Case  14.  M.  M.  This  60-year-old  man  was  first 
admitted  to  the  hospital  in  September,  1956,  with 
an  acute  episode  of  gastro-intestinal  bleeding,  and 
his  gastro-intestinal  tract  was  investigated  without 
a lesion  being  found.  Because  of  the  persisting  iron 
deficiency  anemia  which  did  not  respond  to  iron 
therapy,  he  was  again  thoroughly  investigated  one 
month  later.  He  was  investigated  a third  time  one 
month  later,  and  this  time  a long  gastro-intestinal 
tube  was  allowed  to  progress  until  blood  was  aspi- 
rated. An  exploratory  operation  at  this  point  found 
a leiomyosarcoma  of  low  grade  malignancy  in  the 
ileum. 


Comment:  Persistent  bleeding,  iron  deficiency 
anemia,  and  repeated  investigation  of  the  gastro- 
intestinal tract  led  to  the  discovery  of  this  lesion. 
Two  small  intestinal  x-ray  examinations  reviewed 
in  retrospect  with  a knowledge  of  the  site  of  the 
lesion  fail  to  show  it.  Painless  bleeding  of  iron  de- 
ficiency anemia  are  present  in  about  one-half  of 
the  cases  of  small  intestinal  tumors  reported  by 
Patterson,  Callow,  and  Ettinger,7  and  Darling  and 
Welch.8 

Discussion 

These  case  studies  have  been  presented  to  em- 
phasize the  fact  that  an  iron  deficiency  anemia 
in  an  adult  male  and  post-menopausal  female 
is  the  result  of  blood  loss.  When  the  site  of  blood 
loss  is  unexplained  at  first,  it  frequently  proves 
to  be  an  occult  carcinoma  of  the  gastro-intestinal 
tract. 

The  prime  sites  to  consider  when  a source  of 
bleeding  is  not  readily  apparent  upon  the  first 
investigation  are  the  ascending  colon  and  the 
stomach;  for  x-ray  examination  of  these  sites  pre- 
sents difficulties,  because  they  are  large  flexible 
organs  which  may  be  difficult  to  distend  with 
the  contrast  material. 

It  is  therefore  of  the  utmost  importance  to 
have  repeated  examinations  of  these  sites  in  pa- 
tients with  an  iron  deficiency  anemia,  if  no  lesion 
is  found  on  the  first  examination,  because  early 
surgical  removal  may  result  in  a better  prognosis, 
especially  in  lesions  of  the  colon. 

Unsafe  Assumption 

Even  in  the  young  menstruating  woman  it  is 
unsafe  to  assume  that  an  iron  deficiency  anemia 
is  due  to  physiological  bleeding.  The  physician 
must  be  alert  that,  even  in  cases  where  the  prob- 
able cause  of  the  anemia  is  menses  or  pregnancies, 
other  causes  may  occasionally  occur.  One  should 
be  especially  suspicious  if  the  patient  is  unable  to 
maintain  a response  to  oral  iron  therapy,  as  oc- 
curred in  two  cases  in  this  series. 

Repeated  x-ray  examinations  of  the  gastro-in- 
testinal tract  are  then  indicated  if  the  original 
x-ray  examinations  fail  to  show  a lesion. 

Although  one  must  treat  patients  with  iron 
even  when  a source  of  blood  loss  has  not  been 
found,  one  should  not  forget  the  etiology  of  the 
iron  deficiency  and  should  follow  the  patient  with 
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repeated  examinations  until  the  source  of  blood 
loss  is  adequately  explained. 

Many  Difficulties 

X-ray  examination  for  lesions  of  the  gastro- 
intestinal tract  has  many  difficulties.  In  six  cases 
in  this  series  a lesion  can  be  identified  in  x-ray 
examinations  which  were  originally  interpreted 
as  normal.  In  others,  no  lesion  can  be  seen  on 
x-ray  examinations  even  with  a knowledge  of 
the  site  of  the  lesion. 

The  reasons  for  these  difficulties  with  x-ray 
examinations  can  probably  be  grouped  under  three 
headings: 

1.  The  lesion  is  in  such  a location  that  it  is  not 
demonstrable  by  x-ray  examination. 

2.  The  lesion  is  obscured  by  overlying  loops  of 
bowel  or  poor  preparation  of  the  patient  with  fail- 
ure to  repeat  the  examination. 

3.  The  lesion  is  not  interpreted  as  significant 
because  of  its  size  or  configuration,  and  this  as- 
sumes importance  only  in  retrospect. 

Each  of  these  have  occurred  in  this  series  and 
are  presented  to  emphasize  that  it  is  the  responsi- 
bility of  the  attending  physician  to  review  and 
repeat  any  examination  which  does  not  seem 
satisfactory  in  a patient  with  an  unexplained  iron 
deficiency  anemia. 

Absence  of  Symptoms 

In  this  series  pain  or  other  symptoms  of  gastro- 
intestinal disease  occurred  prominently  in  only  two 
patients.  Many  of  the  patients  were  absolutely 
free  of  symptoms. 

Also,  in  three  cases,  examination  of  the  stools 
failed  to  demonstrate  occult  blood  at  one  time 
or  another. 

This  indicates  that  bleeding  may  be  intermit- 
tent with  these  lesions,  so  that  the  clinician  cannot 
assume  a benign  etiology  of  a blood  loss  anemia 
because  of  the  lack  of  symptoms  or  the  absence  of 
occult  blood  in  the  stools. 

Accurate  Diagnosis 

The  accurate  diagnosis  of  iron  deficiency  is  very 
important  because  it  commits  one  to  a course  of 
investigation  for  the  source  of  blood  loss.  There 
are  very  few  other  causes  of  an  anemia  which  ex- 
hibits hypochromic  microcytic  red  blood  cells  on 
a well  stained  blood  film. 


Calculation  of  the  red  blood  cell  indices,  par- 
ticularly the  mean  corpuscular  hemoglobin  con- 
centration (hemoglobin  in  grams  per  100  millili- 
ters/hematocrit as  per  cent  x 100)  helps  confirm 
the  diagnosis  if  the  value  is  less  than  30  per  cent, 
but  this  depends  upon  accurate  determinations. 

Determination  of  the  serum  iron  content  and 
iron  binding  globulin  capacity^  and  an  iron  stain 
of  bone  marrow  particles9’10  may  be  valuable  con- 
firmatory evidences  of  the  diagnosis  but  are  not 
essential. 

Conclusions: 

Fourteen  case  histories  have  been  presented  to 
emphasize  the  value  of  repeated  x-ray  examina- 
tions of  the  gastro-intestinal  tract  in  patients  with 
persistent  iron  deficiency  anemia.  In  these  patients 
occult  carcinomas,  especially  in  the  ascending  co- 
lon and  stomach,  were  found  because  of  persistent 
efforts  to  establish  the  etiology  even  though  initial 
x-ray  examinations  were  reported  to  be  negative. 

Although  no  incidence  has  been  determined,  this 
is  not  an  uncommon  occurrence  in  the  hospital 
population.  The  value  of  early  diagnosis  is  in  giv- 
ing a better  prognosis,  especially  in  lesions  of  the 
colon.  The  reasons  for  the  delay  in  making  the 
diagnosis,  as  in  other  cancers,  can  be  divided 
among  the  patient,  the  x-ray  department  and  the 
attending  physician. 

An  increasing  awareness  of  the  significance  of 
an  iron  deficiency  anemia  on  the  part  of  the 
physician  and  x-ray  departments  will  decrease  the 
delay  from  those  sources. 

101  South  Pennsylvania  Ave.,  Roswell,  N.M. 
University  Hospitals,  Cleveland. 
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Use  of  Safety  Closures  for 
Drug  Containers  Advocated 

Widespread  use  of  safety  closures  for  drug  con- 
tainers is  advocated  by  a North  Carolina  pedia- 
trician. 

Dr.  Jay  M.  Arena,  Durham,  N.  C.,  feels  that 
the  adoption  of  safety  closures  for  all  drug  con- 
tainers in  common  home  use  could  reduce  the 
number  of  cases  of  accidental,  experimental,  and 
innocent  ingestion  of  potentially  poisonous  drugs 

His  observations  follow  a study  of  1,600  homes 
with  children  under  five  years  of  age. 

Accidental  ingestion  of  drugs,  Dr.  Arena  points 
out,  causes  35  per  cent  of  the  deaths  from  poison- 
ing of  children  in  the  one  to  five  age  group.  Inci- 
dence of  poisoning  from  drugs  is  much  greater 
than  from  household  agents. 

He  says,  “There  is  little  wonder  that  poisoning 
is  so  frequent  in  infants  and  children  who  learn 
by  exploration,  questioning,  sampling,  and  trial 
and  error.  They  are  particularly  susceptible  to  the 
accidental  ingestion  of  brightly  colored,  attrac- 
tively shaped  and  packaged,  sugar-coated  drugs 
of  all  kinds.” 

To  overcome  this  problem,  Dr.  Arena  believes 
that  all  available  safety  measures  and  precautions 
should  be  utilized.  Education  alone  is  not  enough. 
“Precautionary  labeling  and  safety  closures  are 
good  measures  ...  in  the  prevention  of  these 
tragic  accidents,”  he  added. 

Purpose  of  the  study  was  to  test  three  closures 
— two  of  the  safety  cap  variety  and  one  conven- 
tional screw  cap — to  determine  which  would  be 
the  most  effective  in  reducing  the  chance  of  small 
children  gaining  access  to  drug  containers. 

It  was  also  necessary  for  these  safety  caps  to  be 
designed  and  constructed  so  that  mothers  could 
remove  and  replace  them  with  a reasonable 
amount  of  ease  and  convenience,  the  doctor  said. 

As  a result  of  the  study,  Dr.  Arena  favors  the 
use  of  a plastic,  snap-on  type  cap.  He  said  that 
this  closure  proved  to  be  the  most  difficult  for 
children  to  remove  and  the  easiest  for  them  to 
replace. 

The  doctor  feels  that  the  ability  of  easy  re- 
placement is  valuable  since  it  implies  that  older 
inquisitive  children  can  prevent  younger  infants 
from  gaining  access  to  containers. 

In  addition,  this  cap  was  voted  by  mothers  as 
the  one  in  which  they  felt  was  the  easiest  to  se- 


curely replace.  This  is  significant.  Dr.  Arena  said, 
since  a loose  cap  means  an  open  container. 

He  considered  that  the  children’s  difficulty  in 
removing  the  plastic  cap  and  their  mothers’  ease 
in  removing  and  replacing  the  closures  made  it 
the  choice  from  both  the  manufacturers’  and  the 
families’  standpoints. 

Dr.  Arena  is  affiliated  with  the  department  of 
pediatrics,  Duke  University  Medical  Center. 


AMA,  Health  Service  Library 
Institute  "Index  Mediucs” 

The  American  Medical  Association  and  the 
United  States  Public  Health  Services’  National 
Library  of  Medicine  in  Washington  announced 
jointly  that,  beginning  Jan.  1,  1960,  they  will 
institute  a new  program,  the  “Index  Medicus,” 
for  the  indexing  of  medical  literature  which  is 
estimated  at  220,000  articles  annually. 

The  new  system,  which  calls  for  mechanizing 
the  composition  of  the  index  itself,  will  not  only 
speed  up  the  reference  service  to  physicians,  but 
it  will  also  be  less  costly. 

SOUTHWESTERN  MEDICINE,  which  has 
been  listed  in  the  “Quarterly  Cumulative  Index 
Medicus”  of  the  AMA,  will  be  listed  in  the  “In- 
dex Medicus.” 

January  1960 

Beginning  with  the  issue  of  January  1960,  the 
“Current  List  of  Medical  Literature,”  published 
by  the  National  Library  of  Medicine,  will  appear 
in  a revised  format,  using  improved  composition 
techniques,  and  will  be  renamed  “Index  Medicus.” 
The  new  “Index  Medicus”  will  be  published 
monthly  by  the  National  Library  of  Medicine, 
and  will  be  available  on  a subscription  basis 
through  the  Superintendent  of  Documents,  Gov- 
ernment Printing  Office. 

The  AMA  will  publish  annual  cumulated  vol- 
umes of  the  new  index,  which  will  be  known  as 
the  “Cumulated  Index  Medicus,”  beginning  with 
the  volume  for  the  calendar  year  1960.  The  AMA 
will  bear  the  cost  of  publishing  the  “Cumulated 
Index  Medicus,”  independently  of  the  National 
Library.  In  publishing  this  index  the  AMA  will 
use  cumulative  copy,  in  the  form  of  film  nega- 
tives, prepared  and  furnished  by  the  National  Li- 
brary of  Medicine. 
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THERE  IS  A DIFFERENCE 


Isolyte  has  been 
proven  effective  with 
thousands  of  patients. 


ISOLYTE  contains  in  each  100  cc: 
Sodium  Acetate  N.F.  0.64  Gm.*; 
Sodium  Chloride  U.S.P.  0.5  Gm.; 
Potassium  Chloride  U.S.P.  0.075 
Gm.;  Sodium  Citrate  U.S.P.  0.075 
Gm.*;  Calcium  Chloride  U.S.P. 
0.035  Gm.;  Magnesium  Chloride 
Hexahydrate  0.031  Gm. 

*Bicarbonate  precursors. 
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GLENDALE,  CALIFORNIA 


If  you.  were  going 
to  give  or  be  given 
an  enema,  you 
would  appreciate 

SIGMOL' 

the  non-irritating, 
expendable  enema. 

Sigmol  is  the 
safe  enema  with  the 
longer  flexible 
tip  nurses  and 
patients  prefer. 

Sigmol  enemas 
save  expensive 
preparation  and 
cleanup  time  and 
improve  patient 
relations. 


Join  the  march 
to  better,  less 
expensive  patient 
care  with  modern 
expendables. 

Specify  SIGMOL 
the  finest. 


Each  120  cc.  en€$|Sia  contains: 

Sorbitol  Solution  N.F 43  Gm 

Dioctyl  Potassium 

Sulfosuccinate  . . . 0.12  Gm. 


Edited  By  Andrew  M.  Babey,  M.D.,  Las  Cruces,  N.M. 


Dr.  Babey 


APHORISMS  and  MEMORABILIA 


Miscellaneous  Truths  and  Concepts 

( Continued  ) 


33.  “Never  commit  yourself  to  a definite  diag- 
nosis of  intracranial  tumour  without  having  pre- 
viously made  a careful  examination  of  the  urine 
and  of  the  heart,  arteries  and  blood  pressure — un- 
til in  short,  one  has  excluded  Bright’s  Disease.  — 
Byron  Bramwell,  Clin.  Studies,  R.  & R.  Clark, 
Edinburgh,  1905,  vol.  3,  p.  343. 

34.  Sternocleidomastoid  breathing  when  the 
chin  goes  up  with  each  inspiration  . . . 999  out  of 
a 1000  cases  will  die  in  a short  time.  R.  Cabot, 
New  England  ].  Med.,  199:  39,  1928. 

35.  “A  moderate  amount  of  itching  (of  skin 
with  rash)  does  not  exlude  syphilis,  but  it  is  un- 
usual to  get  itching  in  the  early  eruptions  of 
syphilis.” — G.  Guy  Lane,  New  England  J.  Med., 
199:  901,  1928. 

36.  “Many  people  have  a true  shaking  chill 
with  nothing  but  a sore  throat.” — R Cabot,  New 
England  J.  Med.,  198:  406,  1928. 

37.  . . any  patient  with  arthritis  and  renal 
disease  should  be  suspected  of  gout.” — J.  Hal- 
stead, New  England  J.  Med.,  218:  727,  1938. 

38.  “.  . . in  nine  cases  out  of  ten  when  a 
patient  complains  of  a bone  sticking  in  the  throat, 
the  bone  will  be  found  in  the  tonsil.” — W.  M. 
Mollison,  Guy’s  Hosp.  Gazette,  Oct.  29,  1921,  p. 
439. 

39.  “I  do  not  think  enlarged  epitrochlear 
glands  mean  anything  as  to  syphilis.”  R.  Cabot, 
New  England  J.  Med.,  95:  592,  1926. 

40.  “Excluding  carbon  monoxide  and  hydro- 


cyanic acid  poisoning — diabetic  coma  is  the  only 
clinical  condition  in  which  there  is  a combination 
of  a healthy  colored  skin  and  shortness  of  breath 
at  the  same  time;  in  every  other  condition,  dys- 
pnoea is  accompanied  either  by  pallor  or  cyanosis.” 

I.  Rabinowitch,  Diabetes  Mellitus,  MacMillan, 
Toronto,  1933,  p.  41. 

41.  “Pityriasis  Rosea  is  not  infrequently  mis- 
taken for  syphilis  and  I am  sure  that  many  such 
cases  have  had  antiluetic  therapy  and  have  lived 
under  the  stigma  which  syphilis  carries  with  it.” — 
C.  Guy  Lane,  New  England  J.  Med.,  199:  901, 
1928. 

42.  “Testicular  sensation  is  lost  early  in  syphi- 
litic affections  of  the  testis,  but  late  in  neoplasms.” 
■ — Hamilton  Bailey,  Diseases  of  the  Testicle,  H. 
K.  Lewis  & Co.,  London,  1936. 

43.  “In  children  I have  known  profuse  nose 
bleeding  results  from  the  administration  of  salicy- 
late of  sodium.” — Byron  Bramwell,  Clinical 
Studies,  R.  & R.  Clark,  Edinburg,  4:  21,  1906. 

44.  “.  . . acute  arthritis  occurring  a short  time 
after  an  operation  is  nearly  always  gouty  arthritis.” 

J.  Halstead,  New  England  ].  Med.,  218:  727, 
1938. 

45.  “.  . . the  diagnosis  of  spinal  metastases 
from  a lesion  in  the  gastro-intestinal  tract  is  rarely 
made  by  X-ray.  You  can  scrape  out  the  entire  in- 
side of  a vertebra  and  so  long  as  you  leave  the 
cortex,  you  cannot  see  anything  wrong  with  it  by 
X-ray.”  A.  Hampton,  New  England  J.  Med.,  219: 
357,  1938. 
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46.  “Herpes  in  general  diseases  occurs  most 
commonly  in  pneumonia,  meningitis,  malaria  and 
miliary  tuberculosis.”  — Stevens,  Medical  Lec- 
tures, 1923. 

47.  “100%  of  typhoid  patients  will  show  signs 
of  bronchitis  early  in  the  disease.” — Stevens,  Med- 
ical Lectures,  1923. 

48.  “I  n a patient  who  previously  had  malaria 
with  enlargement  of  the  spleen,  typhoid  fever 
causes  a much  larger  spleen  than  usual.” — Sten- 
gel, Medical  Lectures,  1922. 

Examine  Teeth 

49.  “In  seeking  a cause  for  torticolliSj  don’t 
fail  to  examine  the  teeth.” — W.  Brickner  and  E. 
Moschcowitz,  Surgical  Suggestions,  Surg.  Pub. 
Co.,  N.  Y.,  1906. 

50.  “One  of  the  curses  of  medicine  today  is 
our  tendency  to  worry  before  the  patient  about  a 
1-)-  YVassermann  reaction,  a basal  metabolic  rate 
of  — 15,  a blood  sugar  of  120,  a blood  pressure  of 
100,  an  exaggerated  haustration  of  the  colonic 
shadow,  two  fecaliths  in  the  appendix,  a slightly 
slowed  emptying  of  the  gall  bladder,  or  an  inverted 
T-wave  in  lead  III.  Unless  the  young  graduate  in 
medicine  soon  acquires  the  wisdom  to  disregard 
these  things  and  above  all  to  keep  quiet  about 
them,  he  becomes  a fertile  breeder  of  neuroses.” — 
Walter  Alvarez,  Proc.  Staff  Meet.  Mayo  Clin., 
10:  95,  1935. 

5 1 . “It  has  been  repeatedly  observed  that  once 
a patient  recovers  completely  from  an  attack  of 
acute  nephritis,  he  seems  to  be  highly  resistant  to 
another  attack  and  he  often  has  repeated  hemo- 
lytic streptococcal  infections  later  without  develop- 
ing nephritis.” — Chester  Keefer,  Texas  State  J. 
Med.,  35:  462,  1939. 

52.  “When  a patient  with  polycythemia  com- 
plains of  acute  abdominal  pain  one  entertains  the 
possibility  of  either  a vascular  accident  or  a per- 
forated gastric  or  duodenal  ulcer.  Both  conditions 
are  fairly  common  in  this  disorder. — Chester 
Keefer,  New  England  J.  Med.,  213:  325,  1935. 

Alcoholic  Abnormality 

53.  “In  alcoholism,  however,  one  can  set  hard- 
ly any  limit  to  the  amount  of  urinary  abnormality, 
which  may  be  transitory,  disappearing  as  the  alco- 
hol is  eliminated.” — Richard  Cabot,  Case  Re- 
cords, M.  G.  H.  # 3163,  Oct.  31,  1916. 

54.  “Sleeping  with  the  eyes  half  open  in  a 
seriously  ill  patient  (has)  grave  significance.” — 
Edwin  Bramwell,  Lancet,  1:  761,  1939. 


55.  . . in  renal  infarction,  pain  is  oftener 
absent  than  present,  renal  colic  is  very  uncommon 
and  radiation  of  pain  to  the  genitalia  is  exceed- 
ingly rare.” — Paul  White  and  R.  Porter,  New 
England  J.  Med.,  224:  729,  1941. 

56.  “The  continued  use  of  the  roentgen  ray  as 
a substitute  for  mental  activity  on  the  part  of  the 
practitioner  can  result  only  in  a failure  to  develop 
a clinical  sense  so  much  needed  today  in  the  prac- 
tice of  medicine. ”A.  Aaron,  Pennsylvania  M.  J., 
42:  866,  1939. 

57.  “There  is  no  field  of  practical  importance 
related  to  human  well-being  in  which  there  is 
greater  opportunity  for  dogmatism  and  quackery, 
for  pseudoscience  and  unwarranted  presumptions 
and  proscriptions  than  in  the  domain  of  our  daily 
diet.” — Mendel,  quoted  by  E.  Cathcart,  Lancet, 
1:  590,  1940. 

58.  “The  word  “burning”  is  used  by  the  Jews 
far  more  often  in  describing  their  symptoms  than 
by  any  other  race,  and  as  a rule,  patients  who  use 
this  term  turn  out  to  be  free  from  organic  disease.” 
— Richard  Cabot,  Differential  Diagnosis,  W.  B. 
Saunders,  Phil.,  1920,  Vol.  1,  p.  227. 

Further  Investigation 

59.  “It  makes  no  difference  whether  pus  cells 
in  the  urine  are  clumped  or  single.  The  demon- 
stration of  more  than  2 or  3 pus  cells  in  the  low 
power  field  of  an  uncentrifuged  specimen  (in  a 
male)  demands  further  investigation.” — Meredith 
Campbell,  /.  M.  Soc.  New  Jersey,  38:  14,  1941. 

60.  “No  cell  should  be  called  a pus  cell  unless 
it  contains  the  polymorphic  nucleus  which  we  com- 
monly designate  as  the  pawnbrokers  nucleus.  If  it 
cannot  be  demonstrated  the  cell  is  not  a pus  cell.” 
— Meredith  Campbell,  loc.  cit. 

61.  “No  patient  with  urinary  infection  should 
be  considered  cured  until  at  least  two  negative 
cultures  of  aseptically  collected  specimens  have 
been  obtained.” — Meredith  Campbell,  loc.  cit. 

62.  “The  man  who  has  had  a major  attack  of 
paroxysmal  cardiac  dyspnoea  may  never  again  be 
as  well  as  he  was  before,  and  his  tenure  of  life  be- 
comes as  uncertain  as  that  of  the  victim  of  acute 
coronary  occlusion.  The  heart  muscle  cannot  be 
relied  on  thereafter.” — Charles  Wolferth,  M. 
Clin.  North  American,  Nov.  1938,  p.  1746. 
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Charge  For  Phone  Advice?  We’ve  Made  It  Pay 


By  Rudolph  A.  Jaworski,  M.D.,  and  Alexander  A.  Jaworski,  M.D.,  Pawtucket,  R.  I. 


SOUTHWESTERN  MEDICINE  is  publishing  the  following  article,  reprinted  by  permission 
from  MEDICAL  ECONOMICS  (Copyrighted,  1959,  Oradell,  N.  ].,  April  13,  1959  issue),  and  the 
Editors  would  be  interested  in  having  the  reaction  of  its  Southwestern  readers. 


Too  many  G.P.’s  and  pediatricians  apparently 
feel  they’re  inferior  medical  men.  These  two 
groups  have  the  lowest  hourly  and  annual  net 
incomes  of  any  in  the  profession.  And  one  big 
reason  is  their  timid  and  apologetic  approach  to 
any  frank  discussion  of  proper  fees. 

Recently  in  medical  economics  one  pediatri- 
trician  told  how,  after  much  soul-searching,  he’d 
started  to  charge  $1  for  some  of  his  phone  calls. 
He  emphasized  that  his  purpose  wasn’t  to  in- 
crease earnings  (perish  the  thought!)  but  merely 
to  reduce  the  number  of  unnecessary  calls. 

Well,  we  think  he’s  putting  the  cart  before  the 
horse.  Telephone  consultations  are  an  honest, 
valuable,  and  important  part  of  modern  medical 
practice.  The  doctor  deserves  a fee  for  such 
service  just  as  for  any  other  service  requiring  his 
time  and  knowledge.  Why  be  apologetic  about  it? 

Partnership 

We’re  a two-man  pediatric  brother  partner- 
ship in  Pawtucket,  R.  I.,  and  we’ve  been  charg- 
ing for  phone  advice  for  more  than  two  years 
Even  in  summer,  we  were  getting  twenty  to 
twenty- five  calls  a day.  We  resolved  to  try  the 
policy,  hitherto  unheard-of  in  our  town  or  our 
state,  of  charging  for  these  calls  and  thereby 
abolishing  our  largest  area  of  unpaid  service. 
We’d  like  to  tell  you  frankly  of  the  financ'al 
gains  this  has  brought  us — an  increase  in  annual 
net  earnings  of  about  $3,500  apiece  from  the 
phone  fees  alone,  plus  a considerable  gain  from 
the  higher  patient  load  this  policy  enables  us  to 
handle.  We  feel  that  such  a candid  recital  may 
stimulate  other  doctors  to  follow  suit — as  indeed 
they  ought  to.  So,  briefly,  here’s  the  story: 

By  the  end  of  our  third  partnership  year,  our 
practice  had  expanded  nicely.  Our  net  incomes 
were  already  above  the  national  average  for 
pediatrics.  Yet  they  were  far  short  of  those  of 


local  men  in  other  specialties.  What  to  do?  We 
decided  to  experiment. 

Tapping  Another  Source 

Each  of  us  was  receiving  thirty  to  forty  phone 
calls  a day  from  parents  during  the  winter  months. 

We  were  uncertain,  naturally,  of  what  reper- 
cussions this  might  bring.  So  we  decided  to  send 
out  no  general  notice  or  explanation.  Instead  we 
merely  put  up  in  each  examining  room  a 3"x5" 
card  on  which  the  following  simple  announcement 
had  been  typed: 

All  Phone  Calls $1 

After  three  months,  we  took  down  the  cards 
and  began  billing  for  our  new  phone  fees. 

The  policy  succeeded  from  the  start.  During 
its  first  year,  only  five  or  six  parents  asked  us 
why  we’d  billed  them  for  phone  calls;  the  second 
year,  only  one  or  two. 

How  to  Explain  It 

We’ve  found  the  best  explanation  to  be  short, 
positive,  and  nonapologetic.  We  simply  state: 
This  policy  is  new;  other  doctors  in  other  states 
are  also  starting  to  charge  for  phone  service;  we 
feel  it’s  of  value  just  as  are  hospital,  house  call, 
and  office  services. 

Though  we  announced  that  our  fee  is  $1  for 
all  calls,  some  calls  we  don’t  consider  it  prudent 
to  bill  for.  These  include  calls  handled  by  our 
nurse  or  secretary,  calls  inquiring  about  hospital- 
ized patients,  calls  concerning  patients  under 
three  months  of  age,  and  calls  from  druggists. 

But  if  and  when  other  local  doctors  adopt 
phone  fees  (none  have  yet),  we  plan  to  charge 
for  absolutely  all  calls  except  those  that  result  in 
a home,  office,  or  hospital  visit. 

Few  Losses 

Our  phone  fees  have  lost  us  few  if  any  patients. 
In  fact,  the  policy  has  gained  us  a good  many. 
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For  by  reducing  the  volume  of  our  phone  calls  by 
half,  it’s  helped  us  increase  our  hourly  patient 
load.  This  of  course  has  meant  considerably  more 
income — with  no  new  overhead  expense. 

As  for  the  added  net  income  the  phone  fees 
themselves  have  brought  in,  it  has,  as  we’ve  said, 
been  running  at  an  annual  rate  of  $3,500  each. 
We  figure  this  on  the  basis  of  sixteen  to  twenty 
daily  calls  apiece  in  winter,  and  ten  to  twelve  the 
rest  of  the  year. 

We  maintain  no  specific  telephone  hours.  We 
tell  our  patients  to  feel  free  to  call  us  at  any 
time,  at  the  office  or  at  home.  But  we  do  advise 
them  we  can  be  most  easily  reached  early  in  the 
morning  before  house  and  hospital  visits,  and  all 
during  our  afternoon  office  hours. 

Another  financial  benefit  that  phone  fees  should 
eventually  bring  us  is  a $500  income  tax  deduc- 
tion for  using  our  homes  as  part-time  places  of 
business.  So  far,  though,  revenue  agents  have  dis- 
allowed this.  They  grant  that  the  deduction  ap- 
pears valid  enough.  But  they  say  it’s  too  novel, 
that  we’ll  have  to  wait  till  phone  fees  become 
more  customary  in  Rhode  Island  before  that 


kind  of  deduction  can  be  allowed. 

Accident  Cases 

However,  in  accident  cases  involving  payments 
to  us  by  insurance  companies,  our  itemized  phone 
fees  have  never  been  questioned  as  unreasonable. 
They’ve  always  been  paid  in  full. 

Recently  our  bill  for  a patient  covered  by  a 
comprehensive  insurance  plan  was  investigated  by 
the  insurance  company  because  we’d  included 
phone  fees.  But  after  we’d  shown  that  such 
charges  had  been  customary  in  our  practice  for 
two  years,  the  company  paid  us  promptly. 

So  it  seems  to  us  that  because  of  the  quicken- 
ing spread  of  such  comprehensive  plans  that  cov- 
er all  “necessary,  reasonable,  and  customary” 
doctor’s  services,  it’s  advisable  for  doctors  to 
establish  their  phone  fees  now.  Otherwise,  they 
may  find  it  difficult  in  the  future  to  collect  them 
as  “customary”  from  these  plans. 

For  this  and  other  practical  reasons,  we  think 
our  relatively  underpaid  pediatric  and  G.P.  col- 
leagues should  institute  phone  fees  at  once.  And 
without  apology.  For  certainly  none  is  called  for. 


Homecoming  Meeting 

The  American  College  of  Chest  Physicians  will 
hold  its  homecoming  meeting  in  Albuquerque, 
Oct.  14-17,  1959,  with  headquarters  in  the  West- 
ern Skies  Hotel.  The  meeting  will  celebrate  the 
founding  of  the  College  in  Albuquerque  in  1934. 
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WHENEVER  COUGH  THERAPY  IS  INDICATED 

Hycomine 

V GVT5TTP 


THE 


SYRUP 

Rx  FOR  COUGH  CONTROL 


cough  sedative / antihistamine / expectorant 

• relieves  cough  and  associated  symptoms 

in  15-20  minutes  • effective  for  6 hours  or  longer 

• promotes  expectoration  • rarely  constipates 

• agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine  contains: 


Hycodan® 

Dihydrocodeinone  Bitartrate  . 5 mg.  1 
(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  1.5  mg.  ) 

Pyrilamine  Maleate 12.5  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 

■■mhi  Literature  Supplied:  As  a pleasant-to-take  syrup.  May  be  habit- 
on  request  forming.  Federal  law  permits  oral  prescription. 

endo  laboratories  Richmond  Hill  18,  New  York 

U.S.  Pat.  2,630,400 
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MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL  ■HBHH 


Frederick  P.  Bornstein,  M.D.,  Editor — Case  1217 
Presentation  of  case  by  Mario  Palafox,  M.D. 


History — Dr.  Nathan  Kleban: 

While  lifting  a board  at  the  lumber  yard  where 
he  worked,  a 58  year  old  Latin-American  man 
felt  severe  pain  medial  to  the  inferior  portion  of 
the  right  scapula.  Narrowing  of  the  interspace  be- 
tween the  sixth  and  seventh  thoracic  vertebrae 
was  noted  on  X-ray  films. 

Two  months  later  the  patient  walked  into  an- 
other hospital.  Temperature  was  100,  blood  pres- 
sure 140/90.  No  abnormal  physical  findings  were 
recorded.  An  X-ray  film  of  the  chest  was  reported 
negative.  The  sixth  thoracic  vertebra  had  partially 
collapsed.  Spinal  fluid  pressure  was  equivalent  to 
200  mm  of  water,  sugar  74  mg.  percent,  protein 
138  mg.  percent.  Cerebro-spinal  fluid  VDRAL 
was  negative.  Almost  complete  block  by  what  was 
interpreted  to  be  an  extradural  mass  at  T-6-7  was 
demonstrated  by  myelogram. 

Laminectomy  of  T-6-7  was  performed,  with 
exploration  of  the  spinal  canal  and  removal  of  a 
segment  of  tumor  mass  for  biopsy.  Pathological 
report  was  granulomatous  lesion  compatible  with 
tuberculosis. 

Following  surgery  there  developed  paralysis  of 
the  legs  and  of  the  urinary  bladder.  Three  days 
later  streptomycin  1.0  gm.  bid,  iproniazid  (Mar- 
salid)  100  mg.  tid  and  paramino  salicylic  acid 
12.0  gms.  daily  were  started.  Within  10  days  a low 
grade  fever  had  subsided  to  99  or  below. 

The  patient  was  transferred  to  this  hospital 
about  one  month  after  surgery. 

No  Serious  Illnesses 

There  were  no  serious  illnesses  and  no  surgery 
before  the  present  illness.  There  was  no  history  of 
known  pulmonary  tuberculosis.  On  Mar.  10,  1953, 
six  years  before,  an  X-ray  film  of  the  chest  was  in- 
terpreted as  being  within  normal  limits  except 
for  elevation  of  the  right  diaphragm.  There  was 
no  known  family  history  of  tuberculosis. 


On  admission  the  patient  complained  of  pain 
in  the  right  leg.  He  was  on  a Styker  frame.  A 
urinary  retention  catheter  was  in  place.  There  was 
a healed  surgical  scar  on  the  back.  Decubitus 
ulcers  were  present.  Over  a two  month  period  X- 
rays  of  the  dorsal  spine  demonstrated  collapse  of 
T-6,  fairly  good  preservation  of  the  joint  spaces 
and  inceased  density  on  both  sides  of  the  dorsal 
spine. 

The  same  medication  was  ordered,  but  the 
patient  was  given  isoniazid  in  place  of  iproniazid. 
Urinary  tract  infection  was  also  treated.  There 
was  little  change  at  time  of  discharge. 

Re-Admitted 

One  week  later  the  patient  was  re-admitted  be- 
cause of  urinary  retention.  There  were  decubitus 
ulcers.  A diagnosis  of  neurogenic  bladder  was 
made  following  cystoscopy.  Hemoglobin  was  10 
gms.,  NPN  37  mg,  percent,  urine  contained  albu- 
min, pus  cells  and  coliform  organisms. 

Treatment  consisted  of  urinary  bladder  cathe- 
terization and  methenamine  mandelate  (Mande- 
lamine).  The  patient  was  discharged  after  25 
days. 

Two  years  later  the  patient  was  admitted  to 
El  Paso  General  Hospital  for  the  third  and  last 
time.  It  was  said  that  he  was  unable  to  give  an 
interval  history  because  of  confusion. 

Physical  Examination: 

T.  99  P.  70  R.  16  B.P.  90/70. 

The  patient  complained  of  severe  leg  cramp, 
skin  turgor  was  poor.  There  were  decubitus 
ulcers.  The  balance  of  the  physical  examination, 
including  chest,  heart,  abdomen  and  neurological, 
was  said  to  be  within  normal  limits. 

Hospital  Course: 

Saline  soaks  were  applied  to  the  decubitus 
ulcers.  Meperidine  (Demerol)  was  given  for  pain. 
The  patient  developed  shock  24  hours  after  ad- 
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mission.  An  electrocardiogram  was  said  to  show 
myocardial  infarction. 

Cedilanid  and  L-arterenol  (Levophed)  had  no 
effect  on  the  shock.  From  the  right  chest  1550  cc. 
of  dark  blood  was  removed  shortly  before  death 
36  hours  after  admission. 

Laboratory  Findings  (Last  admission) 

Blood  count— 1-29-59— Hb.  14.3  gm.,  Ht.  40%, 
WBC  9,100,  Stabs.  2,  Segs.  53,  Lymphs.  36. 

Urinalysis — 1-29-59 — (voided)  cloudy,  alkaline, 
S.G.  QNS,  albumin  4-)-;  sugar  negative,  WBC  in- 
numerable. 

Chemistry:  — 1-29-59  — Glucose  — 112  mg.%, 
Urea  Nitrogen — 13.5  gm.% 

1-30-50 — Cell  block  from  thoracentetic  fluid, 
negative  for  tumor  cells. 

X-ray— 1-29-59 — Re-examination  of  the  chest 
and  comparison  w'ith  previous  study  now  reveals 
obscuration  of  the  entire  hemithorax  by  an 
effusion,  and  an  accompanying  exudate  on  the 
pleura.  There  is  no  significant  shift  of  the  media- 
stinum. 

The  remainder  of  the  chest  reveals  no  signifi- 
cant change  from  the  previous  examination. 
Conclusion:  Pleural  effusion  with  thickened  pleura 
on  the  right.  Smears  are  recommended  for 
further  evaluation. 

Clinical  Discussion — Dr.  Mario  Palafox: 

This  was  a 50  year  old  Latin-American  man 
whose  presenting  complaint  was  severe  pain 
medial  to  the  inferior  portion  of  the  right  scapula 
and  narrowing  of  the  interspace  between  the  sixth 
and  seventh  thoracic  vertebrae,  which  was  seen 
on  X-ray. 

X-Ray  Discussion — Dr.  Vincent  Ravel: 

The  first  films  were  taken  in  a private  labora- 
tory immediately  after  the  man  experienced  the 
pain  and  other  X-rays  were  taken  at  Hotel  Dieu 
later.  We  don’t  have  these  films  but  this  set  of 
films  was  taken  in  1956  and  this  pain  occurred 
in  1956,  three  years  before  his  death. 

Dr.  Palafox: 

This  man  had  sudden  severe  pain  and  I was 
looking  for  the  abnormal  and  statistically  infre- 
quent such  as  multiple  myeloma.  Inasmuch  as  this 
case  was  presented  as  a CPC  I presumed  it  was 
something  unusual  such  as  multiple  myeloma. 


However,  after  reading  the  rest  of  the  protocol  I 
changed  my  mind. 

There  is  nothing  else  in  the  protocol  that  indi- 
cates multiple  myeloma  except  the  sudden  onset  of 
pain.  The  next  thing  I noticed  was  that  the  man 
had  a low  grade  fever  and  the  X-rays,  presumably 
taken  at  Hotel  Dieu,  showed  partial  collapse  of 
the  sixth  thoracic  vertebra.  A myelogram  at  that 
time  revealed  a complete  block  between  the  sixth 
and  7th  thoracic  vertebrae.  This  was  followed  by 
a laminectomy. 

The  operative  report  at  that  time  states  that  a 
tumor  mass  was  removed  and  after  the  removal 
paralysis  of  the  urinary  bladder  and  legs  occurred. 
Microscopic  examination  revealed  a granuloma- 
tous lesion  compatible  with  tuberculosis.  Appar- 
ently the  patient  developed  paralysis  following  the 
surgery  and  was  discharged  from  Hotel  Dieu  and 
brought  to  this  hospital  one  month  after  surgery. 

Further  Reading 

Further  reading  says  there  was  no  history  of 
known  pulmonary  tuberculosis.  Then  all  along 
this  protocol  I read  the  word  decubitus  ulcers. 
I would  just  like  to  say  a few  words  about  de- 
cubitus ulcers.  In  the  old  days  patients  with 
broken  hips,  or  paraplegia  or  some  other  kind  ol 
cord  lesion  used  to  die  of  pneumonia. 

About  two  years  ago  I heard  a discussion  of  this 
in  Chicago  at  the  Academy  and  they  said  that  the 
main  complaints  or  complications  now  arising  from 
broken  hips  are  decubitus  ulcers;  they  also  claimed 
that  decubitus  ulcers  indirectly  or  directly  kill 
more  patients  than  any  other  cause;  so  when  I 
saw  this  I wondered  whether  this  patient  wasn’t 
emaciated  from  decubitus  ulcers. 

At  this  point  I think  we  ought  to  discuss  the 
films. 

X-Ray  Discussion — Dr.  Ravel: 

The  survey  films  of  the  chest  showed  no  cardiac 
lesion.  The  main  lesion  of  course  is  the  compres- 
sion deformity  of  the  sixth  thoracic  vertebra  and 
the  soft  tissue  mass  above  it.  When  we  see  a col- 
lapsed vertebra  with  a soft  tissue  mass  above  it  we 
think  naturally  in  terms  of  cold  abscess. 

However,  usually  the  radiographic  picture  is 
that  of  a vertebra,  disc  and  vertebra.  Here,  how- 
ever, we  have  well  maintained  interspaces  above 
and  below  the  lesion  and  this  from  the  radio- 
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graphic  standpoint  tends  to  exclude,  but  not  en- 
tirely, a tuberculous  spondylitis. 

Metastatic  Lesion 

In  the  final  episode  there  is  a large  massive 
effusion  here  which  again  could  be  inflammatory. 
One  could  think  here  about  a metastatic  lesion  to 
the  sixth  thoracic  vertebrae  but  I have  no  sug- 
gestion as  to  where  the  primary  would  be. 

As  far  as  multiple  myeloma  is  concerned  there 
is  no  evidence  in  the  vertebrae  or  ribs  to  indicate 
a myelomatous  lesion. 

Dr.  Palafox: 

However,  not  infrequently  you  find  multiple 
myeloma  with  a lesion  in  only  one  location. 

Dr.  Ravel: 

I wouldn't  say  not  infrequently. 

Dr.  Palafox: 

Well,  I’ll  give  you  some  statistics.  More  often 
you  don’t  find  the  disseminated  type  than  you  do. 
The  single  is  more  frequent  than  the  disseminated 
type. 

Dr.  Ravel: 

That  hasn’t  been  our  experience. 

Dr.  Palafox: 

I presume  the  patient  had  a neurogenic  blad- 
der. Diagnosis  was  made  by  a neurologist.  Subse- 
quently there  w'as  a bladder  infection  for  which 
he  was  treated. 

On  his  last  admission  he  developed  shock  24 
hours  after  admission.  An  electrocardiogram  was 
done  at  this  time  and  showed  a myocardial  in- 
farction. This  I presume  killed  the  patient. 

Fifteen  hundred  cc.  of  dark  blood  wras  aspirated 
from  the  lung.  It  was  a fairly  aseptic  tap,  most 
commonly  in  this  type  of  tap  one  finds  tuber- 
culosis. 

Biopsy  Done 

Anyway,  although  the  diagnosis  was  question- 
able at  first,  a biopsy  was  done  and  the  pathologist 
called  it  tuberculosis.  I therefore  base  my  diag- 
nosis on  the  fact  that  this  was  a tuberculosis-like 
lesion  removed  from  the  vertebral  bone,  that  the 
patient  had  symptoms  referable  to  this  lesion 
and  therefore  I must  assume  that  this  was  tuber- 
culosis and  not  a malignancy. 


I assume  that  the  urinary  disease  of  the  patient 
was  secondary  to  his  cord  bladder. 

Summarizing,  we  would  like  to  know  what 
killed  the  patient.  I think  coronary  heart  disease 
killed  him.  Secondly,  what  was  the  lesion  of  the 
spinal  cord?  I think  it  was  a tuberculous  spondy- 
litis. 

This  lesion  was  surgically  attacked  and  prob- 
ably a cold  abscess  was  entered  into  and  secondary 
tuberculous  meningitis  followed.  In  addition  there 
were  decubital  ulcers.  I believe  this  was  the  diag- 
nosis. 

Dr.  Frederick  P.  Bornstein: 

I picked  this  case  to  a certain  extent  because 
this  type  of  granulomatous  lesion  has  become 
pretty  rare.  What  are  your  principles  of  manage- 
ment at  the  present  time  for  this  kind  of  possible 
bony  tuberculosis? 

Dr.  Palafox: 

As  to  management,  50  percent  of  these  bone 
lesions  have  lung  involvement.  The  bone  is  just  a 
manifestation  of  the  central  disease  in  the  lungs. 
The  lung  lesion  needs  medical  management.  If 
there  is  no  lung  lesion  present  we  proceed  to  treat 
the  bone. 

If  a joint  is  involved  we  feel  that  immediate 
radical  surgery  is  required.  This  was  not  the  case 
here.  Treatment  in  a man  of  his  age  would  be 
conservative.  For  the  rest,  I believe  in  using  the 
well  known  medications,  namely,  streptomycin, 
marsalid  and  paraminosalycilic  acid,  using  two  at 
a time  so  as  to  rest  the  patient  in  between.  You 
alternate  medications,  which  seems  to  give  better 
results. 

There  is  one  test  I learned  from  Dr.  Campos  in 
Brazil.  In  Brazil  bone  tuberculosis  is  very  common, 
so  common  that  they  have  hospitals  for  bone 
tuberculosis  alone.  He  told  me  that  in  his  exper- 
ience a rise  in  the  lymphocytic  count  combined 
with  a fall  in  the  monocytic  count,  is  a good  index 
to  do  surgery.  In  this  patient  I w'ould  have  recom- 
mended conservative  treatment,  immobilization, 
most  probably  cast  or  brace,  and  watch  him  along, 
and  for  the  rest,  treat  him  with  chemotherapy. 

Dr.  Zigmund  Kosicki: 

I just  have  one  short  comment  to  make  on 
tuberculosis  of  the  bone.  The  ratio  of  lymphocytes 
to  monocytes  did  not  prove  too  successful  as  a 
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guide  in  our  hands  for  the  decision  when  to 
operate  and  when  not  to  operate.  In  our  exper- 
ience (and  this  is  a very  rough  gauge),  the  weight 
of  the  patient,  the  clinical  appearance  of  the 
patient,  turned  out  to  be  the  best  guide. 

When  the  patient  begins  to  eat,  and  when  the 
patient  begins  to  gain  weight,  and  looks  good,  we 
feel  that  is  the  time  to  start  surgery.  That  of 
course  is  a rather  nebulous  standard,  but  it  is  a 
good  one.  Some  children,  some  young  adults,  may 
be  on  the  ward  only  a couple  of  months  before  we 
start  surgery;  others  may  be  kept  in  for  as  long 
as  a year  or  two  before  surgery  can  be  attempted. 

The  other  thing  I would  like  to  mention  is  the 
use  of  the  old  method  of  a Bradford  frame  for 
tuberculosis  of  the  spine  and  Pott’s  disease.  It  was 
the  feeling  in  our  group  where  I trained  that 
Pott’s  disease  is  best  treated  by  encouraging  de- 
formity. 

Nature  is  kind  to  the  patient  and  attempts  to 
heal  the  abscess  by  gibbus  formation  and  for 
many  years  it  was  the  practice  to  put  children  and 
young  adults  in  Bradford  frames  and  hyper-ex- 
tension, opening  up  the  cavity  and  maintaining  it 
open. 

It  was  our  feeling  that  the  Bradford  frame  was 
contra-indicated.  We  allowed  the  patient  simply 
to  lie  in  bed  to  allow  collapse  of  the  spine.  We 
disregarded  the  deformity  and  primarily  treated 
this  as  an  abscess,  and  if  the  abscess  got  big  or 
began  to  point  or  became  a problem,  then  it  was 
attacked  surgically. 

Dr.  Palafox: 

One  more  comment  about  the  radiological  find- 
ings. It  is  true  that  most  commonly  the  interspace 
is  involved  in  tuberculosis  in  an  adult.  In  chil- 
dren’s type  the  infection  follows  the  blood  stream 
with  central  destruction  and  after  the  central  part 
of  the  vertebra  is  destroyed,  it  collapses. 

This  also  may  occur  in  adults  and  this  may 
explain  the  reason  why  the  interspaces  are  main- 
tained in  this  case. 

Dr.  Bornstein: 

The  pathological  report  was  granulomatous 
lesion  compatible  with  tuberculosis.  Now  what 
you  can  gather  from  this  report  definitely  is  that  it 
was  not  a tumor  but  a granuloma. 

In  the  old  days  we  probably  would  have  simply 
said  tuberculosis,  but  we  have  learned  that  if  we 


cannot  demonstrate  acid-fast  organisms  in  a 
country  of  coccidioidomycosis,  we  better  be  care- 
ful and  say  granuloma. 

But  in  evaluating  the  patient  you  can  say  and 
can  trust  the  fact  that  you  are  not  dealing  with  a 
tumor  problem  but  with  a granulomatous  lesion. 

Dr.  Postlewaite: 

The  problem  of  extrapulmonary  tuberculosis  in 
this  country  does  not  present  the  same  type  of 
difficulty  as  it  does  across  the  river  where  you  deal 
with  Bovine  tuberculosis.  In  this  country  nearly 
all  extrapulmonary  tuberculosis  originates  from  a 
primary  source  in  the  lungs.  In  the  cases  across 
the  river,  bone  and  genital  tuberculosis  may  be 
present  without  lung  lesions  because  Bovine 
tuberculosis  can  be  transmitted  without  showing 
a lung  lesion. 

As  I commented  before,  bloody  effusion  in  the 
pleural  cavity  to  most  people  primarly  indicates 
malignancy.  Other  causes  may  be  ruptured  ves- 
sels, eroded  vessels,  but  probably  the  least  common 
cause  in  a hemorrhagic  effusion  is  tuberculosis. 

You  would  be  more  apt  to  find  it  in  coccidioi- 
domycosis by  virtue  of  its  dissemination  and 
erosion  of  vessels  than  you  would  in  tuberculosis. 

In  addition  we  have  to  account  for  the  cardiac 
problem,  myocardial  infarction,  which  we  have 
to  differentiate  from  pulmonary  embolism  in  the 
terminal  picture. 

Clinical  Diagnosis:  Decubitus  ulcers 

Dr.  Palafox’s  Diagnosis:  Coronary  heart  disease, 

tuberculous  spondylitis 

Pathological  Diagnosis:  1.  Acute  hemorrhagic  in- 
farction, posterior  wall,  left  ventricle;  2.  Tuber- 
culous osteomyelitis  with  compression  of  spinal 
cord;  3.  Pulmonary  tuberculosis 

Pathological  Discussion — Dr.  Bornstein: 

This  man  had  so  many  diseases  that  I think  I 
will  simplify  matters  by  simply  reading  all  the 
anatomical  diagnoses.  He  had  a pulmonary  tuber- 
culosis with  effusion  on  the  right  side  with  cavita- 
tion in  the  right  upper  and  lower  lobes. 

He  had  a tuberculous  osteomyelitis  with  com- 
pression of  spinal  cord.  He  had  a fresh  hemor- 
rhagic infarction  of  the  posterior  wall  of  the  left 
ventricle.  He  had  a fatty  cirrhosis  of  the  liver  with 
ascites.  He  had  a cord  bladder  with  hydroureters 
due  to  chronic  myelitis  and  leptomeningitis  which 
at  that  time  was  nonspecific. 
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So  you  can  see  everything  was  wrong  with  the 
man.  I bring  the  case  up  because,  first,  we  don't 
see  bony  tuberculosis  very  often  and  it’s  a good 
time  to  discuss  the  matter,  and  secondly  it  should 
be  called  to  the  attention  of  everybody,  especially 
the  house  staff,  that  you  cannot  always  cover  all 
symptoms  with  one  diagnosis. 

This  man  had  at  least  three  independent  dis- 
ease conditions — he  had  coronary  heart  disease, 
he  had  tuberculosis  affecting  several  organs,  either 
by  the  tuberculosis  or  by  the  break-down  of  the 
spinal  cord,  and  a fatty  cirrhosis  of  the  liver  in 
addition. 

One  Slide 

I just  want  to  show  one  slide  of  the  section  of 
the  bone.  On  histological  examination  we  found 
a destructive,  caseating  granulomatous  lesion  in 
the  vertebra.  We  were  not  able  to  demonstrate 
acid-fast  organisms  but  I believe  in  connection 
with  the  pulmonary  findings,  we  can  call  this 
tuberculosis  without  difficulty. 

On  this  side  are  bony  fragments,  on  the  left 
you  can  see  an  area  of  epithelioid  cells,  a poorly 
differentiated  Langhans  giant  cell  in  the  center, 
and  you  can  see  caseation  necrosis  on  the  other 
side.  This  is  essentiallv  a picture  of  typical  tuber- 
culosis. 

Together  with  the  characteristic  lesions  of  the 
lungs,  and  in  the  absence  of  coccidioidomycosis 
which  would  perhaps  act  a little  bit  differently,  I 
think  even  without  demonstrating  acid-fast  organ- 
isms, we  can  be  convinced  that  this  man  had 
tuberculosis. 


Houston  Hospital  Adds 
Psychiatric  Beds 

Hedgecroft  Hospital,  of  Houston,  under  its 
new  administration  has  converted  30  of  its  42 
beds  to  the  care  of  the  psychiatric  patient.  It 
has,  on  its  open  but  controlled  medical  staff,  18 
of  the  42  Houston  psychiatrists. 

The  hospital’s  physical  facilities  include  Physi- 
cal Therapy,  Occupational  Therapy,  Recreational 
Therapy  (including  indoor  swimming  pool),  Med- 
ical Social  Service,  Psychology,  Nursing  Service, 
and  E.C.T. 

The  hospital  is  fully  approved  by  the  Joint  Com- 
mission on  Accreditation  of  Hospitals. 


Arizona  Granted  $135,000 
For  Medical  School  Study 

The  Commonwealth  Fund  of  New  York  has 
granted  to  the  board  of  regents  of  the  Universities 
and  State  College  of  Arizona  $135,000  for  a study 
of  the  need  for  a medical  school  in  Arizona. 

John  G.  Babbitt,  chairman  of  the  Medical 
School  Committee  of  the  Board  of  Regents  an- 
nounced the  award  following  notification  from 
Malcolm  P.  Aldrich,  president  of  the  Fund,  to  Dr. 
J.  Byron  McCormick,  adviser  to  the  Board  of 
Regents. 

I he  Regents  submitted  to  The  Commonwealth 
Fund  a plan  for  a study  which  would  determine 
the  need  for  a medical  school  in  Arizona.  If  the 
need  is  shown,  then  the  survey  would  make  rec- 
ommendations as  to  the  location  of  the  medical 
school  and  as  to  the  type  of  school  and  length  of 
course  it  should  offer. 

John  G.  Babbitt  of  Flagstaff  is  chairman  of  the 
Regent’s  committee  and  Elwood  W.  Bradford  of 
Yuma  and  Samuel  H.  Morris  of  Globe  are  mem- 
bers. Following  hearings  held  in  Flagstaff  July  11, 
1958,  on  the  need  for  a medical  school,  Babbitt 
reported  to  the  Board  on  Sept.  6 and  recommend- 
ed that  the  Board  authorize  Dr.  J.  Byron  McCor- 
mick to  pursue  the  possibility  of  obtaining  funds 
to  investigate  the  necessity  and  desirability  of  es- 
tablishing a medical  school  in  Arizona. 

The  Board  approved  Mr.  Babbitt’s  recommen- 
dation and  on  November  14  appointed  Dr.  Rich- 
ard S.  Poor,  provost  of  the  Health  Center  of 
the  University  of  Florida,  to  prepare  a plan  for 
the  proposed  survey.  On  Feb.  18,  1959,  the  Board 
approved  the  proposed  plan  which  described  in 
detail  the  staff  needed  for  a careful  survey,  the 
method  of  operation  and  the  budget. 

Year  Needed 

It  is  estimated  that  a year  will  be  needed  to 
complete  the  study.  The  study  will  be  organized 
and  conducted  as  a purely  objective  project  and 
will  employ  consultants  in  many  fields  to  review 
staff  work  and  policy  judgements.  After  review  of 
each  major  aspect  of  the  problem,  the  results  will 
be  presented  to  the  public  through  the  press,  by 
public  addresses  and  by  group  discussions. 

The  program  will  include  several  advisory 
boards  of  governmental,  lay  and  medical  people  to 
meet  with  the  staff  and  to  discuss  with  them  fully 
all  aspects  of  the  study. 
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Dosage:  Every  three  or  four  hours  — adults,  1 to  2 tea- 
spoonfuls; children,  to  1 teaspoonful. 
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From  Washington* 

Congress  this  year  failed  to  take  final  action  on 
any  legislation  of  major  interest  to  the  medical 
profession  except  for  the  annual  appropriation  for 
medical  research. 

However,  work  was  started  on  three  measures 
of  particular  concern  to  physicians — the  Forand, 
Keogh-Simpson  and  international  health  research 
bills.  Showdown  votes  on  them  are  probable  next 
year.  If  there  are  not  votes  next  year,  they  will 
die  and  must  be  reintroduced  in  1961  if  they  are 
to  be  considered  further  by  Congress. 

The  House  Ways  and  Means  Committee  held 
hearings  on  the  Forand  bill,  but  deferred  show- 
down voting  on  it  until  next  year.  The  legislation 
— which  is  vigorously  opposed  by  the  medical  pro- 
fession, other  groups  on  the  health  team  and  the 
Eisenhower  Administration — would  provide  hos- 
pital, surgical  and  nursing  home  care  for  federal 
Social  Security  beneficiaries.  Social  Security  taxes 
would  be  raised  to  help  finance  the  expensive  pro- 
gram. 

Keogh-Simpson  Bill 

The  Keogh-Simpson  bill,  after  being  approved 
by  the  House,  was  left  hanging  in  the  Senate 
Finance  Committee.  The  Senate  committee  held 
two  sets  of  hearings.  It  could  vote  early  next  year 
on  the  legislation  which  would  grant  income  tax 
deferrals  to  physicians  and  other  self-employed 
persons  as  an  incentive  to  invest  in  private  pension 
plans. 

Medical  Research 

Chairman  Oren  Harris  (D.,  Ark.)  postponed 
until  next  session  a vote  by  the  House  Commerce 
Committee  on  the  Senate-approved  international 
medical  research  bill  because  of  a backlog  of 
more  urgent  measures  requiring  committee  action 
this  year.  He  said  that  “a  diligent  effort”  would 
be  made  during  the  recess  to  clarify  a number  of 
points  at  issue  revealed  in  testimony  before  his 
committee. 

The  bill  calls  for  an  annual  $50  million  authori- 
zation to  finance  a new  national  institute  of 
health  to  foster  international  medical  research 
programs  and  cooperation.  The  Administration 
opposes  some  of  its  provisions. 


President  Eisenhower  and  Arthur  S.  Flemming, 
Secretary  of  Health,  Education  and  Welfare, 
made  clear  that  they  didn’t  feel  bound  to  spend 
the  additional  $106  million  which  Congress  voted 
for  medical  research.  Congress  raised  the  $294 
million  requested  by  the  President  to  $400  million. 

Congress  Going  Too  Fast 

Mr.  Eisenhower  expressed  concern  that  Con- 
gress is  going  too  fast  in  providing  medical  re- 
search funds  which  are  administered  by  the  Na- 
tional Institutes  of  Health.  He  warned  of  a danger 
that  the  quality  of  research  projects  might  be 
lowered  and  that  manpower  and  other  resources 
might  be  diverted  from  “equally  vital  teaching 
and  medical  practice.” 

He  directed  that  every  project  approved  must 
be  “of  such  great  promise  that  its  deferment 
would  be  likely  to  delay  progress  in  medical  dis- 
covery.” 

Secretary  Flemming  said  that  the  President’s 
criteria  would  be  followed  conscientiously.  But  the 
Secretary  gave  assurance  that  the  restrictions 
would  not  be  so  rigid  as  to  hamper  research  by 
denying  funds  for  worthwhile  projects. 
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SAUL  B.  APPEL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

CARDIOVASCULAR  DISEASES 

SKEte3-520l  EL  PASO  MEDICAL  CENTER  l50lE|A^fonaTexaes 


ARTESIA  MEDICAL  CENTER 


Phone: 

Henry  L.  Wall,  M.D.,  Suite  A 
General  Practice 

SH 

6-2311 

Robert  W.  Harper,  M.D.,  Suite  B 
Surgery  and  Gynecology 

SH 

6-2531 

Owen  C.  Taylor,  Jr.,  M.D.,  Suite  C 
General  Practice 

SH 

6-2521 

C.  Pardue  Bunch,  M.D.,  Suite  D 
General  Practice 

SH 

6-3321 

Gerald  A.  Slusser,  M.D.,  Suite  E 
Surgery 

SH 

6-2441 

X-ray  and  Medical  Laboratory 

SH 

6-4200 

Fourth  and  Washington  Artesia, 

New 

Mexico 

ANDREW  M.  BABEY,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

CARDIOVASCULAR  DISEASES 

250  West  Court  Avenue  JAckson  4-4481  Las  Cruces,  N.  M. 


JOSEPH  BANK,  M.  D. 

Diplomate  of  American  Board  of  Internal  Medicine 
and  American  Board  of  Gastroenterology 
GASTROENTEROLOGY,  GASTROSCOPY 
800  North  First  Ave.  ALpine  4-7245  Phoenix,  Arizona 


FRANK  O.  BARRETT 
ANESTHESIOLOGY  ASSOCIATES 

J.  A.  Shugart,  M.  D. 

(Diplomate  American  Board  of  Anesthesiology) 

Jack  Walker,  M.D.,  J.  W.  Redelfs,  M.D.,  Jack  Ellis,  M.D. 

— ANESTHESIOLOGY  — 

1501  Arizona  Ave, 

El  Paso  Medical  Center  KE  3-8431  El  Paso,  Texas 


OTTO  L.  BENDHEIM,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PSYCHIATRY  & 
NEUROLOGY 

5051  N.  34th  Street  CRestwood  7-7431  Phoenix,  Ariz. 


JACK  A.  BERNARD,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

Suite  3C  El  Paso  Medical  Center  1501  Arizona  Avenue 
Phone  KE  3-8151  £1  Paso.  Texas 


VICTOR  M.  BLANCO,  M.D. 

Diplomate  of  the  American  Board  of  Surgery 
General  and  Cancer  Surgery 
Suite  402  Banner  Bldg.,  KE  3-3239,  El  Paso,  Texas 

CLEMENT  C.  BOEHLER,  M.  D„  F.A.C.S. 

H.  W.  DEMAREST,  M.  D„  F.A.C.S. 

Diplomates  American  Board  Obstetrics  and  Gynecology 

Suite  8-A  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-6591  El  paS0i  Texas 

FREDERICK  P.  BORNSTEIN,  M.D. 

Certified  by  the  American  Board  of  Pathology 
in  Pathologic  Anatomy  and  Forensic  Pathology 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


LOUIS  W.  BRECK,  M.  D. 

W.  COMPERE  BASOM,  M.  D. 
MORTON  H.  LEONARD,  M.D. 

MARIO  PALAFOX,  M.  D. 

ZIGMUND  W.  KOSICKI,  M.  D. 

The  El  Paso  Orthopaedic  Surgery  Group 
520  Montana  Ave  Telephone  KE  3-7465  El  Paso,  Texas 

BASIL  K.  BYRNE,  M.D.,  F.A.A.P. 

IRVIN  J.  GOLD'FARB,  M.  D. 

Diplomates  American  Board  of  Pediatrics 
PEDIATRICS 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Ave. 

KE  3-8487  El  Paso,  Texas 


RAYMOND  J.  BENNETT,  M.  D. 

Diplomate  of  the  American  Board  of  Neurology  and  Psychiatry 

PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

Suite  7A  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  2-1177  El  Paso,  Texas 


ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 

414  Banner  Building  KE  3-7587  El  Paso,  Texas 
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ROBERT  N.  CAYLOR,  M.  D. 

Practice  Limited  to  Ophthalmology 

207  Medical  Arts  Bldg  . 

415  East  Yandell  Blvd.  KE  3-5897  El  Paso,  Texas 


WILLIAM  I.  COLDWELL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

— INTERNAL  MEDICINE  — 

800  Montana  Ave.  KE  3-8373  El  Paso,  Texas 

BRANCH  CRAIGE,  M.  D..  F.  A.  C.  P. 

(Certified  by  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7121  El  Paso,  Texas 


E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Thoracic  Surgery 
THORACIC  SURGERY 

Cardiovascular  Surgery  Broncho-Esophagology 

Suite  1 1 - D KE  3-8511  or  KE  2-2474  1501  Arizona  Ave. 

El  Paso  Medical  Center  £1  Paso,  Texas 


WICKLIFFE  R.  CURTIS,  M.  D„  F.  A.  C.  S. 
JAMES  D.  BOZZELL,  M.  D„  F.  A.  C.  S. 

Diplomates  American  Board  of  Urology 

PRACTICE  LIMITED  TO  UROLOGY 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1426  El  Paso,  Texas 

J.  C.  DOTSON,  M.  D. 

General  Surgery 

414  Banner  Building  KE  2-81  I I El  Paso,  Texas 

ANTONIO  DOW,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 

GENERAL  SURGERY 

1022  Mills  Bldg.  KE  2-7305  El  Paso,  Texas 

HAROLD  D.  DOW,  M.  D. 
FREDERICK  J.  KOBERG,  M.  D. 

General  Practice  — Surgery 

Box  546 

702  Hobbs  Road  Phone  3641  Seminole,  Texas 


L.  O.  DUTTON,  M.  D. 

RITA  L.  DON,  M.  D. 

ALLERGY 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


ORVILLE  EGBERT,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

ALLERGY 

DISEASES  OF  THE  CHEST 

EDWARD  EGBERT,  M.  D. 

INTERNAL  MEDICINE 

Building  3 1 50 1 Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1645  El  Paso,  Texas 

JOHN  A.  EISEN BEISS,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Neurological  Surgery 

WILLIAM  B.  HELME,  M.D. 

NEUROSURGERY 

926  E.  McDowell  Road  AL  4-3151  Phoenix,  Arizona 


WARD  EVANS,  M.  D„  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 

SURGERY 

414  Banner  Bldg.  KE  3-7587  El  Paso,  Texas 


LESTER  C.  FEENER,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

CARDIOVASCULAR  DISEASES 

404  Banner  Bldg.  KE  2-5771  El  Paso,  Texas 


JOE  R.  FLOYD,  M.  D„  F.  A.  C.  S. 
JOHN  A.  PONSFORD,  M.  D. 

GENERAL  SURGERY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-5881  El  Paso,  Texas 


1130  N.  Central  Ave.  2021  N.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 

JOHN  W.  KENNEDY,  M.  D. 

JAMES  R.  MATHESON,  M.  D. 

Diplomates  of  American  Board  of  Radiology 
X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY 

AL  8-8436  AL  3-4131  AL  8-7531 

Phoenix,  Arizona 


CHARLES  E.  GALT,  JR.,  M.  D. 

Practice  Limited  to  Obstetrics  and  Gynecology 
513  West  Fox  St.  Phone  TUxedo  5-6666  Carlsbad,  N.  M. 
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H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

PRACTICE  LIMITED  TO  UROLOGY 
20?  Medical  Arts  Bldg.  KE  2-8130  El  Paso,  Texas 

HERBERT  E.  HIPPS,  M.  D. 

ORTHOPEDIC  SURGERY 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 

L.  A.  GLADSTONE,  M.  D. 

W.  D.  FEINBERG,  M.D. 

INTERNAL  MEDICINE 

Bldg.  14,  Suite  D 1501  Arizona  Ave. 

E|  Paso  Medical  Center  KE  3-2508  El  Paso,  Texas 

SOLOMON  HELLER,  M.D. 

INTERNAL  MEDICINE 
Hematology — Endocrinology 
800  Montana  Ave.  KE  3-0406  El  Paso,  Texas 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

DIAGNOSIS  — GASTROENTEROLOGY 
701  First  National  Building  KE  2-6221  El  Paso,  Texas 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  3-3443  El  Paso,  Texas 

J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  2-9032  El  Paso.  Texas 

RALPH  H.  HOMAN,  M.  D„  F.  A.  C.  P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.  D..  F.  A.  C.  S. 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

Suite  7D  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1409  El  Paso,  Texas 

RALPH  G.  GREENLEE,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

401  N.  Garfield  Mutual  4-8072  Midland,  Tex. 

GEORGE  W.  HORTON,  M.  D. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 
513  West  4th  Street  FEderal  2-1271  Odessa,  Texas 

DRS.  HART,  BOVERIE,  BLACK 
CLAYTON,  GREEN  & WHITE 

PATHOLOGY  AND  CLINICAL  LABORATORIES 
X-RAY  DIAGNOSIS  AND  THERAPY 

Radioactive  Cobalt 

Isotopes  Beam  Therapy 

Pathology 

M.  S.  HART,  M.D. 

C.  L.  GREEN,  M.D. 

Diplomates  American  Board  of  Pathology 

R.  F.  BOVERIE,  M.D. 

G.  L.  BLACK,  M.D. 

R.  S.  CLAYTON,  M.D. 

J.  E.  WHITE,  M.D. 

Diplomates  American  Board  of  Radiology 

MELVIN  A.  LYONS,  M.S.H.A. 

Business  Manager 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona  Ave.,  Suite  2-A  415  E.  Yandell  Drive,  Suite  105 

KE  3-4478  KE  3-6926 

EL  PASO,  TEXAS 

LOUIS  G.  JEKEL,  M.D. 

ROBERT  H.  SNAPP,  M.D. 

Diplomates  American  Board  of  Dermatology 
DERMATOLOGY 

550  W.  Thomas  Rd.  CR  4-4901  Phoenix,  Ariz. 

EMMIT  M.  JENNINGS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
SURGERY  — ENDOSCOPY 

207  N.  Union  St.  Main  2-4360  Roswell,  N.  Mex. 

W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7579  El  Paso,  Texas 
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the  disease  of  many  masks 

Doctor,  do  you  recognize  this  patient?  She  complains 
of  flatulence,  constipation  with  alternating  periods 
of  diarrhea,  and  colicky  pains  in  the  lower  right 
quadrant.  At  other  times  she  is  troubled  by  anorexia, 
lassitude,  dull  headache,  muscle  pains  and  backache. 
Or  she  may  have  only  one  or  two  of  these  symptoms. 

In  these  puzzling  cases,  serious  consideration  should 
be  given  to  intestinal  amebiasis — the  disease  of 
many  masks.  Clinicians  say  it  is  “one  of  the  most 
widespread  and  serious  protozoan  diseases  of  man," 
yet  “there  is  no  parasite  more  often  misdiagnosed 
than  is  E.  histolytica.”  Conservative  estimates  place 
the  incidence  at  10%  of  the  United  States  population 
as  a whole,  and  16%  in  southern  states. 

Now  Glarubin,  a relatively  non-toxic  amebicide, 
simplifies  the  treatment  of  suspected  cases  of  intes- 
tinal amebiasis.  Glarubin,  a crystalline  glycoside  from 
the  fruit  of  Simarouba  glauca,  is  a specific  amebicidal 
agent  with  minimal  side  effects.  It  contains  no  arse- 
nic, bismuth  or  iodine. 

Glarubin  is  administered  orally  in  tablet  form  and 
does  not  require  strict  medical  supervision  or  hospit- 
alization. Extensive  clinical  trials  prove  it  highly 
effective  in  intestinal  amebiasis,  and  virtually  free 
of  toxicity. 

Supplied  in  bottles  of  40  tablets,  each  tablet  contain- 
ing 50  mg.  of  glaucarubin.  Write  for  descriptive 
literature,  bibliography,  and  dosage  schedules. 

1%  Glarubin 

TABLETS 

specific  for  intestinal  amebiasis 

THE  S.  E.  MASSENGILL  COMPANY 

BRISTOL,  TENNESSEE 

NEW  YORK  • KANSAS  CITY  • SAN  FRANCISCO 
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e.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

GENERAL  and  GYNECOLOGICAL  SURGERY 
Suite  7B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-1693  El  Paso,  Texas 

GEORGE  B.  MARKLE,  IV,  M.D. 

Diplomate  of  the  American  Board  of  Surgery 
GENERAL  and  GYNECOLOGICAL  SURGERY 

911  North  Canal  TU  5-5240  Carlsbad,  New  Mexico 

LINDELL  M.  KINMAN,  M.  D. 

Diplomate  American  Board  of  Urology 

UROLOGY 

300  West  Alameda  Phone  MA  2-41 II  Roswell,  N.  M. 

HOWARD  J.  H.  MARSHALL,  M.  D. 

Member  American  Academy  of  General  Practice 

GENERAL  PRACTICE 

Suite  8E  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-2431  El  Paso,  Texes 

M.  NATHAN  KLEBAN,  M.  D. 

Certified  by  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
304  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  KE  2-7079  El  Paso,  Texas 

J.  T.  KRUEGER,  JR.,  M.  D. 

THORACIC  and  CARDIOVASCULAR  SURGERY 

PO  3-8281 

1910  Knoxville  Ext.  250  Lubbock,  Texas 

MARSHALL  CLINIC 

1.  J.  Marshall,  M.D. 

General  Surgery  and  Diagnosis 
U.  S.  Marshall,  M.D. 

General  Surgery  and  General  Practice 
E.  A.  Latimer,  M.D. 

General  Practice 
C.  H.  Fowler,  M.D. 

Internal  Medicine  and  Cardiology 
Thomas  J.  Jones,  M.D. 

Diseases  of  the  Skin  and  Allergies 
H.  D.  Johnson,  Jr.,  D.D.S. 

ROSWELL  NEW  MEXICO 

GILBERT  LANDIS,  M.D. 

Diplomate  American  Board  of  Obstetrics  & Gynecology 

OBSTETRICS,  GYNECOLOGY 
and  GYNECOLOGICAL  SURGERY 
Suite  15-D  KE  3-5023  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 

MEDICAL  CENTER 
AND  WOMEN'S  CLINIC 

E.  G.  McCarthy,  M.  D.,  F.  A.  C.  S.,  F.  1.  C.  S. 
Diplomate  American  Board  of  Obstetrics  and  Gynecology 
Jeff  H.  Davis,  M.  D.  — Joe  Horn  M.  D. 

James  C.  Meade,  D.  S.  C.,  Chiropodist 

Plainview  CA  4-7426  Texas 

CHARLES  P.  C.  LOGSDON,  M.  D. 

CARDIOLOGY 

415  E.  Yandell  Blvd.  KE  3-7916  El  Paso,  Texas 

LEROY  J.  MILLER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 
717  Encino  Place,  NE  Phone  3-1150  Albuquerque,  N.  M. 

TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-3659  El  Paso,  Texas 

J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  First  National  Bldg.  KE  3-8687  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  Jr.,  M.D. 

Dermatology  and  Cancer  of  the  Skin 

Suite  101  Lubbock 

3801  19th  Street  PO  5-6619  Texas 

A.  WILLIAM  MULTHAUF,  M.  D„  F.  A.  C.  S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 
1315  First  National  Bldg.  KE  3-8986  El  Paso,  Texas 
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E.  K.  NEIDICH,  M.  D.,  D.  A.  B.  R. 

RADIOLOGY 


DONALD  RATHBUN,  M.D. 


NEUROLOGY 

and 

Internal  Medicine 


Memorial  General  Hospital  JAckson  6-2411  Las  Cruces,  N.  M. 


Suite  4-B 

El  Paso  Medical  Center 


KE  2-8778  1501  Arizona  Ave. 

El  Paso,  Texas 


WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D„  F.  A.  C S. 

GENERAL  SURGERY 

Medical  Arts  Square 

301  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 


F.  KEITH  OEHLSCHLAGER,  M.D. 

OBSTETRICS  & GYNECOLOGY 
STERILITY 

1167  E.  42nd  St.  Sherwood  Medical  Center  Phone 

Suites  5 & 6 Odessa,  Texas  EM  6-4447 


THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D„  F.  A.  C.  S. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL.  M.  D.,  F.  A.  C.  S. 

THOMAS  H.  TABER,  JR.,  M.  D„  F.  A.  C.  S. 
Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  North  Third  Street — Phone  CRestwood  7-6211 — Phoenix,  Ariz. 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  8-8074  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.D.S. 

GENERAL  DENTISTRY 

Bldg.  I,  Suite  E 1501  Arizona  Ave. 

Phone  KE  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


VINCENT  M.  RAVEL,  M.D. 
CHARLES  C.  McVAUGH,  M.D. 
WILLIAM  H.  MELTON,  M.D. 

Diplomates  American  Board  of  Radiology 

RADIOLOGY  — RADIO-ISOTOPES 
COBALTeo  — TELETHERAPY 

616  Mills  Building  KE  2-3459 

800  Montana  Avenue  KE  2-1126 

El  Paso.  Texas 


Bldg.  4-B 

PhnriA  KF  T-ftHR 


HERMAN  RICE,  M.D. 

Practice  Limited  to  General  Surgery 

El  Paso  Medical  Center 

1501  Arizona  Ave. 


RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D„  F.  A.  C.  C. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE  — CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.  D„  F.  A.  C.  S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  KE  3-1601  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1385  El  Paso,  Texas 


CECIL  A.  ROBINSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Practice  Limited  to  Orthopaedics 
III  No.  Pine  Street  JU  6-2541  Kermit,  Texas 


JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  and  ENDOCRINOLOGY 

706  Professional  Building 

15  E.  Monroe  Phoenix,  Arizona 

Phone  ALpine  2-3577 


S.  PERRY  ROGERS,  M.  D. 

W.  HUNTER  VAUGHAN,  M.  D. 

(Diplomates  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-4433  El  Paso,  Texas 
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postoperative 


patient  distress 
can  be  prevented... 


CO  YME 


(d-pantothenyl  alcohol,  Travenol) 


A Routine  Procedure  for  the  Early 
Resumption  of  Postoperative 
Intestinal  Activity 


• effectively  prevents  and  corrects 
abdominal  distention  . . . and 
retention  of  flatus  and  feces 

• restores  normal  peristaltic  activity, 
physiologically 

because  COZYME  supplies  the  active 
molecular  component  of  coenzyme 
A— pantothenic  acid— which 
is  essential  in  the  formation  of 
acetylcholine,  the  chemical  mediator 
of  nerve  impulse  transmission 
governing  intestinal  motility. 


Supplied:  COZYME  10  ml.  multiple 
dose  vial  containing  250  mg.  per  ml. 
of  c/-pantothenyl  alcohol  with  0.45% 
Phenol  added  as  preservative. 

COZYME  2 ml.  single  dose  vial 
containing  250  mg.  per  ml.  of 
d-pantothenyl  alcohol.  25  vials  per  carton. 


TRAVENOL  LABORATORIES,  INC. 

Pharmaceutical  Products  Division  of 
Baxter  Laboratories  Inc. 

Morton  Grove,  Illinois 


dicine  6:791-796  (May)  1959.  Haycock,  C.  E.;  Davis,  W 
>urg.  97:191-194  (Feb.)  1959.  Schulte,  F. : Deutsche 
nd  Padilla,  J.:  To  be  published.  Warlitz,  H.:  Zentralbl 


me  i 


A., and  Morton.lT.  V.:  Am.  J.  Surg.  97: 75-78  (Jl 
. Wchnschr.  S0:\l88-1 191 , 1957.  Frazer,  W.  A 
Chir.  60:1686-1683,  1955.  Sclausero,  G.:  Gazz. 


Ibermann 
169: 1 

Fellen,  H.  :^Sptra 
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*it’s  as  easy  as  1,  2,  3 to  use 


(HYDROCHLOROTHIAZIDE) 


Initiate  therapy  with  hydroDIURIL:  one  25  mg.  tablet  or  one  50  mg. 
tablet  once  or  twice  a day.  hydroDIURIL  by  itself  often  causes  an  adequate 
drop  in  blood  pressure  over  a period  of  two  to  three  weeks.  This  may  be  all  the 
therapy  some  patients  require. 


Add  or  adjust  other  agents  as  required:  hydroDIURIL  enhances  the 
activity  of  all  commonly-used  antihypertensive  agents;  thus,  the  dosage  of 
other  medication  (rauwolfia,  reserpine,  hydralazine,  veratrum)  should  be  initiated 
or  adjusted  as  indicated  by  patient  condition.  If  a ganglion-blocking  agent  is 
contemplated  or  being  used,  usual  dosage  must  be  reduced  by  50  per  cent. 


■ Adjust  dosage  of  all  medication:  the  patient  must  be  frequently 

observed  and  careful  adjustment  of  all  agents  should  be  made  to  establish 
optimal  maintenance  dosage. 


Supplied:  25  mg.  and  50  mg.  scored  tablets  hydroDIURIL  (Hydrochlorothiazide)  bottles  of  100  and  1,000. 

Additional  literature  for  the  physician  is  available  on  request. 

hydroDIURIL  is  a trademark  of  Merck  & Co  , Inc  Trademarks  outside  the  U.  S. : DICHLOTRIDE,  DICLOTRIDE,  HYDROSALURIC. 
MERCK  SHARP  & DOHME,  Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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WILLARD  W.  SCHUESSLER,  M.D. 
DONALD  H.  EWALT,  M.D. 

Diplomates  of  the  American  Board  of  Plastic  Surgery 
Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  Ave.  Medical  Center,  Suite  4-C 

El  Paso,  Texas 

ROBERT  HEALY  STEVENS,  B.  S„  M.  D„ 

F.  C.  C.  P. 

ALLERGY  — INTERNAL  MEDICINE 

1313  N.  Second  St.  AL  4-8841  Phoenix,  Arizona 

F P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 

NEWTON  F.  WALKER,  M.  D. 
BRADFORD  HARDIE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 
First  National  Bldg.  KE  2-1495  El  Paso,  Texas 

C.  S.  STONE,  M.D.,  F.A.C.S. 

A.  J.  JENSON,  B.A.,  M.D. 

Phones:  3-5323  - 3-3033  - 3-4427 

301  East  Cain  Street  Hobbs,  N.  M. 

! 

O.  J.  SHAFFER,  D.  D.  S„  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  1 50 1 Arizona  Ave. 

Phone  KE  3-6742  El  Paso,  Texas 

JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

BEN  Z.  TABER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Avenue  KE  2-4631  El  Paso,  Texas 

D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

Box  367  Phone  584  Ft.  Stockton.  Texas 

WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomate  American  Board  of  Neurological  burgery 

NEUROLOGICAL  SURGERY 

Suite  1 1 A Office  KE  2-916/  1501  Arizona  Ava. 

El  Paso  Medical  Center  Home  JU  4-0553  El  Paso,  Texas 

EUGENE  P.  SIMMS,  M.  D. 

— GENERAL  PRACTICE  - 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

M.  D.  THOMAS,  M.  D. 

Diplomate  American  Board  of  Anesthesiology 
Suite  12-D  KE  3-3745 

1501  Arizona  Ave.  El  Paso,  Texas 

El  Paso  Medical  Center 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 

DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-6172  El  Paso,  Texas 

ROBERT  F.  THOMPSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  Mills  Bldg.  KE  2-4321  El  Paso,  Texas 

WILLIAM  G.  SMITH,  M.  D. 

Diplomate  American  Board  of  Proctology 
Practice  Limited  to  Surgical  Diseases 
of  the  Anus,  Rectum  and  Colon 

1501  Arizona  Ave.  El  Paso  Medical  Center  El  Paso 

KE  2-3286  Texas 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

EAR,  NOSE  AND  THROAT 

Bronchoscopy  — Esophagoscopy 
307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  2-9449  El  Paso,  Texas 

TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  M.  D. 

DELPHIN  von  BRIESEN,  M.  D. 

HELEN  W.  ANDERSON,  M.  D. 

MEDICAL  CENTER 

1501  Arizona  Ave.  Phone:  KE  2-4689 

Building  No.  6 El  Paso,  Texas 
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HARRY  H.  VARNER,  M.  D. 

LEIGH  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 

GENERAL  SURGERY 

Suite  5E  1501  Arizona  Ave. 

El  Paso  Medical  Center 

Phone  KE  2-6529  El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG-).  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 


Motel  2>ieu, 
Siiler  J 
_ Jroipita  f 


Jiolel  2>iea 

ScLol  of 

tjursinq 


the  Clock. 

EL  PASO,  TEXAS 

Fully  Approved  by  the 
Joint  Commission  on  Accreditation 
of  Hospitals. 

Latest  Facilities  For  All  Services. 
Emergency  Sendee  Around 


Fully  approved  by  the 
National  Nursing  Accrediting 
Service. 

Applicants  May  Apply 
To 

Sister  Mildred  Mary,  Director 
EL  PASO,  TEXAS 


Motel  Sri  oof 

of  WeJlcJ 
^Jechnofoyy 


Fully  Approved  by  the  American 
Medical  Association,  American 
Society  of  Clinical  Pathologists, 
and  Registry  of  Medical  Tech- 
nologists. 

EL  PASO,  TEXAS 


Southwestern  General  Hospital 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

Member  Hospital: 

American  Hospital  Association 
Texas  Hospital  Association 
Blue  Cross  of  Texas 


COTTON  AVENUE  AND 


ERIE  STREET 


EL  PASO,  TEXAS 


GUNNING  & CASTEEL  DRUG  STORES 


Complete  Prescription  Service  in  12  Conveniently  Located  Stores 


EL  PASO,  TEXAS 


YSLETA,  TEXAS 
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PROFESSIONAL  X-RAY 

AND 

CLINICAL  LABORATORY 

507  Professional  Bldg.  • Phoenix,  Arizona 

PHONE  ALpine  3-4105 
AND 

MEDICAL  CENTER  X-RAY 

AND 

CLINICAL  LABORATORY 

1313  North  2nd  Street  • Phoenix,  Arizona 

PHONE  ALpine  8-3484 


OVERTON  CLINIC 

300  Hughes  Building  PAMPA,  TEXAS 

M.  C.  Overton,  Jr.,  M.  D. 

Surgery  and  Gynecology 

E.  S.  Williams,  M.  D. 

Pediatrics  and  Obstetrics 

J.  R.  Donaldson,  M.  D 

Surgery 


DIAGNOSTIC  X-RAY  — X-RAY  THERAPY 
RADIUM  THERAPY  — CLINICAL  PATHOLOGY 
TISSUE  PATHOLOGY  —ELECTROCARDIOGRAPHY 
BASAL  METABOLISM 
R.  Lee  Foster,  M.  D.,  Director 
Martin  L.  List,  M.  D.t  Radiologist 
George  A.  Gentner,  M.  D.,  Radiologist 
Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.  D.,  Consultant  Pathologist 


G.  R.  Hrdlicka,  M.  D. 

Radiology 

C.  M.  Lang,  M.  D. 

Surgery 

R.  W.  Moore,  M.  D. 

Internal  Medicine 


The  Clinic-Hospital  of  San  Angelo 


D.  D.  WALL,  M.  D. 

Obstetrics  A Gynecology 

R.  M.  FINKS,  M.  D. 

Pediatrics 

M.  D.  KNIGHT,  M.  D. 

Surgery 

Consultants  in  Radiology 

JOHN  E.  BALLARD,  M.  D 
JOHN  G.  BOLEN,  M.  D. 

224-234  W.  Beauregard  Ave. 


W.  H.  BRAUNS,  M.  D. 

Internal  Medicine 

ROY  E.  MOON,  M.  D. 

Obstetrics  & Gynecology 

CHAS.  F.  ENGELKING,  M.D. 

Ear,  Nose  and  Throat 

DALE  W.  HAYTER,  M.  D. 


R.  A.  MORSE,  M.  D. 

Internal  Medicine 

RALPH  R.  CHASE,  M.  D. 

Pediatrics 

TOM  R.  HUNTER,  M.  D. 

Surgery 


Ophthalmology 

Consultant  in  Pathology 

LLOYD  R.  HERSHBERGER,  M.  D. 

J.  B.  ADCOCK,  Administrator  San  Angelo,  Texas 


Advertisers'  Index 


Don  Baxter,  Inc.  633,  634 

Camelback  Hospital  660 

Christopher's  Brace  & Limb  Co.  660 

Ciba  Pharmaceuticals  607,  663 

Clinic-Hospital  of  San  Angelo  658 

Cutter  Laboratories  618 

Dutton  Laboratory  660 

Endo  Laboratories  639 

Gunning  & Casteel  Drug  Stores  657 

Harding  and  Orr  Funeral  Home  662 

Hotel  Dieu,  Sisters'  Hospital  657 

Kaster  and  Maxon  Funeral  Home  662 

Eli  Lilly  & Company  602 

McKee  Prescription  Pharmacy  662 

Martin  Mortuary  662 

The  S.  E.  Massengill  Company  651 

Medical  Center  Pharmacy  662 

Merck,  Sharp  & Dohme  654,  655 

Metabolic  Products  616 

Mission  Pharmacal  616,  646 

Mobac  Laboratories  664 

Overton  Clinic  658 

Parke  Davis  & Co.  645 


Pfizer  Laboratories  610,  611,  617,  661 

Popular  Dry  Goods  Company  662 

Professional  X-Ray  & Clinical  Laboratory  658 

Providence  Memorial  Hospital  606 

Puritron  Corporation  615 

Rhinopto  Company  664 

Riker  Laboratories  4th  Cover 

Rio  Grande  Pharmacy  662 

A.  H.  Robins  & Co.,  Inc.  604,  605 

Sandia  Ranch  Sanatorium  659 

Schering  Corporation  609 

G.  D.  Searle  & Co.  603 

Southwestern  General  Hospital  657 

Southwestern  Surgical  Supply  659 

E.  R.  Squibb  & Sons  608 

Sure-Fit  Uniform  Co.  662 

Taylor-Simpkins.  Inc.  662 

Tidi  Products  616 

Travenol  Laboratories  647 

The  Upjohn  Company  612,  613 

Warner  Drug  Co.  662 

Westwood  Pharmaceuticals  665 

The  White  House  662 


658 


SOUTHWESTERN  MEDICINE 


Front  View  — Enclosed  Patio 

Sandia  Ranch  Sanatorium 

Rt  4,  Box  4104  Phone  4-3273  Albuquerque,  New  Mexico 

Licensed  by  State  Health  Department  as  a Psychiatric  Hospital  of  50  Beds 
For  the  Care  and  Treatment  of  Nervous  or  Mental  Disorders 

VARIOUS  ACCEPTED  FORMS  OF  THERAPY  AVAILABLE 

OCCUPATIONAL  THERAPY  AND  OUTDOOR  ACTIVITIES 

CLINICAL  LABORATORY  AND  ELECTROENCEPHALOGRAM 
LIMITED  FACILITIES  FOR  DOMICILIARY  CARE 

Favorable  Year  Round  Climate  — 20  Acres  Landscaped  Grounds 
JOHN  W.  MYERS,  M.  D.,  Medical  Director 

ALAN  JACOBSON,  M.D.,  Psychiatrist  FRED  W.  LANGNER,  M.  D.,  Psychiatrist 


Your  nearest  Southwestern  Surgical  Supply  Co.  office  offers: 

A FAST  AND  DEPENDABLE  SOURCE  ...  for  the  many  items  of  equipment,  acces- 
sories and  supplies  needed  for  your  practice. 

AN  EXPERT  FACTORY-TRAINED  SERVICE  ENGINEERING  STAFF. 

SERVICING  ...  of  all  equipment  we  sell. 

QUALIFIED  ASSISTANCE  ...  in  choosing  new  or  replacement  items.  Constant 
market  evaluation  of  medical  equipment  items  is  available  to  you  through 
your  Southwestern  representative. 


EL  PASO  PHOENIX  ALBUQUERQUE 
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New  revitalizing  tonic 
brightens 

the  second  half  of  life! 


Ritonic 


G. 


A sense  of  frustration  and  inadequacy,  faulty  nutrition,  waning 

gonadal  function  — ritonic  meets  all  these  problems  of  middle  age  and 

senile  let-down.  The  unique  combination  of  RITALIN,  the 

safe  central  stimulant,  with  a balanced  complement  of  vitamins,  calcium, 

and  hormones  acts  to  renew  vitality,  re-establish  hormonal 

and  anabolic  benefits,  and  improve  nutritional  status. 


“We  found  Ritonic  to  be  a safe,  effective  geriatric 
supplement . . . ”1  “Patients  reported  an  increase  in 
alertness,  vitality  and  sense  of  well  being.”2 


PRESCRIBE  RITONIC 

for  your  geriatric  patients,  your  middle-aged  patients  and  your  postmenopausal  patients. 


Each  Ritonic  Capsule  contains : 


Ritalin®  hydrochloride 
methyltestostcrone 
ethinyl  estradiol 
thiamin  (vitamin  Bi ) 
riboflavin  ( vitamin  Bz) 
pyridoxin  (vitamin  Be) 
vitamin  Biz  activity 
nicotinamide 
dicalcium  phosphate 


5 mg. 

1.25  mg. 

5 micrograms 
5 mg. 

1 mg. 

2 mg. 

2 micrograms 
25  mg. 

250  mg. 


Dosage : 
Supplied : 
References : 

RITALIN® 


One  Ritonic  Capsule  in  mid-morning  and  one  in  mid-afternoon. 
Ritonic  CAPSULES;  bottles  of  100. 

1.  Natenshon,  A.  L. : J.  Am.  Geriatrics  Soc.  6 : 534  (July)  1958. 

2.  Bachrach,  S.:  To  be  published. 

hydrochloride  (methylphenidate  hydrochloride  CIBA) 


c 


I B A 


SUMMIT.  N.  J. 


i/ 26S5MR 
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THE 

HOUSE- CALL 
ANTIBIOTIC 

COSA-SIGNEMYCIN 

glucosamine-potentiated  tetracycline  with  triacetyloleandomycin 

• wide  range  of  action  is  reassuring  when  culture  and 
sensitivity  tests  are  impractical 

• effectiveness  demonstrated  by  use  in  more  than  6,000,000 
patients  since  original  product  introduction  (1956) 

Capsules  Oral  Suspension  Pediatric  Drops 

( green  & white)  ( raspberry-flavored)  ( raspberry- flavored) 
125  mg.  2 oz.  bottle,  125  mg.  10  cc.  bottle  (with 

250  mg.  per  teaspoonful  (5  cc.)  calibrated  dropper), 

5 mg.  per  drop  (100  mg. 
per  cc.) 


A Professional  Information  Booklet  providing  complete  details 
on  Cosa-Signemycin  is  available  on  request. 


izep  Science  for  the  world’s  well-being ™ 

PRIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 
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HARDING  and  ORR 

Funeral  Home 


EL  PASO,  TEXAS 

320  Montana  KE  3-1646 


UNIFORMS 

Doctors  • Nurses  • Interns  • Technicians 

Poplin,  Nylon,  Dacron 
Whit*  and  Colors 

SURE-FIT  UNIFORM  CO. 

*12  N.  Oragon  St.  KE  2-1374  El  Paso,  Taxas 


RICHARD  E.  MARTIN 
MARTIN  MORTUARY 


We  Carry  A Complete  Line  ot 

DIABETIC  FOODS  AND  SUPPLIES 

McKEE  PRESCRIPTION  PHARMACY 

107  East  San  Antonio  St.,  El  Paso 
Dial  KE  2-2693 


TAY10R-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  St.  KE  3-0952  El  Paso,  Texas 

Nights  — Call  LO  5-0359,  or  LO  5-3060 

Only  at  the  Popular  in  El  Paso  . . . 

Stacy  Adams  Footwear 

POPULAR  DRY  GOODS  C0. 

C.  G.  McDow  and  Son,  Props. 

Rio  Grande  Pharmacy 

419-421  South  Stanton  St.  KE  2-4473  El  Paso,  Texas 

Raster  & Maxon 

Funeral  Home 

El  Paso,  Texas  KE  2-3431 

For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 


Ihe  uihile  house 


MEDICAL  CENTER 
PHARMACY 

YOUR  PROFESSIONAL  PHARMACY 
IN  THE  NEW  MEDICAL  CENTER 

phone  2-6968-69 

1501  ARIZONA  ST  EL  PASO.  TEXAS 
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Dial  KE  2-3691 

710  N.  Stanton  St.  El  Paso,  Texas 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

• 

Direct  Physician's  Phone  to 
Prescription  Department  — KE  3-2352 

FREE  DELIVERY 


Give  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from  level 
of  shoulders  to  tip  of  sacrum;  circumference  of 
pelvis  above  trochanters;  circumference  of  waist; 
height  and  weight. 

CHRISTOPHER'S 

BRACE  AND  LIMB  CO. 

2231  Montana  St. 

KE  2-9690  EL  PASO,  TEXAS 

SOUTHWESTERN  MEDICINE 


CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


5055  north  thirty  fourth  STREET  phoenix.  Arizona  OTTO  L.  BENDHEIM,  M.  D.,  F.  A.  P.  A.,  Med.  Dir. 

CRestwood  7-7431 


PHOENIX  INSTITUTE  OF  NEUROLOGY  AND  PSYCHIATRY 


DU  T T O N 
LABORATORY 

L.  O.  Dutton,  M.  D. 

Frederick  Bornstein,  M.  D. 

Rita  L.  Don,  M.  D. 

J.  A.  Hancock,  Ph.  D. 

Now  Available  for  Physicians,  Hospitals 
and  Laboratories 

A COMPLETE  MEDICAL 
LABORATORY  SERVICE 

In  addition  to  the  usual  procedures,  the  more 
complete  chemical  determinations  of  Protein 
Bound  Iodine,  Steroids,  etc.,  are  offered. 

Autopsy  procedures  with  special  attention  to 
medico-legal  aspects  are  available. 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


EDWARD  JOHN  ETTL,  M.D.,  F.C.A.P. 

Certified  by  the  American  Board  of  Pathology 

★ 

Pathology  Consultation 

★ 

Autopsy  Service 

★ 

Medico-Legal  Medicine 

★ 

Private  Plane  Service 

3317  Fort  Blvd.  LO  6 4351  El  Paso,  Texas 
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Q What  is  the  diagnosis... 


Mrs.  X,  age  35 — physical  findings  negative. 

Complaints : Constipation,  alternating  with  periods  of  diarrhea, 
tenesmus,  flatulence,  colicky  pains,  easy  fatig- 
ability, anorexia,  periodic  dull  headaches  and 
muscle  pains. 

Many  times  these  symptoms  point  to  E.  histolytica , the  parasite 
most  often  misdiagnosed,1  and  far  more  prevalent  than  gener- 
ally suspected.2'34 

Accurate  diagnosis  of  amebiasis  can  be  made  with  the  MOAN 
TEST  on  a single  5 cc.  blood  sample.  More  dependable  than 
fecal  examination ; no  special  laboratory  equipment  or  training. 


Write  for  descriptive  literature: 


1.  Elsdon—  Dew.  (?.:  S.  Afr.  Med.  J. 
32:89  (Jan..  1958) 


MOBAC  LABORATORIES  3 

85  Lansdowne  Avenue  • Lansdowne,  Penna.  4 


Webster,  B.  H.:  Am.  Pract.  & Dig. 
Treat.  9:897  (June,  1958) 
D'Antoni,  J.  S.:  New  Orleans  Med 
& Surg.  J.  102:55  (Aug.,  1949) 
Rinehart,  R E.,  Marcus,  H.:  North- 
west Med.  54:708  (July.  1955) 


NOSE  DROPS 

For  quick , effective  relief  of 
nasal  congestion 

Safe  for  both  children  and  adults, 
Rhinall  Nose  Drops  are  pleasant  to  use, 
provide  ventilation  and  drainage  with- 
out irritation  of  the  ciliated  epithelium. 

• no  burning  or  irritation 

• no  risk  of  sensitization 

• no  bad  taste  or  after  reactions 

supplied:  one-ounce  dropper  bottle; 

Yz -ounce  plastic  spray  bottle. 


Contains: 

Phenylephrine  Hydrochloride  0.15% 
“Propadrine”  Hydrochloride  0.3% 
in  an  isotonic  saline  menstruum 


RHINOPTO  COMPAN 

3905  Cedar  Springs 
Dallas,  Texas 
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a pleasant  way  to  treat  dry,  itchy  skin 


^^IphaJ^eri 

oil  for  the  hath  or  showor 


water-dispersible,  antipruritic  oil  for  the  bath  or  shower 

Alpha-KERI  makes  dry  skin  feel  soft  and  smooth  immediately.  It  effectively  deposits  a uniform,  partially- 
occlusive  oil  film  over  the  entire  skin  area.  Alpha-KERI  lubricates  the  skin,  relieves  itching  and  restores  the 
protective  action  of  natural  skin  oils  lost  by  the  action  of  water,  weather  and  detergents.  It  moisturizes  the 
skin  and  also  helps  to  retain  moisture  by  retarding  evaporation  of  water.  Alpha-KERI  contains:  Kerohy- 
dric®,  brand  of  dewaxed,  oil-soluble,  keratin-moisturizing  fraction  of  lanolin,  mineral  oil,  and  a special 
nonionic  emulsifier  which  provides  the  right  amount  of  water  dispersibility  for  optimum  coverage  of  the 
skin  with  emollient  oils.  Alpha-KERI  oil  may  be  used  in  the  bath,  in  the  shower,  for  sponge  bathing  and 
for  infant  baths.  It  can  also  be  used  for  skin  cleansing  where  soap  is  contraindicated.  Alpha-KERI  oil  is 
tinted  an  attractive  green  color  and  pleasantly  scented.  Bottles  of  8 fl.  oz.  Write  for  samples  and  literature. 

Westwood  Pharmaceuticals,  Buffalo  13,  New  York 


leaner 


deanol  acetamidobenzoate 


in  the  adjustment  of 
School-Age 

Problem  Children 


when  intelligence  is  masked 
by  behavior  problems,  in  the 
absence  of  organic  cause 

• Improves  scholastic  performance . . . 

• Lengthens  attention  span . . . 

• Improves  social  adaptability . . . 

• Decreases  irritability 


Dosage 

75  mg.  (3  tablets)  in  the  morning  is  the  recommended  starting  dose. 
After  two  weeks,  or  whenever  satisfactory  improvement  has  occurred, 
a reduced  dose  may  maintain  this  improvement  in  some  cases;  how- 
ever, optimal  response  has  been  reported  in  most  children  on  main- 
tenance doses  ranging  from  75  mg.  (3  tablets)  to  150  mg.  (6  tablets) 
per  day. 


Contraindications 

‘Deaner’  therapy  is  contraindicated  only  in  grand  mal  epilepsy  and 
in  mixed  epilepsy  with  a grand  mal  component. 


Deaner 


may  be  given  with  safety  to  patients  with 
previous  or  current  liver  disease, 

kidney  disease,  or  infectious  diseases. 


Riker 


Northridge, 

California 


Janet  Doe,  Librarian 
New  York  Academy  of  Medicine 
2 East  103  Street 
New  York  20,  New  York 


The  Management  of  Urinary  Infections 

Th  e Use  Of  A New  Dietary  Product  for  Weight  Reduction 

Posterior  Dislocation  Of  The  Hip  And  Acetabular  Rim  Fracture 

The  Use  Of  A Tranquilizer  Drug  In  Childbirth 

Monthly  Clinical  Pathological  Conference  Of  El  Paso 
General  Hospital 

Aphorisms  and  Memorabilia 

Miscellaneous  Truths  and  Concepts 


COMPLETE  CONTENTS  ON  PAGE  676 
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Page 
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Page 

695 

Page 

698 

Page 

704 
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706 

Page 

714 

- V&J 


ROSWELL,  N.M.,  NOV.  5-7 


V-KOR .. . provides  relief  in  respiratory  infections 

1.  fights  infection — V-Cillin  K®  quickly  and  surely  produces  higher  blood  levels  than 
any  other  oral  penicillin. 

2.  relieves  congestion — Co-Pyronil™  affords  rapid  and  prolonged  antihistaminic  ac- 
tion plus  vasoconstriction. 

3.  reduces  fever  and  pain — A.S.A.®  Compound  provides  proved  analgesic  and  anti- 
pyretic action. 

Dosage:  Two  V-Kor  tablets  contain  the  usual  therapeutic  dose  for  adults.  Repeat  every 
six  or  eight  hours. 

Supplied:  In  attractive  green-white-yellow,  three-layered  tablets. 


V-Kor ® ( penicillin  V potassium  compound,  Lilly)  • V-Cillin  K " ( penicillin  V potassium,  Lilly)  • Co-Pyronilm  ( pyrro - 
butamine  compound,  Lilly)  • A.S.A.9  Compound  ( acetylsalicylic  acid  and  acetophenetidin  compound,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

931022 


Underweight  Children  Gain  and  Retain  Weight 

with  Nilevar 


One  of  the  most  convincing  evidences  of  the 
anabolic  activity  of  Nilevar,  brand  of  norethan- 
drolone,  has  been  its  ability  to  improve  appetite 
and  increase  weight  in  poorly  nourished,  under- 
weight children. 

A highly  important  feature  of  the  weight  gain 
thus  produced  is  that  it  is  not  ordinarily  mani- 
fested by  deposition  of  fat  but  as  muscle  tissue 
resulting  from  the  protein  anabolism  induced  by 
Nilevar. 

Anorexia  and  “Weight  Lag”  Study— Brown, 
Libo  and  Nussbaum  have  reported*  consistent 
and  definite  increases  in  rate  of  weight  gain  in 
eighty-six  patients,  ranging  in  age  from  7 weeks 
to  15V2  years.  This  beneficial  action  of  Nilevar 
was  observed  in  the  patients  with  organic  and 
traumatic  disorders  as  well  as  those  whose  only 
complaints  were  poor  appetite  and/or  persist- 
ent failure  to  gain  weight. 

In  this  study,  the  weight  gained  was  not  lost 


after  discontinuance  of  Nilevar  therapy  al- 
though many  patients  did  not  continue  the  sharp 
gains  effected  by  the  drug. 

The  authors  are  of  the  opinion  that  Nilevar 
is  a highly  useful  anabolic  agent  for  influencing 
weight  gain  in  underweight  children. 

When  Nilevar  is  administered  to  children  a 
dose  of  0.25  mg.  per  pound  of  body  weight  is 
recommended  and  continuous  dosage  for  more 
than  three  months  is  not  recommended. 

Nilevar  is  supplied  as  tablets  of  10  mg.,  drops 
of  0.25  mg.  per  drop  and  ampuls  of  25  mg.  in  1 
cc.  of  sesame  oil.  Further  dosage  information  in 
Searle  Reference  Manual  No.  4. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


♦Brown,  S.  S.;  Libo,H.W.,  and  Nussbaum,  A.  H.:  Norethandrolone 
in  the  Successful  Management  of  Anorexia  and  "Weight  Lag''  in 
Children,  Scientific  Exhibit  presented  at  the  Annual  Meeting  of  th® 
American  Academy  of  Pediatrics,  Chicago,  Oct.  20-23,  1958. 
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Specific  in  Depression 


Produce  remission  or  improvement  in 
70-85%  of  cases 


Act  effectively  in  all  types  of  depression 


— 

Afford  equally  good  results  in  severe 
as  in  mild  cases 


Achieve  therapeutic  benefit  with  minimal  risk  o 
serious  side  reaction 


Indications  for  Tofranil  include: 

Endogenous  Depression,  Reactive  Depression,  Involutional  Melancholia,  Senile  Depre: 
sion.  Depression  associated  with  other  Psychiatric  Disorders. 

Availability:  Tofranil  (brand  of  imipramine  HCI)  tablets  of  25  mg.  bottles  of  100.  Ampul 
of  25  mg.  (for  intramuscular  administration  only)  cartons  of  10  and  50. 


SOUTHWESTERN  MEDICINE 


not  a MAO  inhibitor 


does  not 

Inhibit  monoamine  oxidase  either  in 
brain  or  liver  with  its  associated  risks 


Produce  dangerous  potentiation  of  other 
drugs  such  as  barbiturates  and  alcohol 


Act  by  producing  undesirable  central 
nervous  stimulation  leading  to  agitation 
and  excitement 


Cause  disturbance  of  color  vision 


The  efficacy  of  Tofranil  is  attested  by  more  than  50 
published  reports  and  confirmed  by  clinical  experi- 
ence in  more  than  50,000  cases. 


Detailed  Literature  Available  on  Request. 
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Geigy,  Ardsley,  New  York 
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Providence  Memorial  Hospital 

The  Modern  Hospital  of  the  Southwest 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
ISOTOPE  THERAPY  AND  STUDIES  COBALT  60  ROTATIONAL  TELETHERAPY  UNIT 

OUTSTANDING  CHEMISTRY  LABORATORY 

FACILITIES  FOR  PSYCHIATRIC  THERAPY  ELECTROENCEPHALOGRAPHS  LABORATORY 

2001  North  Oregon  Street  • El  Paso,  Texas 
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New  revitalizing  tonic 
brightens 

the  second  half  of  life! 


Ritonic 


£ 


A sense  of  frustration  and  inadequacy,  faulty  nutrition,  waning 

gonadal  function  — ritonic  meets  all  these  problems  of  middle  age  and 

senile  let-down.  The  unique  combination  of  ritalin,  the 

safe  central  stimulant,  with  a balanced  complement  of  vitamins,  calcium, 

and  hormones  acts  to  renew  vitality,  re-establish  hormonal 

and  anabolic  benefits,  and  improve  nutritional  status. 


“We  found  Ritonic  to  be  a safe,  effective  geriatric 
supplement . . .”1  “Patients  reported  an  increase  in 
alertness,  vitality  and  sense  of  well  being.”2 


PRESCRIBE  RITONIC 

for  your  geriatric  patients,  your  middle-aged  patients  and  your  postmenopausal  patients. 


Each  Ritonic  Capsule  contains : 


Ritalin®  hydrochloride 
methyltcstostcrone 
ethinyl  estradiol 
thiamin  (vitamin  £>\ ) 
7'iboflavin  (vitamin  B?) 
pyridoxin  (vitamin  Ba) 
vitamin  B12  activity 
nicotinamide 
dicalcium  phosphate 


5 mg. 

1.25  mg. 

5 micrograms 
5 mg. 

1 mg. 

2 mg. 

2 micrograms 
25  mg. 

250  mg. 


Remember 

SERPASIl! 

(reserpine  CIBA) 

for  the  anxious 
hypertensive 
with  or  without 
tachycardia 


Dosage : 
Supplied : 
References : 

RITALIN® 


One  Ritonic  Capsule  in  mid-morning  and  one  in  mid-afternoon. 
Ritonic  CAPSULES;  bottles  of  100. 

1.  Natenshon,  A.  L. : J.  Am.  Geriatrics  Soc.  6 : 534  (July)  1958. 

2.  Bachrach,  S.:  To  be  published. 

hydrochloride  (methylphenidate  hydrochloride  CIBA) 


c 
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SUMMIT.  N.J. 
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This  is  Panalba 
performance... 


*V:t  » "V 


in  pneumonia 


. . . into  a mixed  culture  of 
the  three  organisms 
commonly  involved  in 
pneumonia  . . . K.  pneu- 
moniae, Diplococeus 
pneumoniae,  and 
Staphylococcus  aureus 
(in  this  case  a resistant 
strain)  ...  we  introduce 
the  five  most  frequently 
used  antibiotics. 

Twenty-four  hours  later 
(in  this  greatly  enlarged 
photograph),  note  that 
only  one  of  the  five 
leading  antibiotics  has 
stopped  all  the  organisms, 
including  the  resistant 
staph!  This  is  Panalba. 

In  your  next  pneumonia 
patient  ...  in  all  your 
patients  with  potentially- 
serious  infections  . . . 
provide  this  extra 
protection  with  your 
prescription  : 

Dosage— 1 or  2 capsules 
3 or  4 times  a day. 

Supplied— Capsules  containing 
Panmycin  phosphate  equivalent 
to  250  mg.  tetracycline 
hydrochloride,  and  125  mg. 
Albamycin  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 
Now  available:  new  Panalba 
Half-Strength  Capsules  in 
bottles  of  16  and  100. 


Panalba’ 

(Panmycin*  Phosphate  plus  Albamycin*) 


The  broad-spectrum 
antibiotic  of 


resort 


The  Upjohn  Company 
Kalamazoo,  Michigan 


♦ TRADEMARK.  RCO.  U.S.  RAT.  OFR*\ 


Upjohn 


The  Management  Of  Urinary  Infections 

By  Abel  J.  Leader,  M.D.,  Houston 


Page  689 


The  Use  Of  A New  Dietary  Poduct  For  Weight  Reduction  Page  695 

By  Robert  J.  Antos,  M.D.,  Phoenix 


Posterior  Dislocation  Of  The  Hip  And  Acetabular  Rim  Fracture  Page  698 

By  Howard  R.  Dudgeon,  Jr.,  M.  D.,  Waco,  Texas 

The  Use  Of  A Tranquilizer  Drug  In  Childbirth  Page  704 

By  E.  W.  Lander,  M.D.,  Roswell,  N.M. 

Monthly  Clinical  Pathological  Conference  of  El  Paso  General  Hospital  Page  706 

Frederick  P.  Bornstein,  M.D.,  Editor 
Presentation  of  Case  by  Pablo  Ayub,  M.D. 


Aphorisms  and  Memorabilia — Miscellaneous  Truths  and  Concepts  . Page  714 

Edited  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  N.M. 


Coming  Meetings 


American  Fracture  Association,  Annual  Meet- 
ing, New  Orleans,  Nov.  1-3,  1959. 

Southwest  Obstetrical  and  Gynecological  So- 
ciety, Annual  Meeting,  El  Mirador  Hotel,  Palm 
Springs,  Calif.,  Nov.  2 and  3,  1959. 

Omaha  Mid-West  Clinical  Society,  27th  Annual 
Postgraduate  Sessions,  Civic  Auditorium,  Omaha, 
Neb.,  Nov.  2-5,  1959. 

Southwestern  Medical  Association,  Annual 
Meeting,  Roswell,  N.  M.,  Nov.  5-7,  1959. 

Medical  Society  of  the  United  States  and  Mex- 
ico, Third  Annual  Meeting,  Hotel  Valley  Ho, 
Scottsdale,  Ariz.,  Dec.  2-4;  and  Las  Vegas,  Nev., 
Dec.  5-6,  1959.  Chairmen,  Dr.  A.  H.  Tallakson 


and  Dr.  Carlos  Greth,  2025  N.  Central  Ave., 
Phoenix. 

American  Medical  Association  13th  Clinical 

5 

Meeting,  Dallas  Memorial  Auditorium,  Dallas, 
Dec.  1-4,  1959. 

University  of  Colorado  School  of  Medicine,  Gen- 
eral Practice  Review,  Denver,  Jan.  10-16,  1960. 

Texas  District  One  Medical  Association,  An- 
nual Meeting,  Pecos  County  Club,  Pecos,  Tex., 
Feb.  5,  1960.  Chairman,  Dr.  Harold  Lindley,  206 
S.  Oak  St.,  Pecos. 

New  Mexico  Medical  Society,  Annual  Meeting, 
Western  Skies  Hotel,  Albuquerque,  May  11-13, 
1960. 
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AN  EFFECTIVE  METHOD  TO  RELIEVE 


ASTHMA  SINUS 
ALLERGY  PATIENTS 


Hospital-accepted  Puritron  quickly  clears  any 
room  of  irritating  dust,  pollen,  smoke  and  odors. 

Puritron’s  unique  filtering  action  pulls  irritating 
dust,  pollen  and  smoke  out  of  the  air  . . . forces  them 
through  a superfine  fiberglas  filter.  The  air  then  passes 
through  a germicidal  ultra-violet  light  bath.  This  sani- 
tizing light  washes  the  air  electronically  — eliminates 
invisible  substances  that  can  often  trigger  allergic  reac- 
tions. 

Your  patients  breathe  easier  . . . sleep  better,  as 
Puritron  circulates  a constant  supply  of  clean.  Spring- 
fresh  air  — even  in  unventilated  rooms. 


U.S.  Pat.  Nos.  2,855,641  - 2,359,057 
other  patents  pending 


Names 

of 

Hospitals 

Using 

PURITRON 

Furnished 

on 

Request 


DOCTORS  WHO  TESTED  PURITRON  IN  THEIR  OWN  HOMES, 
ON  THEIR  OWN  FAMILIES  . . . 

IN  THEIR  OFFICES  AND  OPERATING  ROOMS  REPORT: 


“Within  a period  of  one  week  of  test- 
ing, the  Puritron  controlled  a stubborn 
form  of  respiratory  allergy  in  my 
daughter,  age  5.’’  —A  Southern  Physician 

“Surpassed  all  expectations.  Performs 
miracles  for  a dust  allergy  patient.’’ 

—A  Pennsylvania  Physician 

“For  the  first  time  I woke  up  without 
sinus  trouble.”  —New  Jersey  M.D. 

“I  have  been  recommending  your  Puri- 
tron machine  . . . Some  of  my  patients 


have  purchased  the  machine  and  have 
found  it  to  work  excellently.  I myself 
have  used  it  now  for  some  time  and 
I also  can  say  that  the  machine  really 
works  pretty  well.” 

—A  New  England  Physician 

A famed  New  England  Allergist  in- 
stalled three  Puritrons  in  his  offices. 


A New  York  physician  has  discovered 
that  a Puritron  in  his  operating  room 
lessens  the  amount  of  mucous  present. 


Puritron’s  price:  $39.95.  Additional  information  on  request. 

$79.95  double-size  Office  Model  in  handsome  leather-tone 


ALWAYS  SOLD  WITH  A MONEY-BACK  GUARANTEE  OF  SATISFACTION 


PURITRON, 


15  Stiles  Street 
New  Haven,  Conn. 
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ADJUSTABLE 


LBVCt- 


A 


leve1- 


VARYING 


12  N 


8 AM 


keep  all  patients’ pain -free  at  all  times 

• with  the  proper  potency  to  match  pain  intensity 

• with  dosage  flexibility  to  match  pain  variations 


Phenaphen 


or 


Phenaphen»i,h  Codeine 
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•except  those  for  whom  recourse  to  morphine  is  inescapable, 
^bins  A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 

SOUTHWESTERN  MEDICINE 


4 PM  8 PM  12  AM 


Phenaphen  and  Phenaphen  with  Codeine  provide 
a wide  range  of  analgesia,  plus  complete  dosage  flexibility, 
to  match  varying  pain  requirements. 

Yours  to  prescribe: 

The  right  dose  of  the  right  potency  at  the  right  time. 


Phenaphen 

Basic  non-narcotic  formula 
For  mild  to  moderate  pain 
Each  capsule  contains: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  acid  (2V2  gr.) 162.0  mg. 

Phenobarbital  (V4  gr.) 16.2  mg. 

Hyoscyamine  sulfate 0.031  mg. 


Phenaphen  No.  2 

Phenaphen  with  Codeine  Phosphate  1/4  gr.  (16.2  mg.) 

For  moderate  to  severe  pain 


Phenaphen  No.  3 

Phenaphen  with  Codeine  Phosphate  Vz  gr.  (32.4  mg.) 

For  severe  or  stubborn  pain 

Phenaphen  No.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

For  stubborn  or  intense  pain  — to  obviate  or  post- 
pone use  of  morphine  or  addicting  synthetic  nar- 
cotics 

DOSAGE:  One  or  two  capsules  as  required. 
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safe 

It 


No  doubt  about  it.  It  « better  to  be  safe  than  sorry.  And  when  you  prescribe  Mysteclin-V,  you  are  playing  safe. 
Mysteclin-V  — a combined  broad  spectrum  antibiotic/antifungal  agent  is  specially  designed  to  combat  most  of  the 
commonly  encountered  pathogenic  organisms1  and,  simultaneously,  to  protect  against  fungal  superinfections.2-3  With 
the  increased  use  of  broad  spectrum  antibiotics  the  incidence  of  such  superinfections  has  risen  and  the  danger  of 
superinfection  is  especially  great  in  pregnant  patients,  in  diabetics,  and  in  those  who  require  long  courses  of  antibiotic 
therapy. 

Mysteclin-V  controls  infection  and  prevents  superinfection  — with  the  proved  effectiveness  of  tetracycline  phosphate 
complex  and  Mycostatin,  the  first  safe  antifungal  antibiotic.  Thousands  of  successfuly  treated  cases4'6  of  respiratory, 
urinary  tract,  intestinal,  and  miscellaneous  infections  attest  to  the  safety  and  clinical  effectiveness  of  Mysteclin-V. 
When  you  prescribe  Mysteclin-V,  you  make  a telling  assault  on  bacterial  infection  and  prevent  fungi  from  gaining 
a foothold. 


Supplied:  Capsules  (250  mg./250,000  u.),  bottles  of  16 
and  100 /Half-strength  Capsules  (125  mg./ 125,000  u.), 
bottles  of  16  and  100/Suspension  (125  mg./i25,000  u 
per  5 cc.),  2 oz.  bottles/Pediatric  Drops  (100  mg./ 
100,000  u.  per  cc.),  10  cc.  dropper  bottles. 


References:  1.  Cronk,  G.A  ; Naumann.  D.E.,  and  Casson,  K.:  Antibiotics 
Annual  1957-1958,  New  York,  Medical  Encyclopedia  Inc.,  1958,  p.  397.  2.  Childs. 
AJ  . Brit.  M.J.  7 : 660  (Mar.)  1956.  3 Newcomer,  V.D  ; Wright.  E.T..  and 
Sternberg.  T.H  : Antibiotics  Annual  1954-1955,  New  York.  Medical  Encyclopedia 
Inc  , 1955,  p.  686.  4 Gimble,  A I.;  Shea,  J.G.,  and  Katz.  S.:  Antibiotics  Annual 
1955-1956,  New  York,  Medical  Encyclopedia  Inc  , 1956,  p.  676.  5.  Stone.  M.L., 
and  Mersheimer.  W.L.:  Antibiotics  Annual  1955-1956,  New  York.  Medical  Ency- 
clopedia Inc  , 1956,  p 862.  6.  Campbell.  E.A.:  Prigot,  A.,  and  Dorsey,  G.M.: 
Antibiotic  Med.  & Clin.  Ther.  4:817  (Dec.)  1957. 


Squibb 

Squibb  Quality  — 
the  Priceless  Ingredient 


680 


SOUTHWESTERN  MEDICINE 


For  the  first  time 


CONVENIENCE  and  ECONOMY 


for  that  all-important  first  dose 
of  broad-spectrum  antibiotic  therapy 
New 

TERRAMYCIN' 

brand  of  oxytetracychne 


INTRAMUSCULAR 

SOLUTION 


Initiation  of  therapy  in  minutes  after  diagnosis 
with  new,  ready-to-inject  Terramycin  Intra- 
muscular Solution  provides  maximum,  sustained 
absorption  of  potent  broad-spectrum  activity. 


. . . and  for  continued , compatible, 
coordinated  therapy 

COSA-TERRAMYCIN 

oxytetracycline  with  glucosamine 

CAPSULES 

Continuation  with  oral  Cosa-Terramycin 
every  six  hours  will  provide  highly  effective 
antibacterial  serum  and  tissue  levels  for 
prompt  infection  control. 

The  unsurpassed  record  of  clinical  effectiveness 
and  safety  established  for  Terramycin 
is  your  guide  to  successful  antibiotic  therapy. 


Supply : 

Terramycin  Intramuscular  Solution * 
100  mg./2  cc.  ampules 
250  mg./2  cc.  ampules 


Cosa-Terramycin  Capsules 
125  mg.  and  250  mg. 

Cosa-Terramycin  is  also  available  as: 
Cosa-Terramycin  Oral  Suspension  — peach  flavored, 
125  mg./5  cc.,  2 oz.  bottle 

Cosa-Terramycin  Pediatric  Drops  — peach  flavored, 
5 mg./drop  (100  mg./cc.),  10  cc.  bottle 
with  plastic  calibrated  dropper 


Complete  information  on  Terramycin  Intramuscular 
Solution  and  Cosa-Terramycin  oral  forms  is 
available  through  your  Pfizer  Representative  or  the 
Medical  Department,  Pfizer  Laboratories. 


Science  for  the  world’s  well-being ™ 


*Contains  2%  Xylocaine®  (lidocaine),  trademark 
of  Astra  Pharmaceutical  Products,  Inc. 

Pfizer  laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 


It  spares  them  from  the  usual  rauwolfia  side  effects 

FOR  EXAMPLE:  “A  clinical  study  made  of  syrosingopine  [Singoserp]  therapy  in  77  ambulant 
patients  with  essential  hypertension  demonstrated  this  agent  to  be  effective  in  reducing 
hypertension,  although  the  daily  dosage  required  is  higher  than  that  of  reserpine.  Severe 
side-effects  are  infrequent,  and  this  attribute  of  syrosingopine  is  its  chief  advantage  over 
other  Rauwolfia  preparations.  The  drug  appears  useful  in  the  management  of  patients  with 
essential  hypertension.’’* 

*Herrmann,  G.  R.,  Vogelpohl,  E.  B.,  Hejtmancik,  M.  R.,  and  Wright,  J.  C.:  J.A.M.A.  169:1609  (April  4)  1959. 


Singoserp 

(syrosingopine  CIBA) 


First  drug  to  try  in  new  hypertensive  patients 

First  drug  to  add  in  hypertensive  patients  already  on  medication 

supplied:  Singoserp  Tablets,  1 mg.  (white,  scored);  bottles  of  100.  Samples  available  on  request. 
Write  to  CIBA,  Box  277,  Summit,  N.  J. 


CIBA 

SUMMIT,  N . J . 
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relieve  sinusitis 
colds  • allergic  rhinitis 


decongestant  • antihistaminic  I T~>  A T 

analgesic  • antipyretic  I vyXuxA  Jj 

CORICIDIN  “D” 
Decongestant  Tablets 

combine  dependable 
CORICIDIN  benefits  with  specific 
action  of  phenylephrine 
to  provide  rapid  prolonged  relief 
of  congested  respiratory  passages 


rp /r\-pT  A T I decongestant  • 

J.  W I I ViiJj  I antihistaminic  • antibiotic 

CORICIDIN 
Nasal  Mist 

offers  prompt  topical  symptomatic 
relief  of  congested  nasal  mucosa  and 
controls  excessive  nasal  drainage 
without  rebound  effects 


Each  Coricidin  "D”  tablet  contains  2 mg.  Chlor-Trimeton®  Maleate,  0.23  Gm.  aspirin,  0.16  Gm.  phenacetin, 

30  mg.  caffeine  and  10  mg.  phenylephrine  boxes  of  12  tablets 

Each  cc.  of  Coricidin®  Nasal  Mist  contains  3 mg.  Chlor-Trimeton  Gluconate,  5 mg.  phenylephrine 
hydrochloride  and  0.05  mg.  gramicidin  squeeze-bottles  of  20  cc. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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EXAMINATION  TABLE  ROLLS 

All  Sizes  Available 
Smooth  and  Crepe  Paper 

PROFESSIONAL  TOWELS 

Best  Quality  Cellulose 
White  and  Green 


ASK  YOUR  SUPPLIER  FOR  TIDI. 


• Enlargement  reduced 92% 

• Nocturia  relieved 95% 

• Urgent  urination  relieved 81% 

• Frequency  urination  reduced 73% 

• Discomfort  relieved 71% 

• Delayed  micturition  relieved 70% 


The  need  for  conservative  measures,  rather  than  radical 
surgery  for  benign  prostatic  hypertrophy  is  indicated  by 
the  comparatively  low  death  rate  from  this  condition. 

PROSTALL  Capsules  contain  6 gr.  of  a mixture  of 
aminoacetic  acid  (glycine)  glutamic  acid  and  alanine. 
The  recommended  dosage,  2 Prostall  Capsules,  3 times 
daily  for  2 weeks,  thereafter  1 capsule  3 times  daily  for 
a minimum  of  3 months  for  marked  improvement. 

Supplied  in  bottles  of  100  and  250  capsules.  Available 
at  all  pharmacies. 


Write  for  a reprint  of  the  above  mentioned  article 
and  professional  literature.  Use  the  coupon  below. 


METABOLIC  PRODUCTS  CORP.  SWM-II 

Little  Bldg.,  Boston  16,  Mass. 

Gentlemen: 

Kindly  send  me  without  obligation: 

□ Professional  Literature. 

□ Reprint  of  the  clinical  report. 

Name 

Address 

City Zone  State 


TIDI  PRODUCTS  are  always  of  best  quality, 
uniform,  and  economical  in  use. 

Distributed  throughout  the  USA 

M’fd.  by  TIDI  PRODUCTS,  Pomona,  California 


SAN  ANTONIO,  TEA  AS 


More  Powerful 


Less  Pressor 
Activitq 

Avoids  Nervous 
Side  Effects 

Complete  Dietarq 
Supplement 
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NOW  many  more 
hypertensive  patients 

may  have  THE  FULL 

BENEFITS  OF 
CORTICOSTEROID 

THERAPY 


Except  for  one  case  of  mild  blood-pressure  elevation  (150/90)  no  hypertension 
was  seen  in  any  of  1500  patients!  as  a result  of  treatment  with  DECADRON— the 
new  and,  on  a milligram  basis,  most  potent  of  all  corticosteroids.  Hypertension 
induced  by  other  steroids  diminished  or  disappeared. 


DEXAMETHASONE 


treats  more  patients 
more  effectively 


Thus  with  DECADRON,  hypertension  no 
longer  appears  to  be  a contraindication  to 
successful  corticosteroid  therapy.  And 
the  dramatic  therapeutic  impact  of 
DECADRON  was  virtually  unmarred  by 
diabetogenic  or  psychic  reactions  . . . 
Cushingoid  effects  were  fewer  and  milder 
. . . and  there  were  no  new  or  “peculiar” 
side  effects.  Moreover,  DECADRON  helped 
restore  a “natural”  sense  of  well-being. 

tAnalysis  of  clinical  reports. 

• DECADRON  is  a trademark  of  Merck  & Co.,  Inc.  ©1959  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  INC..  PHILADELPHIA  1,  PA. 
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LAURYL  SULFATE 


(propionyl  erythromycin  ester  lauryi  sulfate,  Lilly) 


Deliciously  flavored  • Decisively  effective  • Exceptionally  safe 


Each  5-cc.  teaspoonful  provides  Ilosone  Lauryi  Sulfate  equiva- 
lent to  125  mg.  erythromycin  base  activity. 


Usual  Dosage 

10  to  25  pounds 

25  to  50  pounds 
Over  50  pounds 


5 mg.  per  pound  of 
body  weight 

1 teaspoonful 

2 teaspoonfuls 


* 


every  six  hours 


In  more  severe  infections,  these  dosages  may  be  doubled. 


Supplied  in  bottles  of  60  cc. 


NEW!  ILOSONE  DROPS 

LAURYL  SULFATE 


Formula:  Each  drop  provides  Ilosone  Lauryi  Sulfate  equivalent  to  5 mg. 
erythromycin  base  activity. 

Supplied  in  bottles  of  10  cc. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

©3273* 
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when  Blues  in  the  Night  are  due  to  infant  “Colic” 


Barbicaine* 

oral  antispasmodic-sedative 

offers  prompt  relief 

Barbicaine's  local  anesthetic  action  usually  brings 
prompt  symptomatic  relief  of  gastrointestinal  spasm 
. . . often  in  minutes. 


keeps  baby  comfortable  longer 

Barbicaine's  mild  sedative  action  prolongs  the  sys- 
temic relaxation  over  longer  periods  of  time. 

And  Barbicaine's  calibrated  plastic  drop-tip  bottle 
makes  it  easy  to  measure  accurately  when  mother 
adds  it  to  the  formula. 


For  Infants  under  20  lbs. 

20  to  30  lbs. 
30  to  40  lbs. 
For  Older  Children 


5 drops  q.i.d. 
10  drops  q.i.d. 
15  drops  q.i.d. 
20  drops  q.i.d. 


Each  cc.  of  Barbicaine  contains: 

Procaine  Hydrochloride,  U.  S.  P.  . 50  mg. 

Pentobarbital 4 mg. 

Phenobarbital,  U.S.  P 4 mg. 

Available  in  15  cc.  plastic  dropper-tip  vial. 
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Refer  to  P.D.R.  page  662 

CUTTER  LABORATORIES  • Berkeley,  California 

SOUTHWESTERN  MEDICINE 


ORIGINAL  ARTICLES 


The  Management  Of  Urinary  Infections* 

By  Abel  J.  Leader,  M.D..+  Houston 


At  birth,  man  is  abundantly  endowed  with  ap- 
proximately two  million  functioning  renal  units, 
or  nephrons.  The  adequacy  of  this  renal  reserve 
is  well  demonstrated  by  the  clinical  observation 
that  the  blood  urea  nitrogen  level  rises  only  when 
more  than  75  per  cent  of  these  units  fail,  whether 
temporarily  or  permanently,  in  the  clearance  of  ni- 
trogenous wastes  from  the  blood. 

Urological  disease  destroys  these  functioning 
renal  units,  and  jeopardizes  the  continued  physio- 
logical good  health  of  the  individual.  The  urolo- 
gist has  as  his  principal  mission  and  responsibility 
the  conservation  of  renal  tissue  against  the  on- 
slaughts of  disease. 

In  this,  he  is  constantly  attempting  to  minimize 
the  effects  of  a pathological  complex  which  des- 
troys renal  substance  and  accounts  for  almost  90 
percent  of  all  urological  diseases  encountered  in 
medical  practice.  This  complex,  referred  by  Mar- 
shall as  the  “urological  twins  of  mischief,”  con- 
sists of  urinary  obstruction  and  urinary  infection. 

Urinary  obstruction  and  urinary  infection  are 
so  inextricably  intertwined  in  their  destructive 
effects  and  so  commonly  present  together  that 
the  hyphenated  term  “obstruction-infection”  has 
a more  useful  clinical  application  than  the  sepa- 
rately-used  terms  “obstruction”  and  “infection.” 

Special  Advantage 

A special  advantage  accrues  from  the  use  of 
the  hyphenated  term,  since  it  serves  as  a contin- 
uing reminder  that  appropriate  therapy  requires 
the  elimination  of  both  the  obstruction  and  the 
infection  for  optimum  effect.  Attempts  to  elim- 
inate the  infection  without  giving  any  thought  to 
the  obstructive  process  primarily  responsible  for 
the  development  of  that  infection  are  most  often 
doomed  to  failure.  In  chronic  pyelonephritis,  for 
example,  when  the  treatment  is  purely  medical 
the  cure  rate  is  admittedly  less  than  10  per  cent. 


*Read  before  the  Ruidoso  Summer  Clinics,  conducted  by  the 
New  Mexico  Academy  of  General  Practice,  Ruidoso,  New  Mex- 
ico, July  20-24,  1959. 

tProfessor  and  Head,  Division  of  Urology,  Baylor  University 
College  of  Medicine. 


Such  efforts  would  therefore  seem  to  be  of  the 
same  order  of  effectiveness  as  the  practice  of  the 
housewife  who  sweeps  the  dirt  under  the  carpet. 
Sooner  or  later,  with  the  persistence  of  the  urinary 
obstruction  that  was  primarily  responsible  for  the 
development  of  the  infection  in  the  first  place,  the 
infection  recurs  and  the  destructive  effects  of  this 
pathological  complex  continue.  It  is  thus  possible 
to  predict  that  no  antibiotic  or  chemotherapeutic 
agent  will  ever  be  developed  to  eliminate  urinary 
infection  permanently. 

Exact  Definition 

The  foregoing  would  seem  to  imply  that  the 
urologist  can  readily  demonstrate  an  element  of 
obstruction  in  every  case  of  urinary  infection.  This 
is  not  now  the  case,  even  though  present-day 
urological  instruments  permit  precise  diagnostic 
definition  in  many  diseases  of  the  urinary  track. 

Many  forms  of  obstruction  still  elude  such  exact 
delineation  and  await  the  development  of  instru- 
ments that  are  capable  of  providing  the  additional 
information  needed.  One  such  instrument  is  the 
direct  image  amplifier  which  magnifies  the  con- 
trast medium-containing  urinary  tract  as  much  as 
50,000  times.  It  permits  both  the  fluoroscopic  and 
the  cinematographic  visualization  of  the  compon- 
ents of  the  urinary  tract  at  work. 

Evidence  of  functional  derangements,  hereto- 
fore lacking,  may  now  be  provided.  Such  informa- 
tion will  complement  the  morphological  evidence 
of  disease  now  possible  with  excretory  urography, 
cystoscopy,  retrograde  pyelography,  aortography, 
pneumoretroperitoneography,  cystometry,  and  cys- 
tourethrography. 

Now  in  the  process  of  development,  the  image 
amplifier  may  well  serve  to  bring  functional  de- 
rangements of  the  urinary  tract  into  proper  focus, 
greatly  broadening  the  therapeutic  possibilities. 
Another  diagnostic  tool  of  potential  significance  is 
the  contrast  renogram  developed  by  Winter.  Ibis 
study  is  finding  increasing  usefulness  in  the  meas- 
urement of  renal  function.  1 he  renal  uptake  of 
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radioactive  Urokon  or  Hypake  is  graphically  re- 
corded simultaneously  by  scintillation  counters 
placed  dorsally  over  both  kidneys.  It  gives  promise 
of  detecting  renal  impairments  earlier  than  is  now 
possible  with  the  commonly  employed  tests  of 
renal  function. 

Rational  Approach 

A rational  approach  to  all  problems  of  urinary 
tract  infection  justifies  the  following  axiomatic 
rule:  When  confronted  by  recurrent  or  persistent 
urinary  track  infection,  think  first  of  urinary  ob- 
struction, think  second  of  urinary  tract  tubercu- 
losis, think  third  of  a foreign  body  in  the  urinary 
tracts,  think  fourth  of  urinary  tract  neoplasm. 

Inasmuch  as  tuberculosis,  foreign  body,  and  neo- 
plasm may  often  manifest  themselves  in  interfer- 
ence with  urinary  outflow,  they  may  also  be  re- 
garded as  obstructions  whose  nature  is  identifiable 
with  study. 

Most  urologists  are  convinced  that  some  form 
of  urinary  tract  obstruction  exists  in  every  case 
of  persistent  or  recurrent  urinary  tract  infection, 
whether  this  is  demonstrable  or  not.  This  obstruc- 
tion produces  stasis  becaue  of  the  interference  with 
the  free  outflow  of  urine  or  the  secretions  of  the 
prostate  or  seminal  vesicles. 

Under  such  conditions,  the  superimposition  of 
bacterial  infection  in  either  the  acute  or  chronic 
form  occurs  frequently.  Treatment  therefore  dic- 
tates the  need  for  eradication  of  the  obstruction 
in  association  with  the  treatment  of  the  compli- 
cating infection.  As  regards  the  obstruction,  it 
should  be  recognized  that  in  many  cases  it  may 
not  be  posssible  to  identify  it  with  certainty. 

It  is  also  possible  that  even  when  it  may  be 
identified,  curative  measures  may  not  be  applica- 
ble because  of  the  condition  of  the  patient.  In 
either  event,  a program  for  both  immediate  and 
long-term  management  to  minimize  the  effects  of 
the  disease  process  must  be  carefully  planned  in 
the  best  interests  of  the  patient. 

A detailed  review  of  many  of  the  urological 
diseases  in  which  the  pathological  complex  of  ob- 
struction-infection plays  a significant  role  is  not 
possible  here  because  of  the  limitations  of  time. 
It  would  seem  worthwhile,  however,  to  examine 
some  of  the  commonly  encountered  entities  of 
urological  disease  in  light  of  this  concept  for  the 
purpose  of  formulating  practical  workable  rules 
for  their  management. 


The  most  common  obstructive  uropathy  in  boys 
under  the  age  of  ten  is  a urethral  meatal  stenosis. 
In  this  condition,  the  urethral  meatus  is  path- 
ologically small  in  greater  or  less  degree.  The  con- 
dition may  produce  no  symptoms.  The  fact  that 
the  child  passes  a small-calibered  forceful  stream 
and  takes  a long  time  to  empty  his  bladder  may 
go  unnoticed  by  the  parents. 

Occasionally,  the  mother  will  note  that  the 
infant  grunts  as  he  passes  his  urine,  and  shows 
other  signs  that  he  is  straining  to  void.  In  older 
boys,  painful  urination,  associated  with  the  termi- 
nal passage  of  a few  drops  of  blood,  may  be  the 
presenting  complaints.  Persistent  enuresis  is  some- 
times a result  of  the  condition.  In  infant  boys,  es- 
pecially, excoriation  of  the  meatus,  occasionally 
with  the  formation  of  a scab  over  the  opening  is 
not  uncommon  and  is  erroneously  attributed  to 
diaper  rash. 

The  diagnosis  is  simple : one  has  only  to  examine 
the  meatus  to  notice  that  it  is  reduced  to  some- 
times pin-point  size.  Treatment  is  equally  simple, 
and  consists  of  meatotomy  which  is  easily  done 
without  anesthesia  in  infants  less  than  three 
months  old.  In  older  boys,  a short  acting  general 
anesthetic  is  advisable. 

Although  the  condition  is  easily  recognized  and 
as  easily  treated,  many  patients  grow  to  adult- 
hood without  treatment.  In  what  are  by  no  means 
rare  instances,  the  condition  may  result  in  severe 
damage  to  the  urinary  tract  as  a result  of  pro- 
longed back-pressure,  urinary  stasis,  and  super- 
imposed infection.  In  many  other  adults,  the  con- 
dition is  responsible  for  a variety  of  urinary  and 
urethral  symptoms,  sometimes  so  bizarre  as  to 
result  in  a diagnosis  of  neurosis. 

It  is  surprising  how  many  of  these  symptoms 
disappear  after  an  adequate  meatotomy  has  been 
performed. 

Pyelitis  in  Childhood 

There  is  little  scientific  justification  for  the 
continued  use  of  this  term,  which  indicates  an 
inflammatory  process  involving  the  mucous  mem- 
brane of  the  renal  pelvis.  If  the  kidneys  are  in- 
volved at  all,  and  a suspicion  that  this  is  the  case 
is  justified  in  the  presence  of  high  fever,  pyuria, 
and  renal  tenderness;  the  condition  is  really  an 
acute  pyelonephritis,  involving  the  renal  paren- 
chyma as  well  as  the  mucous  membrane  of  the 
collecting  system  of  the  kidney. 

In  the  majority  of  cases  in  which  the  diagnosis 


690 


SOUTHWESTERN  MEDICINE 


is  made,  urological  investigation  fails  to  implicate 
the  kidneys  at  all,  the  separate  urines  of  the  two 
kidneys  being  sterile  on  culture.  Most  often,  the 
condition  is  a urethrotrigonitis.  The  entity  occurs 
many  more  times  in  girls  than  in  boys,  and  the 
relative  incidence  is  usually  given  as  20:1,  sug- 
gesting that  the  short  urethra  of  the  female  is 
more  susceptible  to  infection. 

Improper  diaper  hygiene,  causing  fecal  con- 
tamination, is  usually  given  as  the  principal  cause 
of  the  entity  which  is  a low-grade  inflammatory 
process  involving  the  urethra  and  less  frequently 
the  bladder  trigone.  Treatment  is  simple,  and  con- 
sists of  (1)  excretory  urography,  to  rule  out  con- 
genital malformations  and  obstruction  of  the  kid- 
neys, ureters,  and  bladder;  (2)  urine  cultures  and 
sensitivity  studies,  followed  by  the  administration 
of  the  chemotherapeutic  or  antobiotic  agents  in- 
dicated; and  (3)  dilation  of  the  inflammatory 
stenosis  of  the  urethra  with  either  the  infant 
sounds  or  the  more-recently  introduced  expanding 
pediatric  urethral  dilator. 

In  the  great  majority  of  instances,  the  lower 
urinary  symptoms  of  hesitancy,  straining  to  void, 
frequency,  and  vague  and  generalized  abdominal 
pain  respond  rapidly  to  this  form  of  treatment. 
Repetition  of  the  urethral  dilations  are  indicated 
much  less  often  in  children  than  in  adult  women. 
Following  the  disappearance  of  symptoms,  urine 
cultures  should  be  made  until  at  least  two  taken 
at  two  week  intervals  are  sterile. 

It  is  a common  experience  that  enuresis  in 
young  girls,  especially  in  those  youngsters  who 
have  previously  had  normal  night-time  bladder 
control,  is  frequently  due  to  urethritis.  The  prob- 
lem is  readily  resolved  by  the  regimen  outlined 
above.  Approximately  80-90  per  cent  of  the  chil- 
dren can  be  relieved  of  their  enuresis  in  this 
manner.  Unfortunately,  enuresis  in  boys  is  more 
often  due  to  complex  psychological  problems, 
rather  than  to  demonstrable  organic  disease 
amenable  to  treatment. 

Urethritis  in  Women 

Inflammatory  urethritis  in  women  accounts  for 
almost  50  per  cent  of  the  urologist’s  office  prac- 
tice. Etiologically,  the  condition  is  believed  due  to 
a low-grade  chronic  urethral  infection,  possibly 
carried  over  from  childhood  as  a result  of  fecal 
contamination  in  the  diaper  stage. 

Although  the  patient  is  asymptomatic  for  long 


periods  of  time,  acute  exacerbations  of  the  chronic 
inflammatory  process  are  exceedingly  frequent. 
Explosive  recurrences  may  result  from  the  trau- 
ma of  excessively  vigorous  intercourse,  intercur- 
rent infection,  and  from  a variety  of  emotional 
factors,  such  as  the  death  of  a close  member  of 
the  family.  In  many  other  instances,  no  etiological 
factors  are  apparent.  In  other  cases,  the  condition 
is  chronic  and  persistent,  defying  all  therapeutic 
efforts. 

Urethritis  in  women  manifests  itself  in  many 
symptoms.  Most  common  among  these  are  fre- 
quency, urgency,  sensations  of  incomplete  empty- 
ing of  the  bladder,  groin  pain,  particularly  in  the 
right  lower  quadrant  and  implicating  many  an 
innocent  ovary  and  appendix,  burning  or  urina- 
tion, lowr  backache,  and  sensations  of  lower  ab- 
dominal fullness  or  gaseous  distention. 

Dyspareunia  is  most  often  due  to  urethritis, 
rather  than  to  gynecological  causes,  and  palpation 
of  the  urethra  during  the  course  of  a pelvic  ex- 
amination will  elicit  an  exquisite  degree  of  ten- 
derness and  pain.  Another  finding  on  inspection 
is  a prolapse  of  the  posterior  lip  of  the  urethral 
meatal  mucosa,  probably  related  to  a conscious 
or  subconscious  straining  on  urination.  This  is 
frequently  mistaken  for  a caruncle,  which  is  a true 
urethral  neoplasm  occurring  much  less  frequently 
than  is  supposed. 

In  at  least  50  per  cent  of  women  with  urethri- 
tis, the  urine  is  completely  devoid  of  abnormal 
elements  and  is  sterile  on  culture.  This  is  prob- 
ably due  in  a measure  to  the  time-honored  in- 
sistence on  catheterized  specimens  from  the  fe- 
male for  both  microanalysis  and  urine  culture. 
Since  the  inflammatory  process  is  very  frequently 
localized  in  the  urethra,  it  is  not  surprising  that 
the  urine  should  be  normal. 

Cystoscopic  examination  may  show  the  presence 
of  few  to  manv  broad  based  fleshy  or  thin-necked 
filamentous  polyps  about  the  entire  periphery  of 
the  bladder  neck  and  immediately  adjacent  ure- 
thral mucosa.  More  commonly,  one  sees  slight  to 
marked  granular  changes,  w'ith  the  urethral  mu- 
cosa resembling  the  surface  of  a raspberry. 

In  either  event,  the  characteristic  linear  stria- 
tions  of  the  normal  mucosa  are  lacking,  as  is  the 
normal  light  reflex  usually  seen.  The  latter  is 
absent  as  a result  of  mucosal  edema,  which  damps 
the  light  from  the  cystoscope.  The  exact  role 
played  by  these  changes  described  is  difficult  to 
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determine,  since  they  may  be  entirely  absent  in 
patients  with  marked  symptoms  and  conversely, 
may  be  present  in  patients  with  no  symptoms 
thought  to  be  attributable  to  urethral  pathology. 

Of  more  constant  value  in  implicating  the  ure- 
thra as  the  cause  of  symptoms  is  a marked  pro- 
liferation of  the  blood  vessels  of  the  trigone  imme- 
diately adjacent  to  the  bladder  neck,  and  of  an 
associated  inflammatory  membrane  covering  this 
area.  This  membrane  is  usually  white  in  color,  has 
a sharply  demarcated  distal  margin,  and  is  usually 
seen  in  patients  with  coliform  infections  of  the 
urethra  and  bladder. 

Many  Forms 

Treatment  assumes  many  forms,  all  of  which 
have  their  special  protagonists.  In  its  simplest 
form,  this  consists  of  periodic  urethral  dilations 
with  graduated  tunneled  Walther  sounds.  In 
many  cases,  the  symptoms  will  respond  rapidly  to 
this  form  of  treatment,  indicating  that  an  inflam- 
matory urethral  stenosis  is  present.  In  other  cases 
that  fail  to  yield  to  such  simple  treatment,  cauteri- 
zation of  the  urethral  and  bladder  neck  mucosa 
either  with  silver  nitrate  in  varying  concentra- 
tions or  electrosurgically  with  a fulgurating  cur- 
rent will  give  good  results. 

The  use  of  urethral  suppositories  containing 
combinations  of  nitrofuran,  stilbestrol.  and  corti- 
sone derivatives  has  been  suggested.  At  best,  these 
are  difficult  to  use  and  may  cause  severe  sensitiza- 
tion reactions. 

Some  urologists  favor  transurethral  resection  of 
the  bladder  neck,  ostensibly  to  relieve  so-called 
contractures  thought  to  be  responsible  for  the 
above-mentioned  symptoms.  Experience  with  the 
procedure  usually  proves  to  be  disillusioning  both 
to  the  urologist  and  the  patient  alike,  since  in  most 
instances,  the  symptoms  are  intensified. 

In  the  event  of  failure  of  the  patient  with 
symptoms  of  urethritis  to  respond  to  simple  meas- 
ures such  as  urethral  dilations  and  treatment  with 
a pyridium-sulfa  drug  combination,  a thorough 
bacteriological  and  cystoscopic  evaluation  is  in- 
dicated. An  excretory  urogram  is  an  excellent 
screening  device  and  should  be  made  to  rule  out 
the  presence  of  upper  urinary  tract  disease.  Cath- 
eterized  urine  specimens,  obtained  under  the  strict- 
est asepsis,  should  be  submitted  to  the  laboratory 
for  culture  and  sensitivity  studies. 

When  positive,  the  patient  should  be  treated 


with  the  drug  specifically  indicated  by  the  sensi- 
tivity tests.  The  patient’s  ability  to  tolerate  any 
given  drug  will  of  course  modify  its  usefulness  in 
the  treatment  of  demonstrable  infection.  Most 
often,  combined  local  treatment  such  as  has  been 
described,  and  the  institution  of  appropriate  anti- 
biotic therapy  is  successful.  Additionally,  in  those 
patients  in  whom  an  inflammatory  membrane  is 
found  covering  the  trigone  for  variable  distances 
toward  the  ureteral  orifices  (“pseudomembranous 
cystitis”)  bladder  lavage  with  a 1:10,000  concen- 
tration of  potassium  permanganate,  and  the  final 
instillation  of  two  to  five  cubic  centimeters  of  a 
two  per  cent  solution  of  silver  nitrate  at  weekly  or 
bi-weekly  intervals  hastens  recovery.  In  all  chronic 
cases,  the  passage  of  ureteral  catheters  and  cul- 
tures of  the  urines  obtained  from  each  kidney  sep- 
arately is  important  to  rule  out  the  presence  of 
chronic  pyelonephritis. 

In  such  cases,  the  need  for  persistent  follow- 
up, even  when  symptoms  subside  completely,  is 
vitally  important.  Urine  cultures  at  frequent  in- 
tervals will  help  to  determine  the  need  for  further 
medications  to  control  symptomless  chronic  pye- 
lonephritis, which  acts  as  a reservoir  to  infect  the 
bladder  and  urethra. 

It  should  be  recognized  that  many  female  pa- 
tients with  bladder  symptoms  cannot  be  shown 
to  have  either  an  infective  focus,  nor  other  objec- 
tive evidence  of  urinary  tract  disease.  In  such 
patients,  the  disorder  may  be  primarily  gynecolo- 
gic in  nature,  relating  to  the  so-called  “pelvic  con- 
gestion syndrome,”  or  it  may  be  attributable  to  a 
neurotic  personality  defect.  Such  patients  are  most 
adequately  managed  by  the  psychiatrist  after  gyne- 
cological clearance  is  obtained. 

Pyelonephritis  of  Pregnancy 

The  physiological  changes  in  the  urinary  tract 
that  are  characteristic  of  pregnancy  consist  of  dila- 
tion of  the  calyces,  the  renal  pelves,  and  the  ure- 
ters down  to  the  point  of  the  pelvic  brim.  It  is 
agreed  that  these  changes  are  the  result  of  both 
the  hormonal  influences  and  of  certain  mechanical 
factors  incident  to  pregnancy.  The  latter  includes 
simple  pressure  by  the  enlarging  uterus  on  the 
ureters  as  they  enter  the  pelvis. 

The  fact  that  the  changes  are  usually  most  pro- 
nounced on  the  right  is  explainable  by  the  dextro- 
rotation of  the  uterus,  the  prominence  of  the  right 
iliac  artery,  and  the  cushioning  effect  of  the  sig- 
moid colon  on  the  left  ureter.  These  changes  are 
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obstructive  in  nature,  interfering  with  urinary 
drainage,  resulting  in  the  stasis  of  urine  and  in- 
creased back-pressure  on  the  renal  parenchyma. 

Hormonal  changes  in  the  pregnant  woman  are 
credited  to  be  of  considerably  greater  importance 
than  the  mechanical  factors  described.  These  hor- 
monal changes  are  primarily  intended  to  produce 
dilation,  relaxation,  atony,  softening,  and  reduced 
irritability  of  the  uterine  muscle  during  the  course 
of  normal  pregnancy.  Similar  effects  are  exerted 
on  the  upper  urinary  tracts  only  because  of  the 
common  embryologic  origin  of  the  uterus  and  the 
upper  urinary  tract  collecting  systems. 

These  physiological  changes  occur  in  at  least 
90  per  cent  of  all  pregnant  women.  They  explain 
the  increased  disposition  of  pregnant  women  to  in- 
fection, and  it  is  estimated  that  renal  infections 
are  six  times  more  frequent  in  the  pregnant  than 
in  the  non-pregnant. 

Advent  of  Antibiotics 

Prior  to  the  advent  of  the  sulfonamides  and  the 
antibiotics,  the  lasting  deleterious  effects  on  ma- 
ternal health  and  the  increased  infant  mortality 
were  matters  of  grave  concern  when  renal  infec- 
tion complicated  the  pregnancy.  This  is  no  longer 
true,  and  the  incidence  of  pyelonephritis  is  now 
no  longer  as  great  as  it  once  was,  probably  because 
of  the  more  prompt  and  efficient  treatment  of  in- 
fection in  the  non-pregnant  woman. 

Although  renal  infections  may  still  provide  the 
obstetrician  and  the  urologist  with  some  of  their 
knottiest  problems,  in  the  main  the  management 
of  such  infections  differs  little  between  the  preg- 
nant and  the  non-pregnant  woman.  On  occasion, 
it  becomes  necessary  to  hospitalize  patients  with 
pyelonephritis  occurring  during  pregnancy,  and 
in  some  it  even  becomes  necessary  to  pass  and 
leave  indwelling  ureteral  catheters  to  provide 
drainage  for  the  involved  kidney. 

Most  often,  however,  it  is  possible  to  manage 
such  patients  on  an  ambulatory  out-patient  basis 
with  the  drug  specifically  indicated  for  the  eradi- 
cation of  the  offending  organism  involved. 

In  rare  instances,  surgical  intervention  becomes 
necessary  when  drug  therapy  alone  is  unable  to 
control  the  infection  which  jeopardizes  the  kidney 
and  possibly  the  mother’s  life.  In  such  cases,  pye- 
lostomy  or  nephrostomy  may  salvage  both  the 
kidney  and  the  pregnancy. 

In  all  instances  following  the  termination  of  a 


pregnancy  which  has  been  complicated  by  renal 
infection,  urologic  evaluation  of  the  involved  kid- 
ney is  indicated.  Such  an  investigation  may  dis- 
close the  presence  of  pre-existing  anatomic  defects 
that  may  have  been  obscured  by  the  dilation  in- 
cident to  the  pregnancy.  These  should  be  correct- 
ed prior  to  any  subsequent  pregnancy. 

Chronic  Prostatitis 

It  is  alleged  that  35  per  cent  of  all  men  over  the 
age  of  35  years  have  what  is  thought  to  be  a 
chronic  infection  of  the  prostate.  Because  of  the 
close  relationship  of  the  seminal  vesicles  to  the 
prostate,  and  a common  lymph  drainage,  the  con- 
dition is  frequently  referred  to  as  chronic  vesicu- 
loprostatitis. The  diagnosis  is  usually  made  on  the 
basis  of  a rather  characteristic  symptom-complex, 
alterations  in  the  size,  shape,  and  consistency  of 
the  seminal  vesicles,  and  the  pus  content  of  the 
secretions  expressed  from  these  structures. 

Although  the  primary  presenting  complaint  is 
usually  that  of  pain,  as  the  physician  takes  the 
history,  he  is  soon  aware  that  the  patient  is  equal- 
ly or  more  concerned  with  his  failing  sexual 
powers,  although  he  may  not  associate  the  two 
complaints,  and  may  hesitate  to  mention  the  latter 
even  though  he  suspects  a relationship  of  the  two. 

He  may  complain  of  backache : this  is  the  most 
common  symptom.  This  is  manifested  as  a dull 
continuous  sensation  of  pressure  or  discomfort  in 
the  sacro-iliac  area  which  is  not  modified  by  posi- 
tion, motion,  orthopedic  devices,  and  muscle  re- 
laxants.  A “tired  feeling”  in  the  low  back,  for 
wdiich  the  patient  seeks  relief  by  a characteristic 
hyperextension  of  the  spine  is  a frequent  com- 
plaint. Pain  in  the  groins  or  suprapubic  area,  pos- 
sibly radiating  to  the  testis  is  a common  complaint, 
implicating  many  an  innocent  varicoele  and  di- 
lated inguinal  ring. 

This  pain  is  described  as  dull,  continuous,  and 
sometimes  mildly  nauseating.  On  questioning,  the 
patient  frequently  remembers  that  the  pain  closely 
resembles  that  of  the  “stone-ache”  of  his  adoles- 
cence. A sense  of  perineal  fullness,  or  a “flutter- 
ing” in  the  rectum  is  sometimes  described. 

Sexual  complaints  range  from  premature  ejacu- 
lation to  complete  impotence.  Loss  of  libido  in 
varying  degree  is  common.  Occasionally  the  pa- 
tient complains  of  a mucoid  urethral  discharge, 
particularly  noticeable  in  the  morning,  and  espe- 
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daily  after  a bowel  movement.  Referred  to  as 
“gleet”  or  “prostatorrhea,”  the  discharge  is  dis- 
turbing to  the  patient  and  to  the  physician  alike 
because  it  may  be  mistakenly  considered  to  be  of 
venereal  origin.  Such  a discharge  does  not  origi- 
nate in  the  urethra,  but  represents  an  overflow 
from  chronically  distended  seminal  vesicles  and 
the  prostate. 

Urinary  symptoms  are  not  prominent,  although 
the  patient  may  complain  of  mild  degrees  of  uri- 
nary frequency,  urgency,  burning,  and  diminution 
in  the  size,  force,  and  caliber  of  his  urinary  stream. 

General  complaints  include  those  of  weakness 
in  the  thighs  and  legs,  easy  fatigability,  lethargy, 
blunting  of  interest  and  mental  facility,  excessive 
anxieties,  tensions,  and  tension  headaches. 

Chronic  Infection 

Although  the  condition  has  been  attributed  to 
chronic  infection  of  the  prostate  and  seminal  vesi- 
cles, in  a great  number  of  these  patients  no  evi- 
dence of  infection  can  be  demonstrated.  Cultures 
of  the  fluid  expressed  from  the  prostate  and  semi- 
nal vesicles  are  either  sterile,  or  yield  several  or- 
ganisms of  doubtful  pathogenicity. 

There  is  no  close  correlation  between  the  in- 
cidence of  the  condition  clinically  and  that  dem- 
onstrable in  histologic  tissue  study.  Sulfonamides 
and  the  antibiotics  are  notoriously  unsuccessful  in 
treatment  of  the  condition,  a fact  that  should  not 
be  true  if  the  condition  were  truly  due  to  infec- 
tion. On  the  other  hand,  the  expression  of  copious 
quantities  of  prostatic  and  vesicular  fluid  by  mas- 
sage is  frequently  and  dramatically  associated  with 
a prompt  relief  of  symptoms.  This  fluid  may,  but 
usually  does  not  contain  significant  numbers  of 
pus  cells. 

The  thesis  has  been  advanced  that  what  is  basic- 
ally involved  in  this  very  common  condition  is 
not  infection,  but  a functional  inability  of  the 
prostate  and  the  seminal  vesicles  to  empty  them- 
selves of  their  secretions.  The  back-pressure  pro- 
duced by  the  accumulating  retained  secretions 
give  rise  to  congestive  inflammatory  changes  and 
is  responsible  for  both  the  physical  findings  and 
the  symptoms  considered  characteristic  of  the 
disease.  After  such  congestive  changes  become 
established,  the  prostate  and  the  vesicles  are  vul- 
nerable to  invasion  by  pyogenic  organisms  with 
the  production  of  true  suppurative  disease.  Thus 
it  appears  justifiable  to  believe  that  acute  and 


chronic  pyogenic  disease  of  the  prostate  and  semi- 
nal vesicles  occurs  as  a complication  of  pre-existing 
changes. 

Clinical  experience  seems  to  indicate  that  the 
principal  cause  of  vesiculoprostatic  congestion  is 
the  failure  of  the  husband  and  wife  to  establish 
a mutually  satisfying  sexual  relationship.  Thus  it 
may  be  said  that  vesiculoprostatic  congestion  rep- 
resents the  difference  between  a man’s  sexual  life 
as  it  is  and  what  he  would  consciously  or  sub- 
consciously like  it  to  be. 

Continued  sexual  excitation  without  grati- 
fication produces  overdistention  of  the  prostate 
and  vesicles,  and  the  symptoms  resulting  from 
sexual  frustration  are  reflex  in  nature.  Very  often, 
the  stripping  of  the  prostate  and  vesicles  of  their 
retained  secretions  provides  dramatic  relief  of 
symptoms. 

The  principal  aim  of  treatment  is  the  relief  of 
symptoms  caused  by  the  congestion.  Cure  is  pos- 
sible only  insofar  as  the  elimination  of  the  causes 
can  be  effected.  Most  of  the  problems  relating  to 
the  causative  sexual  discord  lie  outside  of  the 
province  of  the  physician  not  especially  trained  in 
psychiatric  techniques.  Some,  however,  may  be 
relatively  simple  and  in  such  cases,  the  superficial 
psychotherapy  given  in  association  with  local  treat- 
ment may  be  most  helpful.  Such  local  treatment 
consists  in  stripping  the  prostate  and  seminal  vesi- 
cles of  their  retained  secretions  at  increasingly 
longer  intervals. 

Initially  massage  at  twice  weekly  intervals  may 
be  indicated,  but  as  the  consistency  of  the  pros- 
tate and  vesicles  improves,  and  the  secretions  be- 
come less  copious  in  amount,  weekly  massage  for  a 
time,  followed  by  such  treatment  at  increasingly 
greater  intervals  will  provide  the  patient  with  re- 
lief from  his  symptoms.  In  such  cases  where  the 
symptoms  are  acutely  distressing  and  no  evidence 
of  bacterial  infection  is  present,  estrogen  therapy 
may  be  helpful  as  an  adjunct  to  treatment. 

Summary 

In  the  management  of  urinary  infections,  con- 
sideration of  the  pathological  complex  of  obstruc- 
tion-infection, rather  than  of  infection  as  a sep- 
arate entity  provides  a rational  basis  for  successful 
therapy. 

Consideration  has  been  given,  in  light  of  this 
approach,  to  a number  of  important  clinical  en- 
tities commonly  encountered  in  medical  practice. 
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The  Use  Of  A New  Dietary  Product  (Metrecal*) 
For  Weight  Reduction 

By  Robert  J.  Antos,  M.D.,  Good  Samaritan  Hospital,  Phoenix 


The  reduction  in  weight  of  the  usual  obese 
patient  requires  that  the  prescribed  dietary  regi- 
men satisfy  certain  psychologic  as  well  as  nutri- 
tional criteria.  The  regimen  must  be: 

1 ) convenient  and  easy  to  follow,  so  that  the 
patient  is  given  few'  opportunities  or  ex- 
cuses for  failure  to  carry  out  instructions; 

2)  effective  within  a short  period  of  time,  so 
that  the  patient  is  encouraged  to  perse- 
vere by  early  achievement  of  a measure 
of  success; 

3)  generous  in  required  nutrients  (such  as 
minerals,  protein  and  vitamins)  which 
often  are  deficient  in  “reducing”  diets; 
and 

4)  satisfying  (satiating). 

Diets  which  fulfill  these  requirements  are  not 
common.  For  well  established  reasons,  however, 
substantial  reduction  in  body  weight  nevertheless 
must  be  accomplished,  often  in  relatively  short 
periods  of  time. 

For  these  reasons  we  investigated  the  effective- 
ness, safety,  and  acceptability  of  a new  product 
which  is  designed  to  restrict  caloric  intake  to  900 
daily,  while  supplying  more  than  optimal  quanti- 
ties of  essential  nutrients  in  a convenient,  palata- 
ble form. 

The  Product 

Metrecal  is  a powdered  mixture  of  skim  and 
whole  milk,  soya  flour,  sucrose,  starch,  corn  and 
coconut  oils,  with  suspending  and  flavoring  agents, 
vitamins,  and  minerals.  One-half  pound,  the  usual 
ration,  supplies  900  calories,  70  Gm.  protein,  20 
Gm.  fat  and  110  Gm.  carbohydrate.  Caloric  dis- 
tribution: protein  30.5  per  cent,  fat  19.5  per  cent, 
carbohydrate  50  per  cent,  with  generous  quanti- 
ties of  vitamins  and  minerals,  including  from  one 
to  3J/2  times  the  minimal  daily  requirements  estab- 
lished for  certain  vitamins  and  minerals  by  the 
U.  S.  Food  and  Drug  Administration.  In  contrast 
to  the  nutritional  inadequacy  of  most  dietary 
regimens  of  this  type,  Metrecal  is  nutritionally 
complete. 

•Dietary  for  weight  control,  Mead  Johnson. 


For  a single  serving,  a half-cup  of  Metrecal 
powder  is  mixed  with  approximately  a cup  of 
water.  More  commonly,  the  entire  day’s  ration 
is  prepared  by  blending  one-half  pound  of  the 
powder  with  about  one  quart  of  water.  Non- 
caloric flavorings  may  be  used  for  variety.  The 
mixed  beverage  is  refrigerated  until  used.  Daily 
water  intake  should  total  lJ/2  to  two  liters. 

Method 

A regimen  based  on  use  of  Metrecal  was  pre- 
scribed for  weight  reduction  of  100  subjects  se- 
lected at  random.  These  subjects  are  characterized 
in  Table  One.  Obviously  hypometabolic  or  hyper- 
metabolic  individuals  were  excluded  on  the  basis 
of  pulse  rate-pulse  pressure  estimation  of  metabo- 
lic rate;  otherwise  the  subjects  were  not  screened. 

Each  patient  was  directed  to  use  Metrecal  as 
sole  source  of  calories  for  12  days.  Noncaloric 
beverages  were  allowed,  as  were  lettuce  and  celery 
without  dressing.  Noncaloric  flavorings  were  per- 
mitted. Each  subject  was  weighed  at  the  begin- 
ning and  end  of  the  study  period;  was  asked  to 
answer  a questionnaire  concerning  certain  aspects 
of  the  regimen  which  will  be  reported  below;  and 
was  interviewed,  in  some  cases  repeatedly  and 
searchingly,  for  information  of  side  effects  and  of 
“cheating.” 


TABLE  ONE.  THE  SUBJECTS 


No. 

Group 

Men 

Women 

Age  (Years) 
Range  Mean 

15 

Floor  nurses 

0 

15 

21-36 

27 

15 

Dietary  Dept,  staff  0 

15 

34-62 

46 

30 

Outpatients 

2 

28 

12-76 

45 

40 

Univ.  students 

12 

28 

18-25 

20 

100 

All  subjects 

14 

86 

12-76 

28 

These  interviews  also  afforded  an  opportunity 
to  estimate  the  degree  to  which  the  subject  was 
motivated.  Nine  different  supervisors  were  used 
during  the  study,  in  an  effort  to  randomize  possi- 
ble placebo  effects  of  the  subjects’  desire  to  please 
(or  to  thwart)  the  study  staff. 

Urine  (specific  gravity,  sugar,  and  albumen) 
and  blood  (hemoglobin,  hematocrit,  erythrocyte 
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sedimentation  rate  by  the  Wintrobe  method,  and 
total  serum  protein)  were  studied  in  eight  of  the 
floor  nurses.  Tests  were  made  on  three  samples  of 
each  fluid  from  each  of  these  subjects:  one  ob- 
tained on  the  day  before  starting  the  Metrecal 
diet,  a second  taken  on  the  6th  to  8th  day  of 
the  regimen,  and  a final  specimen  on  the  15th 
to  18th  day. 

In  an  effort  to  obtain  information  of  whole- 
body  nitrogen  equilibrium,  four  subjects,  appar- 
ently in  normal  health  except  for  slight  to  moder- 
ate overweight,  were  hospitalized  for  six  days  and 
24-hour  collections  of  urine  were  analyzed  for 
total  nitrogen,  urea  N and  ammonia  N.  Daily 
urine  volume  and  the  results  of  culture  of  urine 
for  pathogenic  micro-organisms  were  also  record- 
ed. In  two  of  the  four  cases  urinary  urea  also  was 
determined  directly. 

Results 

The  average  weight  loss  for  the  100  subjects 
was  6.5  pounds,  or  3.9  per  cent  of  the  initial  body 
weight.  These  results  are  summarized  in  Table 
Two.  Only  three  patients  failed  to  lose  weight 
and  they  either  cheated  grossly  by  ingesting  other 
food,  or  failed  to  follow  the  regimen  for  a sig- 
nificant period  of  time,  or  both.  The  Metrecal 
regimen  thus  was  effective  in  97  per  cent  of  the 
subjects. 

TABLE  TWO.  WEIGHT  LOSS 


Pounds 

Per  Cent  of 

Group 

. (Mean) 

Initial  Weight 

All  men 

8.2 

4.5 

All  women 

6.3 

3.8 

All  subjects 

6.5 

3.9 

As  shown  in  Table  Two  men  lost  more  weight 
than  women,  both  in  absolute  units  and  in  pro- 
portion to  initial  body  weight.  Not  shown  in  the 
Table,  but  commented  on  by  the  patients’  super- 
visors, is  the  observation  that  weight  loss  was 
directly  proportional  to  the  degree  of  motivation. 
Another  correlate  of  weight  loss  was  the  length 
of  time  during  which  the  subject  followed  the  foC- 
mula  diet  without  eating  additional  foods — a cor- 
relate obviously  linked  to  motivation.  It  is  interest- 
ing to  compare  the  average  losses  of  weight  in  the 
different  groups  of  patients.  The  floor  nurses, 
perhaps  the  most  knowledgeable  and  best  moti- 
vated, lost  more  weight  (7.9  pounds)  than  any 
group  except  the  men.  These  subjects  were  also 


the  most  disciplined,  and  had  least  opportunity 
to  cheat.  The  college  students  lost  on  the  average 
6.5  pounds,  the  average  for  the  entire  group;  the 
outpatients’  mean  weight  loss  was  6.1  pounds; 
and  the  Dietary  Department  Staff  lost  least:  5.7 
pounds.  The  latter  girls  were  under  constant 
temptation  and  had  ample  opportunity  to  increase 
their  intake,  working  as  they  did  constantly  sur- 
rounded by  food. 

Good  acceptability  of  the  Metrecal  diet  is  indi- 
cated by  the  fact  that  75  per  cent  of  the  subjects 
who  were  started  on  the  diet  completed  the  full 
twelve  day  course.  Twenty-five  subjects  failed  to 
stay  with  the  diet.  The  incidence  of  voluntary  dis- 
continuance of  the  formula  regimen  ranged  from 
none  in  the  group  of  floor  nurses  to  35  per  cent 
among  one  group  of  college  students.  It  is  our 
opinion  that  the  discontinuance  by  some  patients 
resulted  from  their  failure  to  prepare  the  mixture 
properly  and  after  mixing  to  refrigerate  the  bev- 
erage until  used. 

When  subjects  were  asked  whether  the  formula 
was  easy  to  prepare,  76  replied  that  it  was  (about 
91  per  cent  of  the  83  patients  who  answered  the 
question).  The  unflavored  formula  was  “good” 
or  “average”  in  taste,  according  to  56  (about  71 
per  cent  of  the  79  answering  subjects  who  had 
used  the  formula  without  flavor).  The  flavored 
formula  tasted  “good”  or  “average”  to  73  (about 
95  per  cent)  of  the  82  subjects  who  gave  their 
opinion  on  this  point.  Only  four  subjects  thought 
it  tasted  “bad.” 

It  is  difficult  to  estimate  the  incidence  of  side 
effects  of  the  formula.  Many  of  the  effects  attri- 
buted to  the  formula  may  have  been  the  result  of 
fasting,  e.g.,  borborygmi,  “gas,”  sensations  of 
bloating  and  the  like) . Other  untoward  events 
such  as  diarrhea  reported  by  three  subjects,  may 
have  been  mere  concomitants  of  the  regimen  with- 
out causal  relation  to  the  formula  used,  or  may 
have  been  the  result  of  improper  preparation  of 
the  mixture  (for  example,  failure  to  refrigerate 
the  day’s  ration,  or  improper  dilution).  Consti- 
pation was  not  unexpected,  since  the  formula  is 
low  in  residue,  and  was  observed  in  10  cases.  The 
subjects’  definitions  of  constipation  or  of  diarrhea 
were  not  questioned. 

In  addition,  to  the  “major”  complaints — various 
types  of  gaseousness,  diarrhea,  or  constipation — 
two  patients  reported  nausea  and  two  complained 
of  weakness,  one  experienced  cramps  and  one  ur- 
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ticaria.  In  all,  28  of  the  100  subjects  reported  a 
total  of  41  undesirable  symptoms.  Usually  these 
were  not  serious  enough  to  cause  the  patient  to 
discontinue  the  formula  diet. 

A surprising  feature  of  the  formula  was  its 
satiety  value.  Questioned  on  this  aspect,  59  (71 
per  cent)  of  the  83  who  replied  stated  that  their 
appetite  was  satisfied  and  that  they  were  not 
hungry  during  the  diet  period  for  more  than 
one  day.  One  young  woman  remarked, 

“Very  filling.  Had  to  make  an  effort  to  re- 
member to  drink  it.  I could  go  from  breakfast 
to  supper  on  an  8 oz.  glass  easily.” 

Some  patients  reported  improvement  in  appar- 
ent health,  and  in  their  sense  of  well-being,  dur- 
ing the  formula  period.  To  offset  somewhat  the 
complaints  of  constipation  or  diarrhea,  one  pa- 
tient commented  that  her  intestinal  functions 
seemed  improved.  Another  reported, 

“I  actually  felt  better  physically  than  I had 
for  some  time.  I would  like  very  much  to  stay 
on  this  diet  for  a longer  period  of  time.” 

In  the  four  subjects  whose  total  and  fractional 
urinary  nitrogen  excretions  on  the  special  diet 
were  determined  during  six  days’  isolation,  there 
was  no  significant  change  as  compared  with  con- 
trol observations.  The  failure  of  total  N,  urea  N 
and  urea  levels  in  urine  to  be  altered  on  the  Met- 
recal  regimen  may  be  interpreted  to  indicate  that 
the  subjects  were  in  nitrogen  (and  protein) 
equilibrium. 

In  the  group  of  eight  floor  nurses  from  whom 
serial  samples  of  blood  and  urine  were  obtained, 
no  significant  trend  could  be  detected  in  specific 
gravity  of  urine;  in  blood  hemoglobin,  hemato- 
crit, or  erythrocyte  sedimentation  rate;  or  total 
serum  protein  concentration.  Neither  sugar  nor 
albumen  was  found  in  any  of  these  urine  speci- 
mens. An  apparent  progressive  rise  in  serum  pro- 
tein was  outside  95  per  cent  confidence  limits 
(“t”  test),  but  would  have  been  valid  in  a larger 
series  of  observations. 

Discussion 

The  type  of  diet  formula  used  in  this  study  is 
nutritionally  complete  in  composition.  An  ap- 
proximately 900-calorie  formula,  for  example,  was 
used  in  about  the  same  number  of  subjects  by 
Feinstein,  Dole  and  Schwartz.1  The  Metrecal 
powder  differs  from  the  formula  used  by  these 
investigators  principally  in  its  protein  level:  about 


30  per  cent  of  total  calories,  as  contrasted  with  10 
per  cent  in  the  food  mixture  used  by  Feinstein  et 
al.  Also,  the  subjects  in  the  earlier  investigation 
were  directed  to  take  a daily  multivitamin  sup- 
plement, whereas  a daily  ration  of  Metrecal  sup- 
plies vitamins  and  minerals  in  excess  of  established 
MDR’s. 

With  regard  to  the  protein  level  of  the  formula 
it  may  be  noted  that  four  subjects  apparently 
maintained  nitrogen  equilibrium  while  using  the 
Metrecal  formula  as  sole  food  for  six  days.  The 
provision  of  the  daily  protein  allowance  recom- 
mended by  the  National  Research  Council  for 
adults,  approximately  one  Gm./Kg.  of  body 
weight,  is  an  important  and  desirable  feature  of 
this  new  product.  Providing  adequate  protein  not 
only  prevents  emaciation  but  also  may  assist  in  the 
maintaining  of  satiety,  through  the  extension  of 
time  during  which  blood  sugar  is  at  levels  con- 
sistent with  inhibition  of  hunger  or  appetite. 

The  results  reported  here  show  the  strong  in- 
fluence of  motivation  in  weight  reduction — mo- 
tivation not  only  to  lose  weight,  but  also  to  please 
or  to  assist  the  supervisor. 

The  new  product  is  versatile,  in  that  it  is  sus- 
ceptible of  varied  patterns  of  use  in  weight-re- 
duction programs. 

Summary  and  Conclusions 

Metrecal  is  an  effective,  safe,  well-accepted  for- 
mula for  use  in  short  periods  of  dietary  reduction 
of  weight.  It  offers  several  advantages,  outstand- 
ing among  which  are  the  high  level  of  protein,  and 
the  convenience  of  a predetermined  caloric  intake 
which  is  packaged  in  a single  day’s  ration.  Formu- 
la feeding  of  this  type  is  a useful  adjunct  to 
weight-control  programs,  as  transitional  measure 
in  the  first  state  of  re-education  of  the  patient.  The 
weight  loss  achieved  with  the  use  of  Metrecal  as 
sole  source  of  calories — in  most  of  our  subjects  ap- 
proximately one-half  pound  per  day — is  consistent 
with  health  and  encourages  the  patient  to  per- 
severe in  the  dietary  reduction  of  obesity. 
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Posterior  Dislocation  Of  The  Hip  And 
Acetabular  Rim  Fracture 

By  Howard  R.  Dudgeon,  Jr.,  M.D.,  F.A.C.S.,  Waco,  Texas 


Posterior  dislocation  of  the  hip  with  fracture  of 
the  posterior  acetabular  rim  is  becoming  more 
common  as  the  speed  and  horsepower  of  our  cars 
increase.  Fortunately,  most  posterior  dislocations 
of  the  hip  are  not  associated  with  acetabular 
fracture  and  these  need  only  to  have  the  disloca- 
tion reduced  and  the  hip  immobilized  for  a few 
weeks. 

The  dislocations  with  acetabular  rim  fracture 
are  often  present  along  with  other  serious  injuries. 
Many  textbooks  do  not  clearly  indicate  when  ace- 
tabular rim  fractures  should  be  opened  and  in- 
ternal fixation  applied.  I have  treated  eight  such 
cases  and  I would  like  to  stress  the  seriousness 
of  this  injury  and  its  correct  treatment. 

During  the  second  World  War  I saw  this  injury 
in  three  soldiers  and  since  that  time  I have  treated 
five  civilians  for  this  same  injury. 

Six  Open  Operations 

Of  the  eight  cases  seen,  I have  done  open 
operations  on  six.  Seven  were  caused  by  auto 
accidents  and  are  usually  due  to  the  sudden 
impact  of  the  flexed  knee  against  the  dashboard 
or  some  other  hard  surface  in  the  car.  The  eighth 
case  was  due  to  a woman  catching  her  leg  in 
the  wheel  of  her  tractor  as  she  jumped  from 
it  after  it  had  caught  fire. 

Cases  one,  two  and  three  were  soldiers  and 
the  other  five  were  civilians.  I am  able  to  discuss 
only  the  civilians  in  detail  as  I have  no  x-rays  of 
follow-up  on  the  three  soldiers.  All  dislocations 
had  large  bone  fragments  fractured  and  displaced 
from  the  postero-superior  acetabular  rim. 

Two  dislocations  could  not  be  reduced  by 
closed  manipulation  because  the  bone  fragment 
lay  between  the  head  of  the  femur  and  the  ace- 
tabulum. One  was  a civilian  and  one  was  a soldier. 
This  was  the  only  soldier  on  whom  I operated. 
The  remaining  two  soldiers  later  had  open  sur- 
gery at  an  Army  General  Hospital.  I do  not  know 
the  final  results  on  these  cases. 


In  the  past  many  of  these  cases  were  treated 
by  reduction  of  the  dislocation  and  the  application 
of  traction  or  a hip  spica.  Most  of  these  cases 
so  treated  developed  early  traumatic  arthritis  and 
some  instability  of  the  hip  joint. 

Urist  (1)  achieved  very  good  results  in  most 
of  his  cases,  which  were  treated  by  open  reduction 
and  replacement  of  the  acetabular  rim  in  the  cor- 
rect position  and  poor  results  in  most  which  were 
treated  by  traction  alone. 

He  also  reports  eight  cases  of  fracture — dis- 
location in  which  the  dislocation  of  the  head  of 
the  femur  could  not  be  reduced  because  of  inter- 
position of  the  fractured  acetabular  rim. 

King  and  Richards  (2)  have  listed  the  in- 
dications for  open  operation  to  be  as  follows: 

(1)  if  the  acetabular  lip  fragment  is  large  and 
is  not  accurately  replaced; 

(2)  if  the  acetabular  lip  fragment  is  in  the 
acetabular  socket; 

(3)  if  a fragment  of  the  head  of  the  femur 
lies  in  the  acetabulum  and  prevents  reduction; 

(4)  and  if  a transverse  fracture  through  the 
acetabular  floor  allows  rotation  of  the  distal  frag- 
ment of  the  innominate  bone  and  thus  prevents 
proper  reduction  of  the  head  of  the  femur  and 
causes  an  irregular  acetabulum. 

Diagnosis  Obvious 

The  diagnosis  of  hip  dislocation  is  usually  very 
obvious  and  displacement  of  the  acetabular  rim 
is  made  by  routine  AP  and  lateral  films  of  the 
hip.  However,  if  any  doubt  exists  as  to  the  extent 
of  the  injury  or  as  to  proper  reduction,  special 
views  must  be  taken. 

An  exact  picture  of  the  position  of  the  rim 
fragments  may  be  gotten  by  taking  a postero- 
oblique  view  with  the  injured  hip  elevated  to  60 
degrees  and  the  patient  lying  supine  on  the 
cassette. 

The  dislocation  should  be  reduced  at  once  and 
conservative  treatment  of  the  displaced  rim  frag- 
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ment  should  be  used  only  until  patient  is  in  con- 
dition for  surgical  correction.  In  two  of  my  cases 
bone  fragment  blocked  closed  reduction  of  the 
dislocation.  After  reduction  of  the  dislocation,  the 
patient  is  usually  put  up  with  either  Buck’s  exten- 
sion or  skeletal  traction  through  the  tibial  tuber- 
cle until  open  reduction  of  the  fracture  can  be 
done.  This  will  keep  the  patient  comfortable  until 
definitive  surgery  can  be  done. 

Surgical  Technique 

The  surgical  treatment  is  an  open  reduction 
with  a posterior  approach  to  the  hip  through 
an  Osborne  incision  (fig.  one,  A,  B,  & C from 
Campbell’s  Operative  Orthopedics)  about  1 J/2 
inches  inferior  and  lateral  to  the  posterior  superior 
spine  of  the  ilium,  running  laterally  and  obliquely 
distal  parallel  with  the  fibers  of  the  gluteus 
maximus  to  the  posterior  superior  angle  of  the 
greater  trochanter  and  then  distally  for  2 to  3 
inches.  The  fibers  of  the  gluteus  maximus  are 
separated  parallel  with  the  line  of  the  incision. 


A 5 C 


!?*•— Posterior  approach  to  hip  A,  Line  of  akin  Inclalon.  B,  Gluteua  maxlmua 
muacle  divided  an.l  retracted,  revealing  atrccturea  deep  to  thla  muacle.  C.  Pyrlformla.  gemelli, 
and  obturator  Intemua  muacle*  divided  at  Inaertlona  and  reflected  medially,  revealing  posterior 
aapect  of  neck  of  femur  and  hip  Joint. 

Figure  1 

The  insertion  of  the  gluteus  maximus  is  divided 
in  line  with  the  vertical  limb  of  the  incision. 

Tendons  Freed 

The  tendons  of  the  piriformis  and  gemelli  are 
freed  close  to  their  insertions  into  the  greater 
trochanter  and  retracted  medially,  thus  protecting 
the  sciatic  nerve.  The  capsule  of  the  joint  is 
opened  longitudinally  to  expose  the  posterior  sur- 
face of  the  femoral  neck  and  the  posterior  rim  of 
the  acetabulum. 

Further  exposure  may  be  gotten  by  retracting 
the  gluteus  medius  proximally  and  the  quadratus 
femoris  distally. 

The  acetabular  fragment  is  then  identified, 
small  loose  bits  of  bone  removed,  any  devitilized 
cartilage  on  the  head  of  the  femur  removed;  and 
the  dislocation  of  the  hip;  if  unreduced,  reduced. 


The  sciatic  nerve  is  examined  for  damage  and 
if  partially  or  completely  cut,  it  is  repaired.  The 
nerve  is  contused  but  rarely  cut  by  the  upward 
displacement  of  the  acetabular  fragment. 

Foot  Drop 

Two  cases  that  I have  had  suffered  foot  drop 
due  to  contusion  of  the  nerve  and  required  brace 
support  of  the  foot  and  ankle.  This  paralysis 
usually  clears  up,  but  occasionally  does  not.  Next, 
the  acetabular  fragment  is  accurately  replaced  and 
held  by  one  or  two  screws  which  extend  well 
into  the  bone.  After  reattachment  of  the  piri- 
formis and  gemelli,  the  wound  is  closed  in  layers 
with  interrupted  sutures.  A hip  spica  is  applied 
and  left  on  for  about  eight  weeks.  After  removal 
of  the  cast,  active  and  passive  motion  is  started 
and  partial  weight  bearing  is  allowed  three 
months  from  date  of  operation.  Complete  re- 
covery usually  take  5 to  6 months. 

Following  is  a brief  history  of  the  cases  and 
the  result  when  known. 

Case  Histories 

Cases  One  and  Two — These  were  the  two 
soldiers  who  had  the  dislocation  reduced  and  then 
were  transferred  to  a general  hospital  for  treat- 
ment of  the  fracture.  Result  unknown. 

Case  Three — This  was  the  soldier  who  had  a 
dislocation  and  a fragment  of  the  acetabular  rim 
that  would  not  allow  reduction  until  I did  an 
operation.  After  operation  he  was  transferred  to 
a general  hospital  and  I learned  later  that  he  did 
very  well  and  had  painless  motion  on  weight  bear- 
ing. I presume  that  his  result  was  good. 

Case  Four — R.R.,  male,  white  23.  (Fig.  Two, 
A and  B.)  Involved  in  car  accident  at  Waco, 
Texas.  He  was  in  severe  shock  and  required  blood 
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in  large  quantities.  Tried  twice  without  success  to 
reduce  dislocation  and  was  unable  to  because  of 
the  large  fragment  of  acetabular  rim  in  the  hip 
joint.  Put  him  in  skeletal  traction  for  several  days 
until  he  was  out  of  shock  and  then  did  open 
reduction  with  success.  He  had  a footdrop  and 
had  to  wear  a drop  foot  brace  for  several  years. 
He  had  a painless  hip  and  no  evidence  of  trau- 
matic arthritis  ten  years  after  injury.  Result 
is  considered  good. 

Case  Five — L.D.O.,  male,  col.,  40.  Was  in  car 
accident  at  Waco,  Texas.  X-ray  showed  disloca- 
tion, posterior  of  right  hip  with  fracture  of  the 
posterior  acetabular  rim.  Dislocation  reduced  un- 
der anesthetic,  but  large  acetabular  fragment  was 
not  in  satisfactory  position.  Open  reduction  done 
and  fragment  replaced  and  held  with  two  screws. 
Hip  spica  applied.  Result  good  when  last  seen 
nine  months  after  injury.  Walked  without  pain 
or  limp. 

Three  Drunks 

Case  Six — L.B.,  female,  white,  33.  This  woman 
was  involved  in  a car  accident  at  Waco,  Texas, 
when  three  drunks  ran  into  the  car  her  husband 
was  driving.  She  was  admitted  to  hospital  in 
severe  shock  and  x-ray  showed  fracture-dislocation 
of  the  right  hip.  She  also  had  evidence  of  con- 
cussion and  later  developed  paralysis  of  left  upper 
and  lower  extremities.  The  dislocated  hip  was 
reduced  and  she  was  put  in  traction.  The  hip 
would  drop  out  of  acetabulum  through  the  pos- 
terior rim  defect  on  any  motion  of  her  body. 


A B 

Figure  3 


Several  days  after  injury  and  after  her  shock 
had  cleared  up,  an  open  reduction  was  done  on 
the  injured  hip.  The  fragment  was  replaced  and 
held  with  two  screws.  She  recovered  well  from 
surgery  and  after  the  cast  was  removed  was 


found  to  have  a foot  drop  on  the  side  of  hip 
injury.  Part  of  the  paralysis  on  the  left  side 
improved  but  not  completely.  The  hip  healed 
well,  but  because  of  the  brain  damage,  this  woman 
will  never  completely  recover  from  her  injuries. 
(Fig.  Three,  A and  B) 

Car  Accident 

Case  Seven — G.S.,  male,  white,  35.  (Fig.  Four, 
A and  B)  Was  in  car  accident  near  Waco, 
Texas,  and  received  multiple  rib  fractures,  right; 
fracture,  simple,  of  nose,  and  dislocation,  pos- 
terior and  fracture  of  posterior  rim  of  acetabulum. 
Dislocation  was  reduced  and  skeletal  traction  ap- 
plied through  tibial  tubercle.  Because  of  rib  frac- 
tures, open  reduction  was  not  done  for  two  weeks. 
An  open  reduction  was  done,  using  the  usual 
posterior  incision.  Fragment  reduced  and  held  in 
place  with  one  screw.  Hip  spica  for  two  months. 
Had  no  foot  drop.  Result  was  excellent  and  pa- 
tient has  had  no  pain  or  evidence  of  traumatic 
arthritis. 


A B 


Figure  4 

Case  Eight — O.L.,  female,  white,  47.  Patient 
was  driving  tractor  which  caught  fire  and  when 
she  jumped  from  tractor  she  caught  her  left  leg 
in  the  wheel  of  the  tractor  and  received  a frac- 
ture-dislocation of  her  left  hip.  (Fig.  Five,  A 
and  B)  The  dislocation  was  reduced  and  hip 
spica  applied.  Check  x-rays  showed  that  the 
fragment  of  the  posterior  rim  was  larger  than 
first  thought  and  in  poor  position.  An  open  re- 
duction was  done  and  fragment  replaced  and  held 
in  place  with  two  screws.  She  wore  a hip  spica 
for  two  months  and  is  now  up  on  one  crutch  with 
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full  weight  bearing.  She  has  full  range  of  painless 
motion  and  no  evidence  of  sciatic  nerve  injury. 
It  has  been  five  months  since  her  injury.  Result 
should  be  good  unless  she  develops  traumatic 
arthritis. 

Summary 

Eight  cases  of  posterior  dislocation  of  the  hip 
with  associated  fracture  of  a large  fragment  from 
the  posterior  rim  of  the  acetabulum  have  been 
reported.  Two  of  these  dislocations  could  not  be 


immediately  reduced  because  of  interposition  of 
the  bone  fragment  between  the  head  of  the  femur 
and  the  acetabulum  and  in  the  other  six  reduc- 
tion of  the  dislocation  was  done  immediately. 

In  six  cases,  an  open  reduction  was  done  for 
replacement  of  the  fragments  and  the  surgical 
results  were  good  in  all  except  the  woman  who 
had  paralysis  due  to  brain  injury.  The  two  cases 
not  operated  upon  were  soldiers  who  were  evacu- 
ated to  an  Army  General  Hospital  where  they 
were  later  operated  upon. 

The  results  in  these  two  cases  is  not  known. 
It  is  felt  that,  as  this  fracture  involves  an  im- 
portant weight  bearing  surface,  a perfect  reduc- 
tion should  be  gotten  and  this  can  be  done  only 
by  an  open  reduction.  This  is  not  a difficult  pro- 
cedure and  should  be  done  as  soon  as  the  pa- 
tient’s general  condition  will  allow. 
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University  of  Arizona  Scientists, 
Phoenix  Psychiatrist  Get  Grant 


Dr.  Albert  L.  Picchioni,  professor  of  pharma- 
cology at  the  University  of  Arizona,  Dr.  Lincoln 
Chin,  assistant  professor  of  pharmacology  at  UA, 
and  Dr.  Carl  Breitner,  Phoenix  psychiatrist  and 
consultant  in  psychiatry  at  Arizona  State  Hospital 
in  Phoenix  have  received  a grant  of  $13,052  from 
the  U.  S.  Public  Health  Service  to  carry  out  a 
program  of  research  concerning  neurohormone 
levels  in  the  brain. 

During  the  course  of  their  investigation  the 
three  scientists  hope  to  obtain  information  from 
animal  studies  which  will  increase  present  know- 
ledge concerning  the  method  of  operation  of 
electric  shock  therapy,  long  used  in  certain  cases 
of  mental  illness. 

The  scientists  explained  that  one  of  the  factors 
which  may  be  responsible  for  the  improvement  in 
mental  health  of  patients  treated  by  electric  shock 
is  an  alteration  in  the  body’s  metabolism — a bio- 
chemical change  of  some  kind. 

Early  Days 

In  the  early  days  of  the  study  of  the  bodily 
procedures  involved  in  the  improvement  of  the 
electric  shock  treated  patient,  blood  chemistry  was 
analyzed  both  before  and  after  treatments.  At 


that  time,  however,  very  little  was  known  of  var- 
ious kinds  of  drugs,  such  as  reserpine  or  rauwol- 
fia,  which  were  also  effective  in  the  treatment  of 
mental  illness. 

Investigations  of  alterations  in  blood  chemistry 
of  the  patients  being  treated  with  reserpine  have 
now  been  carried  out.  Two  neurohormones  in- 
volved in  the  function  of  the  brain — serotonin 
and  norepinephrine — are  altered  in  amount  by 
treatment  with  reserpine. 

Shock  Therapy 

Dr.  Picchioni,  Dr.  Breitner,  and  Dr.  Chin 
know  that  alteration  in  the  levels  of  these 
neurohormones  occurs  following  electric  shock 
therapy,  too.  They  hope  to  investigate  the 
mechanism  which  is  set  up  by  a shock  therapy 
developed  by  Dr.  Breitner  and  correlate  it  with 
that  occurring  as  a result  of  drug  therapy. 

The  scientists  will  measure  the  effect  of  electric 
stimulation  in  animals  on  levels  of  each  of  the 
three  neurohormones  in  which  they  are  interested. 
If  they  discover  that  electric  stimulation  does 
alter  the  amounts  of  these  hormones  in  the  brain, 
Dr.  Picchioni  and  Dr.  Breitner  will  conduct  tests 
which  also  involve  stimulation  of  the  laboratory 
animals  by  sound. 
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The  Use  Of  A Tranquilizer  Drug  In  Childbirth 

By  E.  W.  Lander,  M.D.,  Roswell,  N.  M. 


The  quest  for  the  best  possible  management  for 
the  control  of  pain  associated  with  childbirth  con- 
tinues unabated.  Natural  childbirth  has  its  place 
and  its  limitations.  As  the  term  infers,  it  is  natural 
for  women  to  have  babies. 

Only  a minority  is  capable  of  actual  natural 
childbirth.  The  remainder  can  approach  this  ideal 
by  proper  maternity  care  and  the  use  of  tran- 
quilizer drugs. 

Prospective  mothers  should  be  taught  by  their 
physicians  that  there  is  nothing  pathologic  about 
normal  labor  and  that  complications  are  excep- 
tional. It  is  the  duty  of  the  physician  to  establish 
confidence  within  his  patient. 

Rapport  can  be  increasingly  established  at  each 
prenatal  visit.  She  can  be  taught  that  the  so-called 
labor  pain  may  be  made  very  bearable  by  learning 
how  to  relax.  Two  or  three  minutes  of  instruction 
will  suffice  to  initiate  her  into  the  experience  of 
abdominal  breathing  and  the  sensation  of  relax- 
ation which  it  affords. 

Naturalness 

The  naturalness  of  childbirth  should  be  stressed 
with  the  idea  of  eliminating  or  minimizing  the  fear 
all  too  commonly  associated  with  the  event.  A 
simple  explanation  of  the  mechanism  of  labor, 
what  she  may  expect  and  what  will  be  expected 
of  her  may  be  interjected  at  visits  during  the  third 
trimester. 

The  above  instruction  can  best  be  carried  out  by 
the  physician  personally  during  the  course  of  pre- 
natal care.  Some  physicians  with  a large  obstetrical 
practice  utilize  group  therapy  and  like  the  results. 

Some  feel  that  “to-getherness”  has  been  carried 
to  extremes.  Childbirth  is  a rather  personal  and 
private  endeavor  and  may  well  be  accepted  as  such 
by  all  concerned. 

It  seems  reasonable  that  a mother  should  be 
permitted  to  have  her  baby  with  no  anesthesia,  or 
whatever  type  and  amount  she  may  desire,  except 
for  complicating  circumstances  which  dictate  the 
procedure.  The  excessive  use  of  general  anesthesia 


for  the  actual  delivery  is  all  too  often  the  desire  of 
the  physician  rather  than  the  patient. 

Likewise,  the  use  of  saddle  block  anesthesia 
whether  desired,  indicated  or  even  contra-indicated 
is  deplorable;  even  though  it  is  a relatively  safe 
anesthetic  with  distinct  advantages,  when  used 
properly. 

The  advent  of  the  tranquilizer  drugs  has  natur- 
ally led  to  their  use  in  the  field  of  obstetrics.  The 
action  of  certain  of  these  drugs  is  ideal  in  that  they 
induce  relaxation  and  tend  to  minimize  the  fear  of 
labor.  They  have  a distinct  value  when  used  in 
conjunction  with  the  preparatory  instruction  briefly 
mentioned  in  the  preceding  paragraphs. 

The  phenothiazine  derivatives  such  as  chlorpro- 
mazine  and  promazine  have  been  used  successfully, 
but  with  occasional  undesirable  complications. 
Chlorphenothiazine  (Trilafon)  is  one  of  the  newer 
drugs  in  this  category  which,  in  usual  therapeutic 
dosage,  is  relatively  free  of  toxicity.  At  the  same 
time,  it  is  5-10  times  more  potent.  The  use  of 
meprobamate  has  been  reported  in  one  series  of 
cases.  The  authors  found  it  of  little  value  during 
labor. 

Favorable  Results 

This  report  concerns  observations  on  the  use  of 
Trilafon  during  labor.  The  results  have  been  so 
favorable  it  was  thought  they  might  be  of  interest 
to  other  physicians  who  practice  obstetrics. 

The  tranquilizer  has  been  used  chiefly  on  the 
primipara,  but  also  on  the  multipara  with  a his- 
tory of  hard  labor  or  long  interval  since  last  child- 
birth. These  latter  patients  are  entitled  to  some 
additional  relief  from  anxiety.  The  primipara 
properly  instructed  and  handled  has  little  oppor- 
tunity to  become  an  anxious  multipara. 

The  procedure  was  similar  to  that  utilized  by 
Harer.  One  eight  mgm.  tablet  of  Trilafon  was 
given  orally  at  the  onset  of  labor.  This  was  usually 
given  on  admission  to  the  hospital;  although  a few 
multipara  have  been  given  a tablet  beforehand  to 
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be  taken  at  home  as  soon  as  she  feels  that  labor 
has  started. 

Duration  of  Labor 

The  serenity  and  composure  of  these  patients 
during  labor  has  been  striking.  Nursing  personnel 
have  voiced  the  same  opinion  and  nursing  care 
has  been  minimized.  All  of  these  patients  were 
questioned  approximately  twenty  four  hours  post- 
partum and  they  were  uniformly  pleased  with  their 
labor  experience. 

The  duration  of  labor,  if  affected,  was  shorter 
than  one  might  expect  in  that  particular  case. 
There  has  been  no  visible  adverse  effect  on  the 
newborn.  The  use  of  additional  analgesia  has  been 
grossly  minimized. 

The  majority  of  cases  received  only  one  injection 
consisting  of  Nisentil  30  mgm.  and  Lorfan  0.5  cc. 
in  the  terminal  phase  of  the  second  stage.  The 
majority  have  delivered  spontaneously  without  any 
further  anesthesia  or  only  a few  whiff's  of  Trilene. 

Local  perineal  anesthesia  (1%  cyclaine)  was 
used  for  episiotomy  and  repair.)  A few  mothers 
(multipara)  have  requested  gas  anesthesia  for  the 
actual  delivery,  in  spite  of  quiet,  cooperative  labor. 
Scopolamine  0.45  mgm.  was  included  in  the  pre- 
anesthetic hypodermic  in  these  patients. 

Childbirth  was  truly  an  ordeal,  and  too  often  a 
dangerous  one,  even  a generation  ago.  We  have 
passed  through  vogues  of  “twilight  sleep”  and  the 
excessive  use  of  the  barbiturates  with  their  hazards 


for  the  newborn.  Good  hospital  facilities  and  newer 
drugs  now  available  make  childbirth  a relatively 
safe  procedure  at  present. 

The  value  of  good  prenatal  care  has  been  estab- 
lished and  accepted.  This  is  demonstrated  by  the 
rarity  of  eclampsia  in  such  controlled  patients.  The 
educational  level  of  our  patients  is  higher  and  it 
is  possible  to  obtain  more  intelligent  cooperation 
on  their  part. 

The  use  of  hypnotism  in  obstetrical  care  has  a 
momentary  popularity,  but  the  use  of  this  therapy 
has  distinct  limitations  from  the  standpoint  of 
both  the  physician  and  the  patient. 

Summary 

1.  The  naturalness  of  childbirth  can  be  taught  to 
maternity  patients  by  interested  physicians. 

2.  The  pain  of  childbirth  may  be  minimized  by 
relaxation  and  freedom  from  fear  and  tension. 

3.  This  ideal  may  be  facilitated  by  the  safe  and 
judicious  use  of  a tranquilizer  drug  such  as 
described. 

215  W.  Third  St. 
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MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL 


Frederick  P.  Bornstein,  M.D.,  Editor — Case  No.  1291 
Presentation  of  case  by  Pablo  Ayub,  M.D. 


History — Dr.  Nathan  Kleban: 

A 76  year  old  Latin-American  widow  entered 
the  hospital  because  of  faintness.  For  an  indefi- 
nite number  of  years  the  patient  had  experienced 
abdominal  distress.  In  recent  weeks  this  had  be- 
come more  severe. 

There  had  been  vomiting  of  coffee  ground-like 
material  and  diarrhea  with  stools  which  were  at 
times  dark.  Drowsiness,  giddiness  and  faintness 
occurred  shortly  before  admission. 

Except  for  known  prolapse  of  the  uterus  no 
other  historical  information  was  recorded. 

Physical  Examination: 

T.  98.8  (axillary)  B.  P.  110/80  P.  110  R.  30 

One  examiner  indicated  the  history  was  ob- 
tained from  the  patient.  Another  examiner  record- 
ed that  the  patient  was  in  deep  stupor.  There  was 
moderate  respiratory  distress.  Mucus  membranes 
were  pale.  Rales  were  heard  at  the  right  lung 
base. 

A Grade  I-II  systolic  murmur  was  described  at 
the  apex  and  base  of  the  heart.  The  abdomen  was 
moderately  protruberant  and  tympanitic.  Bowel 
sounds  were  normal.  There  was  mild  tenderness 
in  the  epigastrium.  There  was  uterine  prolapse. 

Hospital  Course: 

Three  500  cc.  units  of  blood  were  transfused 
in  24  hours.  Dark  brown  coffee  ground-like  ma- 
terial was  aspirated  from  the  stomach.  A digitalis 
preparation  was  administered  intravenously. 
Chlorothiazide  and  tetracycline  were  prescribed. 

On  the  third  hospital  day  the  gastric  suction 
tube  was  removed  and  a low  salt,  soft  diet  was 
given.  Digitalis  was  continued  by  mouth.  On  the 
fourth  day  she  appeared  comfortable  but  that 
night  she  vomited  about  300  cc.  coffee  ground-like 
substance  with  a few  blood  clots  and  some  bright 
blood.  Two  additional  500  cc.  units  of  whole 
blood  were  transfused  the  next  day. 


For  several  days  she  ate  well,  offered  no  com- 
plaints. She  had  a stool,  color  not  described, 
in  bed.  Several  days  later  she  was  incontinent  of 
a hard  brown  stool.  On  the  afternoon  of  the 
ninth  day  she  refused  her  diet,  was  unable  to  hold 
a milk  carton,  had  a soft  brown  stool  in  bed. 

The  next  day  she  complained  of  chest  pain,  had 
difficulty  in  swallowing,  was  described  in  the 
nurses’  notes  as  having  a “pasty  gray  and  waxy” 
appearance.  Pulse  rate  rose  from  80  to  110  to 
116.  Rectal  temperature  rose  to  103.  She  moaned 
but  refused  medication  for  pain.  The  nurse  re- 
corded abdominal  distention. 

A rectal  aspirin  suppository  was  given  for 
fever.  Between  4 and  6 A.  M.  there  was  a black 
tarry  liquid  stool.  Codeine  was  given  for  pain 
at  6 A.  M.  the  patient  died  between  6:15  and  6:45 
A.  M.  ten  days  after  admission. 

Laboratory  Findings: 

Blood  counts:  6-4-59 — Hb.  2.7  gms.  Ht.  15%. 
6-4-59— Hb.  7.8  gm.  WBC  11,700,  Segs.  78, 
Lymphs.  20,  Monos.  1 Ht.  23%.  6-4-59 — Marked 
hypochromasia — macrocytes  present — poikilocyto- 
sis  in  RBC,  polychromasia;  6 nucleated  RBC/100 
— WBC  slight  amount  of  toxic  granulation  ap- 
pearing in  the  granulocytes.  6-4-59 — Hb.  8.9  gm. 
Ht.  31%,  WBC  16,000,  Myelos.  15  Juveniles  1, 
Stabs.  4,  Segs.  90,  Lymphs.  1,  Monos.  3.  6-5-59 — 
Hb.  12.4  gm.  Ht.  37%,  WBC  17,800,  Myelos.  1, 
Juveniles  1,  Stabs.  2,  Segs.  93,  Lymphs.  2.  6-7-59 
Hb.  6.5  gm.  Ht.  21%,  WBC  12,150,  Stabs.  5, 
Segs.  86,  Lymphs.  9.  6-10-59 — Hb  6.5  gm  RBC 
2,760,000,  WBC  9,500,  Stabs.  2,  Segs.  82,  Lymphs. 
14.  Reticulocytes  0.2%. 

Prothrombin  time:  6-10-59 — 70% 

Coagulation  time:  6-10-59 — two  minutes,  five 
seconds,  bleeding  time  one  minute,  five  seconds. 

Platelets:  6-10-59 — 107,640. 
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Urinalyses:  6-4-59 — yellow,  clear,  acid — S.G. 
1.015,  rare  WBC,  rare  RBC,  few  sq.  ep.  cells. 

Urine  bile:  6-10-59 — negative. 

Urobilinogen.  6-10-59 — negative. 

Chemistry:  6-4-59 — Glucose — 108  mg.  %.  Aik. 
Phosphatase — 3.8.  Total  protein — 6-8. — Aubumin 
— 4.3.  Globulin — 2.5.  A/G — 1.7.  Urea  nitrogen — 
28.2.  Van  den  Bergh  direct — .235,  indirect — 1.16. 
Cholesterol — 60  mg.  %.  Cholesterol  esters — 40 
mg.  %.  Chlorides  (as  Nadi — 66%. 

Serology:  6-4-59 — negative. 

Van  den  Bergh  direct — 6-10-59 — .077,  indirect 
—.217. 

Thymol  turbidity:  6-4-59 — 6.0  units. 

Cocci:  6-4-59 — .1  cc  (right  forearm)  negative. 
PPD:  6-7-59 — left  arm — negative.  Histo:  6-7-59 — 
right  arm  negative.  Blasto:  6-7-59 — right  arm — 
negative.  Iron  index:  6-10-59 — S.  0.04  mg.  %.  Fe. 
Normal  0.05 — 0.25  mg.  %.  Ceph.  Floe:  6-11-59 — 
24  hours  4 -f-,  48  hours  4 

X-Ray:  6-9-59 — GI  series:  The  esophogus  was 
patulous  to  barium  liquid.  There  was  no  evidence 
of  hiatal  hernia.  The  stomach  was  high  in  posi- 
tion. No  significant  gastric  addition  or  subtraction 
defects  could  be  identified.  The  pyloric  canal  was 
centrally  located.  The  duodenal  bulb  filled  and 
emptied  regularly.  There  was  no  widening  of  the 
duodenal  loop.  At  three  hours  the  stomach  was 
empty  and  the  head  of  the  column  was  in  the 
ileo-cecal  region.  There  are  hypertrophic  changes 
in  the  lumbar  spine  with  spurring  about  the  bodies 
of  the  vertebrae.  Calcification  is  present  in  the 
abdominal  aorta  secondary  to  peripheral  arterio- 
sclerotic vascular  disease.  Conclusion:  Negative  for 
evidence  of  neoplasm  or  ulcer. 

6-3-59 — Chest — Radiographic  examination  of 
the  chest  reveals  the  left  lung  to  be  well  ventilated. 
There  is  displacement  of  the  mediastinum  to  the 
right.  The  interspaces  on  the  right  are  narrowed. 
There  is  thickened  pleura  over  the  right  hemi- 
thorax.  The  trachea  is  displaced  to  the  right. 
These  changes  are  consistent  with  a chronic  acid- 
fast  lesion  with  residual  thickened  pleura  and 
fibrosis  displacing  the  mediastinum  and  trachea  to 
the  right.  A super-imposed  acute  inflammatory 
lesion  cannot  be  entirely  excluded.  A marked 
amount  of  gas  is  present  in  the  stomach  and 
small  bowel  consistent  with  an  adynamic  ileus. 


There  are  moderate  degenerative  changes  in  the 
thoracic  spine.  The  aorta  is  elongated,  tortuous, 
and  contains  calcium  in  its  arch.  Skin  and  sputum 
studies  are  recommended  for  further  evaluation. 
Conclusions:  Thickened  pleura  on  the  right.  An 
acute  inflammatory  lesion  cannot  be  entirely  ex- 
cluded. Findings  consistent  with  chronic  acid- 
fast  lesion,  the  degree  of  activity  cannot  be  eval- 
uated from  a single  examination. 

Electrocardiogram:  6-4-59 — Antero-septal  sub- 
endocardial injury.  Digitalis  effect.  Diffuse  ische- 
mia. 

Clinical  Discussion — Dr.  Pablo  Ayub: 

We  have  a patient  whose  presenting  com- 
plaint was  severe  pain.  I would  like  to  ask  in 
particular  whether  the  X-rays  revealed  a perfor- 
ating lesion  into  the  esophagus. 

X-Ray  Discussion — Dr.  Vincent  Ravel: 

When  this  patient  was  flouroscoped,  there  was 
no  evidence  of  any  esophageal  lesion.  We  have 
the  distal  third  of  the  esophagus  shown  on  the 
lateral  view  of  the  stomach,  and  there  is  no 
evidence  of  varices  or  any-  neoplastic  lesion  of 
the  esophagus. 

Unfortunately,  in  cases  of  gastro-intestinal 
bleeding,  there  is  a great  deal  of  difference 
between  what  you  can  show  roentgenologically 
and  what  can  be  there,  as  we  radiologists  know. 

It  is  not  infrequent  that  a patient  may  be 
bleeding  very  profusely  from  an  ulcer;  when  we 
examine  the  patient,  even  during  the  bleeding,  we 
may  be  unable  to  demonstrate  an  ulcer.  That 
doesn’t  mean  there  isn’t  any  ulcer,  we  just  can’t 
find  it.  Here,  I not  only  can't  find  the  ulcer,  I 
can’t  even  find  the  secondary  signs  of  the  ulcer. 

Dr.  Ayub: 

In  spite  of  the  fact  that  there  are  a few  con- 
fusing findings  here,  such  as  the  abnormal  X-ray 
of  the  chest,  rales  in  the  chest,  and  4-)-  cephalin 
flocculation,  a little  bit  of  icterus  and  an  abnormal 
EKG,  basically  this  problem  is  one  of  massive 
GI  hemorrhage. 

One  of  the  most  difficult  problems  in  medicine 
is  the  diagnosis  and  management  of  cases  of  severe 
gastro-intestinal  hemorrhage.  The  patient  is 
usually  very  ill  and  the  nature  of  the  condition 
limits  the  scope  of  the  examination. 
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The  study  of  the  individual  case  includes 
the  amount  of  bleeding,  is  it  massive,  or  is  it 
oozing?  The  location  of  the  bleeding,  any  history 
of  previous  GI  disturbance,  is  the  bleeding  in- 
termittent or  constant? 

We  also  have  to  know  the  general  condition 
of  the  patient.  We  like  to  know  if  there  is  any 
evidence  of  increased  portal  venous  pressure. 

Sometimes  we  can  find  X-ray  evidence  of 
esophageal  varices,  sometimes  we  can  find  ascites, 
sometimes  we  can  get  a history  of  cirrhosis  or 
sometimes  we  can  find  hemorrhoids  or  distended 
abdominal  vessels. 

Evidence  of  Illness 

We  also  would  like  to  know  if  there  is  any 
evidence  of  any  illness  that  could  cause  erosion 
into  the  esophagus  and  hemorrhage.  In  this  part- 
icular case  the  bleeding  was  massive  and  inter- 
mittent.  The  location  appears  to  be  above  the 
ligament  of  Treitz  because  there  was  frequent 
vomitus  of  coffee  ground  material  and  it  was 
possible  to  obtain  blood  through  the  stomach 
tube. 

There  is  a history  of  previous  upper  GI  dis- 
turbance, suggestive  of  duodenal  ulcer.  The  gen- 
eral condition  of  the  patient  is  not  adequately 
described,  and  outside  of  the  mention  of  the 
protruding  abdomen,  there  is  no  suggestion  of 
ascites  or  any  evidence  of  increased  portal  venous 
pressure. 

The  cephalin  flocculation  test,  after  many 
transfusions,  showed  a 4-f-  but  there  is  no  evi- 
dence that  this  in  itself  is  sufficient  to  call  this 
a cirrhosis,  specially  since  the  serum  porteins  were 
normal. 

X-ray  findings  with  respect  to  the  upper  GI 
tract  are  of  no  help  since  they  neither  show  nor 
exclude  disease  of  the  esophagus,  stomach  oi  duo- 
denum. There  is  no  evidence,  with  the  exception 
of  the  chest  X-ray  and  low  platelet  count,  that 
would  serve  to  indicate  any  unusual  cause  for 
this  hemorrhage. 

Massive  Hemorrhage 

The  preponderance  of  evidence  in  this  case 
is  that  of  massive  GI  hemorrhage.  There  are  five 
conditions  on  which  we  must  focus  our  attention 
and  the  figures  as  to  their  frequency  are  as  fol- 
lows: peptic  ulcer,  50  per  cent,  hepatic  cirrhosis 


plus  esophageal  varices,  10  per  cent,  gastric  carci- 
noma, 3 per  cent,  gastritis,  one  to  two  per  cent, 
miscellaneous,  seven  to  eight  per  cent,  including 
diaphragmatic  hernias;  syphilitic  aneurysm  and 
other  undetermined  causes,  25  per  cent. 

These  figures  involve  the  entire  GI  tract,  and 
I presume  at  autopsy  the  undetermined  causes 
must  be  localized  most  frequently  distal  to  the 
jejunum.  They  are  of  such  nature  that  oozing  is 
frequently  the  case  instead  of  rupture  of  a large 
vessel. 

Let  us  examine  in  more  detail  the  points  of 
importance  in  differentiating  the  three  diseases 
most  commonly  responsible  for  massive  hem- 
orrhage. 

Single,  large  unheralded  hemorrhages  come 
frequently  from  peptic  ulcers. 

Bleeding  Common 

Intermittency  of  bleeding  is  common  in  this 
disease,  probably  because  of  digestion  of  the 
thrombus  by  highly  acid  juices  The  history  of 
periodic  pain,  particularly  if  relieved  by  food  or 
alkali,  is  very  significant. 

Hemorrhage  from  ulcer  frequently  occurs  in 
aging  people,  and  often  in  them  a brisk  hemorr- 
hage is  the  only  clinical  symptom  of  the  presence 
of  the  ulcer.  Disregarding  this  fact  may  lead  to 
the  mistaken  diagnosis  of  carcinoma  of  the  sto- 
mach. This  fits  our  case. 

Bleeding  in  the  case  of  gastric  carcinoma  is 
usually  due  to  ulceration  of  the  stomach,  the 
necrosis  and  sloughing  of  polypoid  growths.  The 
vessels  involved  are  usually  small;  and  oozing, 
rather  than  massive  hemorrhage,  results. 

However,  in  the  last  stage,  bleeding  from  a 
large  vessel  may  occur  within  a carcinomatous 
ulcer.  In  most  cases  when  a massive  hemorrhage 
occurs  even  superficial  examination  of  the  ab- 
domen will  reveal  a mass,  leading  one  to  suspect 
the  presence  of  carcinoma. 

Massive  bleeding  may  occur  in  a benign  ulcer 
in  which  carcinomatous  change  has  developed. 
This  does  not  fit  this  case,  although  it  cannot 
be  ruled  out  in  view  of  the  fact  that  the  abdomen 
could  not  be  palpated. 

Recognition  of  hemorrhage  from  a rupture  of 
an  esophageal  varix  depends  on  the  ability  to 
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find  evidence  of  obstruction  in  a portal  or  splenic 
vein.  However,  peptic  ulcers  occur  more  com- 
monly in  patients  with  cirrhosis  of  the  liver  than 
in  the  common  population,  and  bleeding  may  be 
from  such  a lesion  even  though  esophageal  vari- 
ces can  be  demonstrated. 

However,  as  far  as  the  esophageal  varices 
are  concerned,  from  the  protocol  there  is  no  posi- 
tive evidence  of  obstruction.  As  to  the  other 
miscellaneous  causes,  all  I can  say  is  nothing  in 
the  protocol  gives  any  clue. 

Time  Lag 

The  problem  of  management  of  these  cases 
is  a serious  one  and  has  to  be  considered  even 
before  definite  diagnosis  has  been  established. 
Often  the  internist  first  sees  this  type  of  patient 
and  requests  the  surgeon  to  perform  surgery  only 
to  find  the  patient  is  not  in  condition  for  surgery. 

The  patient  subsequently  receives  transfusions 
and  gets  ready  for  surgery,  only  to  go  back 
into  shock  before  surgery  can  be  performed. 
This  frequently  occurs  because  of  the  time  lag 
that  occurs  before  the  internist  and  the  sur- 
geon get  together. 

In  order  to  remove  this  danger  it  should  be 
the  policy  of  this  hospital  to  place  such  a patient 
either  under  surgical  service  or  a special  type 
of  service  in  which  both  internists  and  surgeons 
work  very  closely  together.  Surgery,  I believe, 
should  be  resorted  to  in  any  case  of  massive  upper 
GI  bleeding  where  the  diagnosis  is  not  deter- 
mined, as  long  as  the  patient  is  operable. 

Some  schools  of  thought  believe  that  the  time 
for  surgery  is  when  the  second  hemorrhage  occurs; 
but  others  believe  that  if  the  hemorrhage  appears 
to  be  from  a large  vessel,  the  surgery  should  be 
performed  as  soon  as  the  patient  is  put  in  shape 
for  surgery. 

I would  like  to  have  the  surgeons  discuss  this 
particular  phase  before  I state  any  conclusions. 

Dr.  J.  C.  Dotson: 

This  patient  was  never  in  condition  to  be 
operated.  Furthermore,  the  protocol  seems  to  indi- 
cate her  bleeding  was  intermittent.  Three  units 
of  blood  were  given  the  first  day.  It  appears  that 
throughout  her  history  of  10  or  11  days  she  bled 
two  or  three  times.  Although  the  hemoglobin 


levels  would  indicate  that  perhaps  not  enough 
blood  was  given,  the  patient  appeared  to  be 
holding  her  own  or  to  be  gaining. 

No  Clue 

There  was  no  clue  as  to  the  source  of  the 
bleeding.  I cannot  even  be  sure  from  the  his- 
tory whether  it  was  upper  or  lower  GI  tract. 

I don’t  like  to  see  the  term  “coffee  ground 
material”  on  the  charts.  Whoever  examined  the 
material  should  say  positive  or  negative  for  blood, 
or  that  the  material  smelled  like  blood  or  that 
there  were  blood  clots. 

So  very  often  coffee  ground  material  is  simply 
due  to  stasis  of  the  stomach  and  not  due  to  upper 
GI  bleeding  at  all. 

The  same  reasoning  applies  when  people  say 
that  vomitus  or  intestinal  tube  drainage  are  fecal 
in  character,  when  in  reality  one  only  can  say 
this  is  small  bowel  material  with  a greater  or  lesser 
degree  of  stagnation,  more  likely  ileus  than  ob- 
struction. 

Among  the  rare  diagnoses  I am  predicting  dup- 
lications of  the  upper  GI  tract.  Those  of  the 
esophagus  are  usually  of  the  spherical  variety 
and  probably  could  not  be  hidden  even  behind 
this  dense  pleuritic  shadow.  There  are  the  others 
which  are  tubular  and  usually  arise  from  the 
duodenum  or  jejunum. 

The  chief  complaint  usually  is  massive  bleed- 
ing. They  are  usually  discovered  before  this 
age.  The  duplications  usually  contain  gastric 
mucosa  bleeding  for  the  same  reason  that 
Meckel’s  diverticulum  would  bleed. 

Dr.  Antonio  Dow: 

I agree  with  everything  that  has  been  said. 
It  is  very  tempting  to  operate  on  a patient  who 
is  bleeding  from  an  unknown  source.  On  the 
other  hand  the  patient  was  76  years  old,  with 
anterior  sub-endocardial  injury  and  stuporous 
when  admitted. 

No  matter  how  much  a surgeon  wants  to  oper- 
ate under  these  conditions  he  has  less  than  a 10 
per  cent  chance  of  helping  the  patient  so  he  is  a 
little  reticent  about  operating  and  the  anesthesio- 
logist is  a little  reticent  about  the  giving  of 
the  anesthesia,  so  while  I don’t  know  the  exact 
reason  why  they  didn’t  operate  on  this  case,  I 
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agree  with  Dr.  Ayub  and  Dr.  Dotson  and  there 
have  been  some  good  reason  for  it. 

I would  like  to  mention  two  additional  diag- 
noses; one  is  the  possibility  of  mesenteric  throm- 
bosis, the  other  is  tuberculosis  of  the  GI  tract. 

Dr.  Ayub: 

In  conclusion  I would  like  to  say  that  this 
patient  most  probably  had  a duodenal  ulcer 
and  a large  vessel  which  bled.  Other  diagnoses 
have  to  be  considered  to  explain  the  rest  of  the 
findings.  This  patient  had  fever  and  most  likely 
the  lesion  of  the  chest  was  either  inflammatory 
or  embolic. 

The  platelet  count  I believe  can  be  explained 
on  the  basis  of  transfusions.  The  transient  icterus 
probably  can  be  explained  on  the  basis  of  re- 
absorption of  blood.  I think  the  weight  of  the 
evidence  here  will  probably  not  reveal  very  much 
wrong  with  her  heart. 

She  bled  from  a large  vessel,  in  additon  to 
which  she  had  a pulmonary  lesion,  either  in- 
flammatory or  embolic  in  nature. 

Dr.  W.  R.  Gaddis: 

In  additon  to  what  Dr.  Dotson  had  to  say 
about  the  matter  of  bleeding  of  the  GI  tract 
being  reported  as  “coffee  ground”  the  protocol 
states  that  this  patient  at  one  time  vomited 
clotted  blood  and  bright  fresh  blood. 

The  appearance  of  bright  fresh  blood  suggests 
two  possibilities;  either  blood  was  trickling  into 
the  stomach  and  was  vomited  up  immediately,  or 
there  may  have  been  an  actual  massive  hemorr- 
hage in  the  upper,  fundic  portion,  and  in  this 
case  the  blood  might  have  been  regurgitated  be- 
fore the  gastric  secretions  had  changed  it. 

Erosive  Phenomenon 

The  chest  X-ray  might  lead  us  to  wonder 
if  there  was  not  an  erosive  phenomenon  going 
on  within  the  pulmonary  tree,  although  there  is 
no  cough  reported.  This  patient  could  have  been 
vomiting  fair  size  quantities  of  blood  over  a 
period  of  time. 

I am  not  at  all  sure  from  the  protocol  this 
patient  died  of  hemorrhage.  She  had  liquid, 
tarry  stools,  but  at  no  time  did  she  seem  to  be 
in  shock.  The  appearance  of  the  EKG  which 
was  taken  on  admission  leads  one  to  think  that 


someone  was  suspicious  of  cardiac  lesions  prior  to 
this  patient’s  admission.  Otherwise,  with  a bleed- 
ing upper  GI  tract  lesion  why  should  one  take 
just  a routine  electrocardiogram  in  hopes  of 
finding  a cause  of  bleeding. 

Certainly  someone  had  some  evidence  of  cardiac 
disease.  It  is  quite  possible  that  this  patient  died 
as  a result  of  cardiac  embarrassment. 

There  is  a good  possibility  that  the  lesion  pro- 
ducing this  patient’s  hemorrhage  is  low  lying  in 
the  esophagus  and  may  have  perforated,  causing 
a mediastinitis. 

Clinical  Diagnosis:  Gastrointestinal  hemorrhage. 

Dr.  Ayub’s  Diagnoses:  Bleeding  GI  lesion  with 
erosion  of  large  vessel,  probably  peptic  ulcer.  In- 
flammatory or  embolic  pulmonary  lesion. 

Pathological  Diagnoses:  1.  Bronchogenic  carcin- 
oma, right  lung. 

2.  Embolic  metastases  to 
vessels  of  gastic  wall. 

3.  Bleeding  gastric  ulcer. 

Pathological  Discussion:  Dr.  Frederick  P.  Born- 
stein. 

The  external  examination  was  not  remark- 
able. The  left  pleural  cavity  contained  about  500 
cc.  of  straw  colored  fluid.  The  right  pleural  cav- 
ity was  completely  obliterated  by  a grayish-white 
tumor  mass  which  compressed  the  aorta,  the  in- 
ferior vena  cava  and  the  right  atrium. 

This  compression  is  responsible  for  some  of  the 
cardiac  symptoms.  The  tumor  originated  in  the 
right  main  bronchus  and  produced  metastases, 
specially  to  the  right  adrenal  gland.  The  tumor 
was  rather  anaplastic.  The  tumor  cells  were 
squamous  cells  with  some  spindle  shape  deforma- 
tion and  obviously  the  tumor  was  markedly  in- 
vasive. (Fig.  1) 

The  stomach  was  filled  with  blood.  On  the 
posterior  surface  of  the  stomach  near  the  major 
curvature  there  were  two  elongated,  punched  out 
ulcers,  one  measuring  six  cm  the  other  two  cm. 
in  diameter,  along  the  longitudinal  axis.  Several 
denuded  small  arteries  protruded  from  the  surface 
of  the  large  ulcer. 

Grossly  this  appeared  to  be  a typical  peptic 
ulcer.  The  only  unusual  feature  was  that  there 
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were  two  ulcers.  Histologically  the  ulcer  super- 
ficially showed  the  classical  pattern  of  a peptic 
ulcer.  However,  in  addition  several  of  the  deeper 
veins  were  obstructed  by  tumor  masses  which  were 
obviously  metastatic  from  the  lungs.  (Fig.  2) 

It  is  remarkable  that  the  bronchogenic  car- 
cinoma produced  only  two  areas  of  metastasis; 
namely,  in  the  adrenal  glands  and  in  the  stomach. 
Whether  this  tumor  embolization  of  the  veins  of 
the  stomach  plays  a significant  part  in  producing 
the  ulcer,  I am  unable  to  answer. 

All  we  can  say  is  that  there  was  a peptic  ulcer 
and  tumor  thrombosis  of  the  underlying  veins.  As 
to  the  final  cause  of  death,  it  was  obviously 
the  hemorrhage  from  the  ulcer. 


Figure  1 


Research  Grant  Awarded 
By  National  Science  Foundation 

A $90,000  research  grant  has  been  awarded 
by  the  National  Science  Foundation  to  Dr.  Ralph 
W.  G.  Wyckoff,  professor  of  bacteriology  and 
physics  at  The  University  of  Arizona,  to  carry  on 
basic  research  concerning  the  form,  structure  and 
chemical  composition  of  the  submiscropic  details 
of  living  matter. 

Dr.  Wyckoff,  who  joined  the  UA  faculty  this 
fall,  w'as  formerly  biophysicist  at  the  National 
Institutes  of  Health,  science  attache  at  the  Amer- 
ican Embassy  in  London  from  1952-54,  association 
director  in  charge  of  virus  research  for  Lederle 
Laboratories,  Inc.,  and  associate  member  of  the 
Rockefeller  Institute  for  Medical  Research. 


Timberlawn  Approves  Grants 
For  Residents  in  Psychiatry 

Dallas,  Tex. — Financial  grants  to  four  residents 
in  psychiatry  were  approved  recently  at  the  first 
annual  meeting  of  the  Board  of  Trustees  of 
Timberlawn  Foundation,  which  also  heard  plans 
for  presentation  of  the  first  report  on  psychiatric 
research  being  conducted  by  the  foundation.  The 
research,  one  of  several  projects  now  being  con- 
ducted by  the  foundation,  is  entitled  “Abstrac- 
tion in  Schizophrenia.” 


Figure  2 


Arizona  Chapter  of  ACS 
To  Meet  in  Scottsdale 

The  Fall  Clinical  Congress  of  the  Arizona  Chap- 
ter of  the  American  College  of  Surgeons  will  be 
held  November  19  and  20  in  Scottsdale,  Arizona, 
with  headquarters  at  the  Hotel  Valley  Ho. 

The  Congress  will  be  open  this  year  to  all  doc- 
tors interested  in  surgery.  Among  subjects  on  the 
scientific  agenda  will  be  "Hypnosis  and  the  Sur- 
gical Patient.” 

Dr.  A.  G.  Wagner  of  Phoenix  is  Chairman  of 
the  Committee  on  Arrangements. 
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a pleasant  way  to  treat  dry,  itchy  skin 


lpha-±\en 

water-dispersible,  antipruritic  oil  for  the  bath  or  shower 

Alpha-KERI  makes  dry  skin  feel  soft  and  smooth  immediately.  It  effectively  deposits  a uniform,  partially- 
occlusive  oil  film  over  the  entire  skin  area.  Alpha-KERI  lubricates  the  skin,  relieves  itching  and  restores  the 
protective  action  of  natural  skin  oils  lost  by  the  action  of  water,  weather  and  detergents.  It  moisturizes  the 
skin  and  also  helps  to  retain  moisture  by  retarding  evaporation  of  water.  Alpha-KERI  contains:  Kerohy- 
dric®,  brand  of  dewaxed,  oil-soluble,  keratin-moisturizing  fraction  of  lanolin,  mineral  oil,  and  a special 
nonionic  emulsifier  which  provides  the  right  amount  of  water  dispersibility  for  optimum  coverage  of  the 
skin  with  emollient  oils.  Alpha-KERI  oil  may  be  used  in  the  bath,  in  the  shower,  for  sponge  bathing  and 
for  infant  baths.  It  can  also  be  used  for  skin  cleansing  where  soap  is  contraindicated.  Alpha-KERI  oil  is 
tinted  an  attractive  green  color  and  pleasantly  scented.  Bottles  of  8 fl.  oz.  Write  for  samples  and  literature. 

Westwood  Pharmaceuticals,  Buffalo  13,  New  York 


Edited  By  Andrew  M.  Babey,  M.D.,  Las  Cruces,  N.M. 


Dr.  Babey 


APHORISMS  and  MEMORABILIA 


Miscellaneous  Truths  and  Concepts 

( Continued  ) 


46.  “It  is  . . . unwise  to  classify  all  venereal 
sores  in  two  groups  under  the  name  of  “soft”  and 
“hard”  . . . the  same  sore  may  change  its  character 
at  different  stages,  and  respecting  a great  many,  the 
quality  of  hardness  is  so  ill  marked  as  to  be  very 
deceptive.” — Sir  Jonathan  Hutchinson,  Syph- 
ilis, Funk  & YVagnalls  Co.,  N.  Y.,  1913,  p.  63. 

State  of  the  Bowel 

47.  “The  key  to  the  treatment  of  many  intract- 
able cases  of  b.  coli  infection  of  the  urinary  tract 
is  often  to  be  found  in  the  state  of  the  bowel.” — 
Lord  Horder,  Med.  Notes,  Oxford  Press,  London, 
1921,  p.  82. 

48.  “Almost  everybody  has  been  kicked  in  the 
shins  often  enough  to  have  a few  bumpy  promi- 
nences. Even  in  a woman  they  are  not  usually  im- 
portant as  evidence  of  syphilis.” — R.  Cabot,  New 
England  J.  Med.,  202:  963,  1930. 

49.  “If  there  are  carcinomatous  metastases  to 
the  glands  of  both  sides  of  the  neck,  they  can  usual- 
ly be  differentiated  from  malignant  lymphoma  be- 
cause they  involve  the  skin  early.  Enlargement  of 
glands  due  to  malignant  lymphoma  rarely  shows 
skin  involvement.  The  two  common  causes  of  mal- 
ignancy in  the  glands  of  both  sides  of  the  neck  are 
primary  cancer  at  the  junction  of  the  upper  and 
middle  third  of  the  esophagus  and  cancer  in  the 
ethmoid  region.” — Arlie  Bock,  New  England  /. 
Med.,  202:"  1218.  1930. 

50.  “There  are  two  things  to  do  for  these  pig- 
mented moles  on  the  skin.  One  is  to  leave  them 
alone  until  there  is  some  definite  change,  or  until 


something  about  them  makes  you  suspicious.  And 
the  other  is  to  take  them  out  and  to  take  them  out 
well.  Use  no  radium,  no  superficial  cauterization, 
no  diathermy.  Take  them  out  well  with  a wide 
margin  of  normal  skin  as  though  the  lesion  were 
already  malignant.  Leave  them  alone  or  else  treat 
them  right.” — L.  McKittrick,  New  England  ]. 
Med.,  202:  726,  1930. 

5 1 . “Bone  metastases  in  melanotic  sarcoma  are 
very  rare.” — L.  McKittrick,  loc.  cit. 

52.  “Outspoken  thrombosis  seldom  causes  pul- 
monary embolism.  Quiet  and  actually  symptomless 
processes  are  very  apt  to  do  so.  . . . Thrombosis  in 
varicose  veins,  for  instance,  the  walls  of  which  are 
obviously  diseased  almost  never  causes  embolism.” 

53.  “The  filling  of  neck  veins  from  below 
sometimes  means  tricuspid  regurgitation.  It  is  not 
always  so,  though  any  text-book  will  tell  you  that  it 
is.” — Richard  Cabot.  Case  Records,  M.  G.  H. 
#3275.  May  23,  1916. 

54.  “Particularly  in  children  and  young  adults, 
on  the  occurrence  of  chills  and  fever  and  other 
evidences  of  infection,  one  should  always  think  of 
the  possibility  of  thrombosis  of  the  lateral  sinus. 
It  may  occur  without  any  external  evidence  of 
otitis  media  or  mastoiditis.” — C.  B.  Courville, 
loc.  cit. 

55.  “In  the  presence  of  acute  frontal  sinusitis 
(empyema),  the  sudden  onset  of  jacksonian  con- 
vulsions, hemiplegia,  and  (if  the  major  side  of  the 
brain  is  affected)  aphasia,  usually  indicates  the 
development  of  a subdural  abscess.” — C.  B.  Cour- 
ville,  loc.  cit. 
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Photos  taken  at  the  recent 
opening  of  Southwestern 
Surgical  Supply  Co.'s  new  El 
Paso  home  at  1111  N.  Oregon 
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Capital  Report*  . . . 

WASHINGTON,  D.  C.— The  U.  S.  Chamber 
of  Commerce  and  two  key  Congressmen,  all  op- 
ponents of  the  so-called  Forand  bill,  recently  is- 
sued separate  warnings  that  an  all-out  effort  will 
be  made  to  get  the  controversial  legislation  through 
Congress  next  year. 

In  its  weekly  report  to  members,  the  Chamber 
predicted  there  will  be  “a  powerful  attempt”  in 
the  next  session  of  Congress  to  enact  the  bill  (H.R. 
4700)  which  would  increase  social  security  taxes 
to  help  pay  for  the  cost  of  the  Federal  Govern- 
ment providing  surgical  and  hospital  care  for 
social  security  beneficiaries. 

The  Chamber  warned  that  passage  of  the 
legislation  would  mark  “a  major  break-through 
into  the  welfare  state.”  It  “probably  would  lead 
to  a compulsory  Federal  program  providing  com- 
plete medical  care  for  everyone,”  the  Chamber 
said. 

“No  Stopping” 

There  would  be  “no  stopping”  of  such  a pro- 
gram once  it  got  started,  the  report  said. 

The  Chamber  called  upon  communities  to  find 
orderly  solutions  to  the  problems  of  the  aging. 
Otherwise,  solutions  “will  surely  be  imposed  from 
Washington,”  the  report  added. 

Similar  warnings  were  voiced  by  Reps.  Richard 
M.  Simpson  (R.,  Pa.)  and  Thomas  B.  Curtis 
(R.,  Mo.),  key  members  of  the  House  Ways  and 
Means  Committee  where  the  bill  was  put  on  the 
shelf  last  session. 

Rep.  Curtis  urged  that  the  medical  profession 
and  other  leading  opponents  make  a strong  coun- 
ter-drive in  an  all-out  effort  to  block  passage  of 
the  bill  next  session.  Unless  there  is  such  action, 
he  said  he  would  have  to  “regretfully”  predict  that 
legislation  along  the  lines  of  the  pending  bill 
probably  will  be  enacted  in  1960. 

Informed  Physicians 

Rep.  Simpson  said  that  H.R. 4700,  and  similar 
legislation  affecting  the  medical  profession,  “make 
it  imperative  that  every  doctor  keep  informed  on 


♦Washington  Office  of  the  American  Medical  Association. 


legislative  issues  before  Congress.”  He  also  urged 
that  physicians  “become  patriotic  political  forces” 
by  giving  “their  informed  viewpoint”  to  lawmakers 
at  all  levels  of  government. 

Rep.  Simpson  said  it  “is  important”  that  op- 
ponents of  H.R.  4700  develop  “appropriate  altern- 
atives” to  solves  the  health  care  needs  of  the  aged. 

He  promised  to  continue  to  cooperate  with  the 
medical  profession  to  guard  “against  the  disastrous 
consequences  of  compulsory  national  health  in- 
surance. 

“House  Democratic  Leader  John  McCormack 
of  Massachusetts  expressed  hope  that  Congress 
next  year  will  stamp  final  approval  on  another 
bill  of  particular  interest  to  physicians.  He  praised 
the  Keogh-Simpson  bill  (H.  R.  10)  as  meritorious 
legislation”  and  said  it  “should  be  enacted  into  law 
next  year.”  The  measure,  which  was  passed  by 
the  House  last  spring  but  left  hanging  in  the  Sen- 
ate Finance  Committee,  would  provide  income 
tax  deferrals  for  self-employed  persons  setting  aside 
money  for  private  retirement  plans. 

Health  Program 

A National  Republican  Committee  on  “Pro- 
gram and  Progress”  proposed  a far-reaching  health 
program  to  be  carried  out  by  the  Federal  govern- 
ment in  partnership  with  states  and  local  govern- 
ments. 

Its  goals  would  include:  enlarging  the  capacity 
of  medical  schools  so  that  3,000  more  doctors 
could  be  graduated  each  year,  providing  more  hos- 
pital and  nursing  home  beds,  and  supplementing 
hospital  facilities  with  clinics,  day-care  centers 
and  more  visiting  nurses  to  care  for  patients  in 
their  own  homes. 

The  progress  of  medical  science  would  be  fur- 
thered by  continued  Federal  support  for  basic 
medical  research.  But  such  Federal  support  would 
be  given  under  conditions  to  encourage  maximum 
non-Federal  spending  on  medical  research  and  to 
prevent  “too  great  a diversion  ...  of  doctors 
required  for  the  equally  urgent  needs  of  teaching 
and  medical  practice.”  It  was  estimated  that 
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expenditure  of  $1  billion  a year — equally  divided 
between  the  Federal  Government  and  non-Federal 
sources — would  be  required  by  1965. 

Recommendations 

Other  recommendations  include:  vigorous  Fed- 
eral support  of  preventive  health  programs,  and 
expansion  and  greater  flexibility  of  voluntary 
health  insurance  programs. 

“A  free  people  and  a free  medical  profession 
can  achieve  these  goals  with  the  wise  support  of 
government,  without  bureaucratic  restrictions  or 
interference  with  the  physician-patient  relation- 
ship which  has  made  American  health  services  a 


model  for  the  free  world,”  the  Republican  Com- 
mittee stated. 

The  Committee  proposed  a five-point  “partner- 
ship” program:  1)  short-term  Federal  aid  for  con- 
struction of  medical  school  buildings,  2)  changes 
in  the  present  hospital  construction  program  to  en- 
courage renovation  and  repair  of  outmoded  hos- 
pitals, 3)  Federal  guarantees  for  mortgages  to 
finance  construction  of  private  nursing  homes  on 
a basis  assuring  high  standards  of  quality  in  con- 
struction and  operation,  4)  encouragement  of  con- 
struction of  diagnostic  and  outpatient  facilities  in 
rural  area  and  the  building  of  mental  health 
clinics,  and  5)  Federal  aid  to  cities  “in  more 
effective  planning  and  coordination  of  health 
services.” 


Southwestern  General  Hospital 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

Member  Hospital: 

American  Hospital  Association 
Texas  Hospital  Association 
Blue  Cross  of  Texas 

• 

COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  14  Conveniently  Located  Stores 

EL  PASO  TEXAS 
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SAUL  B.  APPEL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

CARDIOVASCULAR  DISEASES 
^1.5201  EL  PASO  MEDICAL  CENTER  150 


ARTESIA  MEDICAL  CENTER 

Phone: 

Henry  L.  Wall,  M.D.,  Suite  A SH  6-2311 

General  Practice 

Robert  W.  Harper,  M.D.,  Suite  B SH  6-2531 

Surgery  and  Gynecology 

Owen  C.  Taylor,  Jr.,  M.D.,  Suite  C SH  6-2521 

General  Practice 

C.  Pardue  Bunch,  M.D.,  Suite  D SH  6-3321 

General  Practice 

Gerald  A.  Slusser,  M.D.,  Suite  E SH  6-2441 

Surgery 

X-ray  and  Medical  Laboratory  SH  6-4200 

Fourth  and  Washington  Artesia,  New  Mexico 


ANDREW  M.  BABEY,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

CARDIOVASCULAR  DISEASES 

250  West  Court  Avenue  JAckson  4-4481  Las  Cruces,  N.  M. 


JOSEPH  BANK,  M.  D. 

Diplomate  of  American  Board  of  Internal  Medicine 
and  American  Board  of  Gastroenterology 
GASTROENTEROLOGY,  GASTROSCOPY 
800  North  First  Ave.  ALpine  4-7245  Phoenix,  Arizona 


FRANK  O.  BARRETT 
ANESTHESIOLOGY  ASSOCIATES 

J.  A.  Shugart,  M.  D. 

(Diplomate  American  Board  of  Anesthesiology) 

Jack  Walker,  M.D.,  J.  W.  Redelfs,  M.D.,  Jack  Ellis,  M.D. 
— ANESTHESIOLOGY  — 

1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  3-8431  El  Paso,  Texas 


OTTO  L.  BENDHEIM,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PSYCHIATRY  & 
NEUROLOGY 

5051  N.  34th  Street  CRestwood  7-7431  Phoenix,  Ariz. 


RAYMOND  J.  BENNETT,  M.  D. 

Diplomate  of  the  American  Board  of  Neurology  and  Psychiatry 

PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

Suite  7A  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  2-1177  El  Paso,  Texas 


JACK  A.  BERNARD,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 


INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 


Suite  3C  El  Paso  Medical  Center 
Phone  KE  3-8151 


1501  Arizona  Avenue 
El  Paso,  Texas 


VICTOR  M.  BLANCO,  M.D. 

Diplomate  of  the  American  Board  of  Surgery 
General  and  Cancer  Surgery 
Suite  402  Banner  Bldg.,  KE  3-3239,  El  Paso,  Texas 

CLEMENT  C.  BOEHLER,  M.  D„  F.A.C.S. 

H.  W.  DEMAREST,  M.  D.,  F.A.C.S. 

Diplomates  American  Board  Obstetrics  and  Gynecology 

Suite  8-A  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-6591  El  Paso,  Texas 

FREDERICK  P.  BORNSTEIN,  M.D. 

Certified  by  the  American  Board  of  Pathology 
in  Pathologic  Anatomy  and  Forensic  Pathology 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


LOUIS  W.  BRECK,  M.  D. 

W.  COMPERE  BASOM,  M.  D. 
MORTON  H.  LEONARD,  M.  D. 

MARIO  PALAFOX,  M.  D. 
ZIGMUND  W.  KOSICKI,  M.D. 

The  El  Paso  Orthopaedic  Surgery  Group 
520  Montana  Ave  Telephone  KE  3-7465  El  Paso,  Texas 


CARL  BREITNER,  M.D. 

PSYCHIATRY 

1515  N.  9th  St.  AL  2-9102  Phoenix,  Ariz. 


BASIL  K.  BYRNE,  M.D.,  F.A.A.P. 

IRVIN  J.  GOLD'FARB,  M.  D. 

Diplomates  American  Board  of  Pediatrics 
PEDIATRICS 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Ave. 

KE  3-8487  El  Paso,  Texas 
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ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 

414  Banner  Building  KE  3-7587  Q Paso,  Texas 


ROBERT  N.  CAYLOR,  M.D. 

Practice  Limited  to  Ophthalmology 

508  University  Towers  Building 

1900  N.  Oregon  St.  KE  3-4909  El  Paso,  Texas 


WILLIAM  I.  COLDWELL.  M.D. 

Certified  by  the  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

501  University  Towers  Building 

1900  N.  Oregon  St.  KE  2-2661  El  Paso,  Texas 


BRANCH  CRAIGE,  M.  D„  F.  A.  C.  P. 

.(Certified  by  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE 

Suita  SB  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7121  El  Paso,  Texas 


E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Thoracic  Surgery 
THORACIC  SURGERY 

Cardiovascular  Surgery  Broncho-Esophagology 

Suite  1 1 - D KE  3-8511  or  KE  2-2474  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 


WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S. 
JAMES  D.  BOZZELL,  M.  D„  F.  A.  C.  S. 

Diplomates  American  Board  of  Urology 

PRACTICE  LIMITED  TO  UROLOGY 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1424  El  Paso,  Texas 


ANTONIO  DOW,  M.  D.,  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 


GENERAL  SURGERY 

1022  Mills  Bldg.  KE  2-7305  El  Paso,  Texas 


HAROLD  D.  DOW,  M.  D. 
FREDERICK  J.  KOBER0,  M.  D. 

General  Practice  — Surgery 

Box  546 

702  Hobbs  Road  Phone  3641  Seminole,  Texas 


L.  O.  DUTTON,  M.  D. 

RITA  L.  DON,  M.  D. 

ALLERGY 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


ORVILLE  EGBERT,  M.  D„  F.  A.  C.  P. 

’Diplomate  American  Board  of  Internal  Medicine 

ALLERGY 

DISEASES  OF  THE  CHEST 

EDWARD  EGBERT,  M.  D. 

INTERNAL  MEDICINE 

Building  3 1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1645  £1  Paso,  Texas 

JOHN  A.  EISENBEISS,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Neurological  Surgery 

WILLIAM  B.  HELME,  M.D. 

NEUROSURGERY 

926  E.  McDowell  Road  AL  4-3151  Phoenix,  Ariiona 


WARD  EVANS,  M.  D.,  F.  A.  C.  S. 

(Diplomate  American  Board  of  Surgery) 

SURGERY 

414  Banner  Bldg.  KE  3-7587  El  Paso,  Texas 

LESTER  C.  FEENER,  M.  D„  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

CARDIOVASCULAR  DISEASES 

404  Banner  Bldg.  KE  2-5771  El  Paso,  Texas 


JOE  R.  FLOYD,  M.  D„  F.  A.  C.  S. 
JOHN  A.  PONSFORD,  M.  D. 

GENERAL  SURGERY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-5881  El  Paso,  Texas 


1130  N.  Central  Ave.  2021  N.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 

JOHN  W.  KENNEDY,  M.  D. 

JAMES  R.  MATHESON,  M.  D. 

Diplomates  of  American  Board  of  Radiology 
X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY 

AL  8-8436  AL  3-4131  AL  8-7531 

Phoenix,  Arizona 


CHARLES  E.  GALT,  JR.,  M.  D. 


Practice  Limited  to  Obstetrics  and  Gynecology 
513  West  Fox  St.  Phone  TUxedo  5-6666  Carlsbad,  N.  M. 
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ALBERT  A.  GEMOETS,  M.D. 

Member  American  Academy  of  General  Practice 

GENERAL  PRACTICE 

3726'/2  Alameda  Ave.  KE  3-7689  El  Paso,  Texas 


H.  M.  GIBSON,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

PRACTICE  LIMITED  TO  UROLOGY 

512  University  Towers  Building 

1900  N.  Oregon  St.  KE  2-8130  El  Paso,  Texas 

L.  A.  GLADSTONE,  M.  D. 

W.  D.  FEINBERG,  M.D. 

INTERNAL  MEDICINE 

Bldg.  14,  Suite  D 1501  Arizona  Ave. 

E|  Paso  Medical  Center  KE  3-2508  El  Paso,  Texas 


JAMES  J.  GORMAN,  M.  D..  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

DIAGNOSIS  — GASTROENTEROLOGY 

701  First  National  Building  KE  2-6221  El  Paso,  Texas 


J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Avenue 
Phone  KE  2-9032  El  Paso,  Texas 


RALPH  G.  GREENLEE,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

401  N.  Garfield  MUtual  4-8072  Midland,  Tex. 

SOLOMON  HELLER,  M.D. 

INTERNAL  MEDICINE 
Hematology — Endocrinology 
505  University  Towers  Building 

1900  N.  Oregon  St.  KE  3-0406  El  Paso,  Texas 


HERBERT  E.  HIPPS,  M.  D. 

ORTHOPEDIC  SURGERY 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 


DRS.  HART,  BOVERIE,  BLACK 
CLAYTON,  GREEN  & WHITE 

PATHOLOGY  AND  CLINICAL  LABORATORIES 
X-RAY  DIAGNOSIS  AND  THERAPY 

Radioactive  Cobalt 

Isotopes  Beam  Therapy 

Pathology 

M.  S.  HART,  M.D. 

C.  L.  GREEN,  M.D. 

Diplomates  American  Board  of  Pathology 

R.  F.  BOVERIE,  M.D. 

G.  L.  BLACK,  M.D. 

R.  S.  CLAYTON,  M.D. 

J.  E.  WHITE,  M.D. 

Diplomates  American  Board  of  Radiology 

MELVIN  A.  LYONS,  M.S.H.A. 

Business  Manager 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona  Ave.,  Suite  2-A  415  E.  Yandell  Drive  Suite  105 

KE  3-4478  KE  3-6926 

EL  PASO,  TEXAS 


RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  3-3443  El  Paso,  Texas 


RALPH  H.  HOMAN,  M.  D„  F.  A.  C.  P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.  D.,  F.  A.  C.  S. 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

Suite  7D  El  Paso  Medical  Center  1501  Arizona  Avenue 

Phone  KE  3-1409  E!  pas0i  Texas 


GEORGE  W.  HORTON,  M.  D. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 
513  West  4th  Street  FEderal  2-1271  Odessa,  Texas 


LOUIS  G.  JEKEL,  M.D. 

ROBERT  H.  SNAPP,  M.D. 

Diplomates  American  Board  of  Dermatology 
DERMATOLOGY 

550  W.  Thomas  Rd.  CR  4-4901  Phoenix,  Ariz. 


EMMIT  M.  JENNINGS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

SURGERY  — ENDOSCOPY 

207  N.  Union  St.  Main  2-4360  Roswell,  N.  Mex. 
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postoperative 


patient  distress 
can  be  prevented . . . 

C0Z.YME 

(d-pantothenyl  alcohol,  Travenol) 


A Routine  Procedure  for  the  Early 
Resumption  of  Postoperative 
Intestinal  Activity 

• effectively  prevents  and  corrects 
abdominal  distention  . . . and 
retention  of  flatus  and  feces 


• restores  normal  peristaltic  activity, 
physiologically 

because  COZYME  supplies  the  active 
molecular  component  of  coenzyme 
A— pantothenic  acid— which 
is  essential  in  the  formation  of 
acetylcholine,  the  chemical  mediator 
of  nerve  impulse  transmission 
governing  intestinal  motility. 


Supplied:  COZYME  10  ml.  multiple 
dose  vial  containing  250  mg.  per  ml. 
of  d-pantothenyl  alcohol  with  0.45% 
Phenol  added  as  preservative. 

COZYME  2 ml.  single  dose  vial 
containing  250  mg.  per  ml.  of 
cf-pantothenyl  alcohol.  25  vials  per  carton. 


cine  6:791-796  (May)  1959. 


TRAVENOL  LABORATORIES,  INC. 

Pharmaceutical  Products  Division  of 
Baxter  Laboratories  Inc. 

Morton  Grove,  Illinois 


gu^g.  97:75-78  (Jan.)  1959.  Slone,  M.  L.;  Schlussel,  S. ; Silbermann, 


* -I  A r. 
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W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

CHARLES  P.  C.  LOGSDON,  M.  D. 

NEUROLOGICAL  SURGERY 

CARDIOLOGY 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7579  El  Paso,  Texas 

415  E.  Yandell  Blvd.  KE  3-7916  El  Paso,  Texas 

3.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

TRUETT  L.  MADDOX,  D.  D.  S. 

Diplomates  American  Board  of  Surgery 

ORAL  SURGERY 

GENERAL  and  GYNECOLOGICAL  SURGERY 
Suite  7B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-1693  El  Paso,  Texas 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-3659  El  Paso,  Texas 

LINDELL  M.  KINMAN,  M.  D. 

WALTER  B.  MANTOOTH,  Jr.,  M.D. 

Diplomate  American  Board  of  Urology 

Dermatology  and  Cancer  of  the  Skin 

UROLOGY 

300  West  Alameda  Phone  MA  2-4 1 1 1 Roswell,  N.  M. 

Suite  101  Lubbock 

3801  19th  Street  PO  5-6619  Texas 

M.  NATHAN  KLEBAN,  M.D. 

FRANK  X.  MARINO,  M.D.,  F.A.C.P. 

Certified  by  American  Board  of  Internal  Medicine 
Internal  Medicine 

INTERNAL  MEDICINE 

610  University  Towers  Building 

1900  N.  Oregon  St.  KE  2-7079  El  Paso,  Texas 

1313  N.  Second  St.  AL  4-9703  Phoenix,  Anz. 

J.  T.  KRUEGER,  JR.,  M.  D. 

GEORGE  B.  MARKLE,  IV,  M.D. 

Diplomate  of  the  American  Board  of  Surgery 

THORACIC  and  CARDIOVASCULAR  SURGERY 

GENERAL  and  GYNECOLOGICAL  SURGERY 

PO  3-8281 

1910  Knoxville  Ext.  250  Lubbock,  Texas 

911  North  Canal  TU  5-5240  Carlsbad,  New  Mexico 

GILBERT  LANDIS,  M.D. 

Diplomate  American  Board  of  Obstetrics  & Gynecology 
OBSTETRICS,  GYNECOLOGY 

HOWARD  J.  H.  MARSHALL,  M.  D. 

Member  American  Academy  of  General  Practice 

GENERAL  PRACTICE 

and  GYNECOLOGICAL  SURGERY 
Suite  15-D  KE  3-5023  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 

Suite  8E  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-2431  El  Paso,  Texes 

GUSTAVE  E.  LED'FORS,  M.D., 

MARSHALL  CLINIC 

F.A.C.S.,  F.A.O.S. 

OBSTETRICS  and  GYNECOLOGY 

4063  Brocktow  Ave.  OVerland  Riverside, 

Med.  Square  3-7415  California 

ROYCE  C.  LEWIS,  JR.,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

ORTHOPEDIC  SURGERY  and  SURGERY  OF  THE  HAND 

1.  J.  Marshall,  M.D. 

General  Surgery  and  Diagnosis 
U.  S.  Marshall,  M.D. 

General  Surgery  and  General  Practice 
E.  A.  Latimer,  M.D. 

General  Practice 
C.  H.  Fowler,  M.D. 

Internal  Medicine  and  Cardiology 
Thomas  J.  Jones,  M.D. 

Diseases  of  the  Skin  and  Allergies 
H.  D.  Johnson,  Jr.,  D.D.S. 

1910  Knoxville  St.  PO  3-8281  Lubbock,  Texas 

ROSWELL  NEW  MEXICO 
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NIAMID 

reduces  pain 
in  angina  pectoris 


NIAMID,  in  intensive  clinical  tests,  has 
proved  to  have  a high  degree  of  safety 
and  to  be  a valuable  adjunct  in  the 
management  of  the  anginal  syndrome. 
NIAMID  produces  striking  symptomat- 
ic improvement  in  angina  patients . . . 


• reduces  frequency  of  anginal  episodes 

• diminishes  severity  of  attacks 

• decreases  nitroglycerin  requirements 

• renews  sense  of  well-being 


Note:  Because  of  dramatic  relief  of  symp- 
toms and  increased  sense  of  well-being  in 
anginal  cases,  it  is  advisable  to  caution  the 
patient  against  overexertion. 

dosage  : Start  with  75  mg.  of  niamid  daily 
in  single  or  divided  doses.  After  2 weeks 
or  more,  adjust  the  dosage,  depending 
upon  patient  response,  in  steps  of  one  or 
one-half  25  mg.  tablet.  Once  improvement 
is  seen,  gradually  reduce  dosage  to  the 
maintenance  level.  Many  patients  respond 
to  niamid  within  a few  days,  others  within 
7 to  14  days,  niamid  is  available  as  25  mg. 
(pink)  and  100  mg.  (orange)  scored  tablets. 

A Professional  Information  Booklet  giv- 
ing detailed  information  on  niamid  is 
available  on  request  from  the  Medical  De- 
partment, Pfizer  Laboratories,  Division, 
Clias.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 

*Trademark  for  nialamide 


'cience  for  the  world’s  well-beings 
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MEDICAL  CENTER 
AND  WOMEN'S  CLINIC 

E G.  McCarthy.  M.  D.,  F.  A.  C.  S.,  F.  1.  C.  S. 
Diplomate  American  Board  of  Obstetrics  and  Gvnecologv 
Jeff  H.  Davis.  M.  D.  — Joe  Horn  M.  D. 

James  C.  Meade  D.  S.  C.  Chiropodist 

Plainview  CA  4-7426  Te»«i 

THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D„  F.  A.  C.  S. 

RAY  FIFE.  M.  D. 

SIDNEY  L.  STOVALL.  M.  D.  F.  A.  C.  S. 

THOMAS  H.  TABER,  JR.,  M.  D„  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  North  Third  Street — Phone  CRestwood  7-6211 — Phoenix.  Ariz. 

LEROY  J.  MILLER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

717  Encino  Place.  NE  Phone  3*1150  Albuquerque,  N.  M. 

JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  1.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  8-8074  Phoenix,  Ariz. 

J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  First  National  Bldg.  KE  3-8687  El  Paso,  Texas 

ROBERT  E.  PARKINS,  D.D.S. 

GENERAL  DENTISTRY 

Bldg.  1,  Suite  E 1501  Arizona  Ave. 

Phone  KE  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 

A.  WILLIAM  MULTHAUF,  M.  D„  F.  A.  C.  S. 
UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg . KE  3-8986  El  Paso.  Texas 

JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1385  El  Paso,  Texas 

ARTHUR  R.  NELSON,  M.D.,  F.A.C.S. 

Certified  by  the  American  Board  of  Thoracic  Surgery 

THORACIC  and  CARDIOVASCULAR  SURGERY 
1130  E.  McDowell  Rd.  AL  2-8008  Phoenix,  Arizona 

JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  and  ENDOCRINOLOGY 

706  Professional  Building 

15  E.  Monroe  Phoeni*,  Arizona 

Phone  ALpine  2-3577 

E.  K.  NEIDICH,  M.  D„  D.  A.  B.  R. 

RADIOLOGY 

Memorial  General  Hospital  JAckson  6-2411  Las  Cruces,  N.  M. 

DONALD  RATHBUN,  M.D. 

NEUROLOGY 

and 

Internal  Medicine 

Suite  4-B  KE  2-8778  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 

WALLACE  E.  NISSEN,  M.  D„  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D„  F.  A.  C S. 

GENERAL  SURGERY 

Medical  Arts  Square 

301  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 

F.  KEITH  OEHLSCHLAGER,  M.D. 

OBSTETRICS  & GYNECOLOGY 
STERILITY 

1167  E.  42nd  St.  Sherwood  Medical  Center  Phone 

Suites  5 & 6 Odessa,  Texas  EM  6-4447 

VINCENT  M.  RAVEL,  M.D. 
CHARLES  C.  McVAUGH,  M.D. 
WILLIAM  H.  MELTON,  M.D. 

Diplomates  American  Board  of  Radiology 

RADIOLOGY  — RADIO-ISOTOPES 
COBALT60  — TELETHERAPY 

616  Mills  Building  KE  2-3459 

800  Montana  Avenue  KE  2-1126 

El  Paso,  Texas 
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tablets  • alka  capsules 


ipnenyiouiazone  geigyj 


potent  • nonhormonal  • anti-inflammatory  agent 


BUTAZOLIDIN  tablets  or  the  Alka  cap- 
sules are  equally  effective  but  indi- 
vidually adaptable  in  a wide  range  of 
arthritic  disorders. 

Recent  clinical  reports  continue  to 
justify  the  selection  of  Butazolidin 
for  rapid  relief  of  pain,  increased 
mobility,  and  early  resolution  of 
inflammation. 

Gouty  Arthritis:  “...95  per  cent  of  pa- 
tients experienced  a satisfactory  re- 
sponse . . 

Rheumatoid  Arthritis:  In  “A  total  of 
215  cases. ..over  half,  50.7  per  cent 
showed  at  least  major  improvement, 


with  21.8  per  cent  showing  minor  im- 
provement  ”3  Osteoarthritis:  301 

cases  showed  “...a  total  of  44.5  per 
cent  with  complete  remission  or  ma- 
jor improvement.  Of  the  remainder, 
28.2  per  cent  showed  minor  improve- 
ment  ”3  Spondylitis:  All  patients 

“...experienced  initial  major  improve- 
ment that  was  maintained  throughout 
the  period  of  medication."3  Painful 
Shoulder  Syndrome:  Response  of  70 
patients  with  various  forms  showed 
“...8.6  per  cent  complete  remissions, 
47.1  percent  major  improvement,  20.0 
per  cent  minor  improvement...."3 


References:  1.  Graham,  W.:  Canad. 
M.  A.  J.  79:634  (Oct.  15)  1958. 
2.  Robins,  H.  M.;  Lockie,  L.  M.;  Nor- 
cross,  B.;  Latona,  S„  and  Riordan, 
D.  J.:  Am.  Pract.  Digest  Treat. 
8:1758,  1957.  3.  Kuzell,  W.  C.;  Schaf- 
farzick,  R.  W.;  Naugler,  W.  E.,  and 
Champlin,  B.  M.:  New  England  J. 
Med.  256:388,  1957. 

Availability  BUTAZOLIDIN®  (phenyl- 
butazone geigy):  Red  coated  tablets 
of  100  mg.  BUTAZOLIDIN®  Alka: 
Capsules  containing  BUTAZOLIDIN® 
(phenylbutazone  geigy),  100  mg.j 
dried  aluminum  hydroxide  gel, 
100  mg.;  magnesium  trisilicate 
150  mg.;  homatropine  methylbro- 
mide,  1.25  mg.  • 

geigy 

ARDSLEY,  NEW  YORK 
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HERMAN  RICE,  M.D. 

D.  J.  SIBLEY,  JR.,  M.  D. 

Practice  Limited  to  General  Surgery 

GENERAL  PRACTICE 

El  Paso  Medical  Center 

Bldg.  4-B  1501  Arizona  Ave. 

Phone  KE  3-8051  El  Paso,  Texas 

Box  367  Phone  584  Ft.  Stockton,  Texas 

RISSLER-WOLLMANN  CLINIC 

EUGENE  P.  SIMMS,  M.  D. 

ROSS  W.  RISSLER,  M.  D„  F.  A.  C.  C. 

- GENERAL  PRACTICE  - 

(Certified  by  the  American  Board  of  Internal  Medicine) 

Medical  Arts  Center 

INTERNAL  MEDICINE  — CARDIOLOGY 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

WALTER  W.  WOLLMANN,  M.  D.,  F.  A.  C.  S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  KE  3-1601  El  Paso,  Texas 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 

DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-6172  El  Paso,  Texas 

CECIL  A.  ROBINSON,  M.D.,  F.A.C.S. 

WILLIAM  G.  SMITH,  M.  D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Practice  Limited  to  Orthopaedics 

Diplomate  American  Board  of  Proctology 
Practice  Limited  to  Surgical  Diseases 
of  the  Anus,  Rectum  and  Colon 

III  No.  Pine  Street  JU  6-2541  Kermit,  Texas 

1501  Arizona  Ave.  El  Paso  Medical  Center  El  Paso 

KE  2-3286  Texas 

S.  PERRY  ROGERS,  M.  D. 

W.  HUNTER  VAUGHAN,  M.  D. 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

(Diplomates  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Ave. 

EAR,  NOSE  AND  THROAT 

8ronchoscopy  — Esophagoscopy 

Phone  KE  2-4433  El  Paso,  Texas 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  KE  2-9449  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.D. 
DONALD  H.  EWALT,  M.D. 

Diplomates  of  the  American  Board  of  Plastic  Surgery 
Plastic,  Reconstructive  Surgery  and 

ROBERT  HEALY  STEVENS,  B.  S.,  M.  D„ 
F.  C.  C.  P. 

Maxillo-facial  Surgery 

ALLERCY  — INTERNAL  MEDICINE 

1501  Arizona  Ave.  Medical  Center,  Suite  4-C 

El  Paso,  Texas 

1313  N.  Second  St.  AL  4-8841  Phoenix,  Arizona 

F.  P.  SCHUSTER,  M.  D. 
S.  A.  SCHUSTER,  M.  D. 

C.  S.  STONE,  M.D.,  F.A.C.S. 

NEWTON  F.  WALKER,  M.  D. 

A.  J.  JENSON,  B.A.,  M.D. 

BRADFORD  HARDIE,  M.  D. 

EYE,  EAR.  NOSE  AND  THROAT-BRONCHOSCOPY 

Phones:  3-5323  - 3-3033  - 3-4427 

First  National  Bldg.  KE  2-1495  El  Paso,  Texas 

30 1 East  Cain  Street  Hobbs,  N.  M. 

O.  J.  SHAFFER,  D.  D.  S„  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 
ORAL  SURGERY 

JESSON  L.  STOWE,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 
BEN  Z.  TABER,  M.  D. 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phono  KE  3-6742  El  Paso,  Texas 

GYNECOLOGY  AND  OBSTETRICS 

2323  Montana  Avenue  KE  2-4631  El  Paso,  Texas 
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For  arthritic  M.S.: 
full  corticosteroid 
benefits  from  new 
Gammacorten1  “• 


Patient  M.S.  , 81,  at  the  time  of 
the  first  visit  was  in  severe  pain 
and  very  uncomfortable.  Complained 
of  swelling  of  wrists,  legs  and  var- 
ious joints;  pain  and  stiffness  in 
cervical  area  and  lower  spine;  pain, 
swelling  and  limited  motion  in  the 
fingers;  slight  ulnar  deviation  of 
the  hand.  M.S.  demonstrates  posi- 
tion necessary  to  put  on  his  hat 
(motion  was  so  restricted  that  he 
could  not  comb  his  hair)  . 

Gammaconben 

(dexamethasone  CIBA) 

•potent,  effective  corticosteroid 

• profound  anti-inflammatory  activity 

• minimal  side  effects 

From  the  files  of  a practicing 
physician.  Photographs  used  with 
permission  of  the  patient. 

SUPPLIED:  GAMMACORTEN  Tablets, 

0.75  mg.  (pink,  scored). 


2/2723MK 


CIBA 


SUMMIT,  N.  J. 


Treatment  and  Result:  After  36  hours 
of  GAMMACORTEN  therapy,  M.S.  had 
"complete  relief ."  Joint  swelling 
had  decreased,  pain  was  almost  ab- 
sent, range  of  motion  had  increased 
dramatically.  At  the  end  of  the 
first  week  of  GAMMACORTEN  he  was 
free  of  discomfort  and  able  to 
return  to  his  job  as  a porter.  M.S. 
could  put  on  his  hat  normally, 
could  comb  hair;  joint  function 
near-normal  after  first  week . 
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WINSLOW  P.  STRATEMEYER,  M.  D 

Diplomats  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

Suite  IIA  Office  KE  2-916/  1501  Arizona  Ave. 

El  Paso  Medical  Cente-  Home  JU  4-0553  El  Paso,  Texas 

M.  D.  THOMAS,  M.  D. 

Diplomats  American  Board  of  Anesthesiology 
Suite  1 2-D  KE  3-3745 

1501  Arizona  Ave.  El  Paso,  Texas 

El  Paso  Medical  Center 


TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  M.  D. 

DELPHIN  von  BRIESEN,  M.  D. 

HELEN  W.  ANDERSON,  M D 

MEDICAL  CENTER 

1501  Arizona  Ave.  phone:  KE  2-4689 

Building  No.  6 El  Paso,  Texas 


3500  Physicians  Read 
Southwestern  Medicine 


HARRY  H.  VARNER,  M.  D. 

LEIGH  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 

GENERAL  SURGERY 

Suite  5E  1501  Arizona  Ave. 

El  Paso  Medical  Center 

Phone  KE  2-6529  El  Paso,  Texas 


ROBERT  F.  THOMPSON,  M.  D„  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 


RICHARD  P.  WAGGONER,  M.  D. 
M.  S.  (SURG.),  F.A.C.S. 


UROLOGY 


GENERAL  SURGERY 


816-818  Mills  Bldg.  KE  2-4321  El  Taso,  Texas 


504  N.  Richardson  St.  Phone  208  Rosyvell,  N.  M. 


^ JJotef 

* liter' A 

ddospilaf 

Fully  Approved  by  the 
Joint  Commission  on  Accreditation 
of  Hospitals. 

Latest  Facilities  For  All  Services. 
Emergency  Service  Around 
the  Clock. 

EL  PASO,  TEXAS 

ddotef  d£)ieu 

ScLot  of 
'Jjursiny 

Fully  approved  by  the 
National  Nursing  Accrediting 
Service. 

Applicants  May  Apply 
To 

Sister  Mildred  Mary,  Director 
EL  PASO,  TEXAS 

Mold  dbieu  Slioot 
of  WedicJ 
Seclnotoy-y 

Fully  Approved  by  the  American 
Medical  Association,  American 
Society  of  Clinical  Pathologists, 
and  Registry  of  Medical  Tech- 
nologists. 

EL  PASO,  TEXAS 

The  Clinic-Hospital  of  San  Angelo 

D.  D.  WALL,  M.  D. 

W.  H.  BRAUNS,  M.  D. 

R.  A.  MORSE,  M.  D. 

Obstetrics  & Gynecology 

Internal  Medicine 

Internal  Medicine 

R.  M.  FINKS,  M.  D. 

ROY  E.  MOON,  M.  D. 

Obstetrics  & Gynecology 

RALPH  R.  CHASE,  M.  D. 

Pediatrics 

CHAS.  F.  ENGELKING,  M.D. 

Pediatrics 

M.  D.  KNIGHT,  M.  D. 

Ear,  Nose  and  Throat 

DALE  W.  HAYTER,  M.  D. 

TOM  R.  HUNTER,  M.  D. 

Surgery 

Ophthalmology 

Surgery 

Consultants  in  Radiology 

JOHN  E.  BALLARD,  M.  D. 

Consultant  in  Pathology 

JOHN  G.  BOLEN,  M.  D. 

LLOYD  R.  HERSHBERGER,  M.  D. 

224-234  W.  Beauregard  Ave. 

J.  B.  ADCOCK,  Administrator 

San  Angelo,  Texas 
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Front  View  — Enclosed  Patii 


Sandia  Ranch  Sanatorium 


Rt  4.  Box  4104 


Phone  4-3273 


Albuquerque,  New  Mexico 


Licensed  by  State  Health  Department  as  a Psychiatric  Hospital  of  50  Beds 
For  the  Care  and  Treatment  of  Nervous  or  Mental  Disorders 

VARIOUS  ACCEPTED  FORMS  OF  THERAPY  AVAILABLE 

OCCUPATIONAL  THERAPY  AND  OUTDOOR  ACTIVITIES 

CLINICAL  LABORATORY  AND  ELECTROENCEPHALOGRAM 
LIMITED  FACILITIES  FOR  DOMICILIARY  CARE 

Favorable  Year  Round  Climate  — 20  Acres  Landscaped  Grounds 

JOHN  W.  MYERS,  M.  D„  Medical  Director 


ALAN  JACOBSON,  M.D.,  Psychiatrist 


FRED  W.  LANGNER,  M.  D.,  Psychiatrist 


PROFESSIONAL  X-RAY 

AND 

CLINICAL  LABORATORY 

507  Professional  Bldg.  • Phoenix,  Arizona 

PHONE  ALpine  3-4105 
AND 

MEDICAL  CENTER  X-RAY 

AND 

CLINICAL  LABORATORY 

1313  North  2nd  Street  • Phoenix,  Arizona 

PHONE  ALpine  8-3484 
DIAGNOSTIC  X-RAY  — X-RAY  THERAPY 
RADIUM  THERAPY  — CLINICAL  PATHOLOGY 
TISSUE  PATHOLOGY  —ELECTROCARDIOGRAPHY 
BASAL  METABOLISM 
R.  Lee  Foster,  M.  D.,  Director 
Martin  L.  List,  M.  D.,  Radiologist 
George  A.  Gentner,  M.  D.,  Radiologist 
Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.  D.,  Consultant  Pathologist 


OVERTON  CLINIC 

300  Hughes  Building  PAMPA,  TEXAS 

M.  C.  Overton,  Jr.,  M.  D. 

Surgery  and  Gynecology 

E.  S.  Williams,  M.  D. 

Pediatrics  and  Obstetrics 

J.  R.  Donaldson,  M.  D 

Surgery 

G.  R.  Hrdlicka,  M.  D. 

Radiology 

C.  M.  Lang,  M.  D. 

Surgery 

R.  W.  Moore,  M.  D. 

Internal  Medicine 
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Serving  You  3 63  Days  A Year 

SOUTHWEST  BLOOD  BANKS 

JOHN  B.  ALSEVER,  M.D., 

General  Medical  Director 

Federally  Licensed  and  Supervised  by  Physicians 
from  the  Southwest  to  Provide  Blood  and  Plasma 
of  Highest  Quality  on  a 24-Hour  Basis. 

ALBUQUERQUE  HOUSTON 

EL  PASO  LUBBOCK 

HARLINGEN  PHOENIX 

SAN  ANTONIO 


UNIFORMS 

Doctors  • Nurses  • Interns  • Technicians 

Poplin,  Nylon,  Dacron 
While  and  Colors 

SURE-FIT  UNIFORM  CO. 

412  N.  Oregon  St.  KE  2-1374  El  Paso,  Texas 

RICHARD  E.  MARTIN 
MARTIN  MORTUARY 

Dial  KE  2-3691 

710  N.  Stanton  St.  El  Paso,  Texas 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

• 

Direct  Physician's  Phone  to 
Prescription  Department  — KE  3-2352 

FREE  DELIVERY 


HARDING  and  ORR 

Funeral  Home 


EL  PASO,  TEXAS 

320  Montana  KE  3-1646 

We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

McKEE  PRESCRIPTION  PHARMACY 

107  East  San  Antonio  St.,  El  Paso 
Dial  KE  2-2693 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  St.  KE  3-0952  El  Paso,  Texas 

Nights  — Call  LO  5-0359,  or  LO  5-3060 

Only  at  the  Popular  in  El  Paso  . . . 

Fine  Hartmann  Luggage 

POPULAR  DRY  GOODS  CO. 

C.  G.  McDow  and  Son,  Props. 

Rio  Grande  Pharmacy 

419-421  South  Stanton  St.  KE  2-4473  El  Paso,  Texas 

Raster  & Maxon 

Funeral  Home 

El  Paso,  Texas  KE  2-3431 

For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 


Ihe  while  house 


MEDICAL  CENTER 
PHARMACY 

YOUR  PROFESSIONAL  PHARMACY 
IN  THE  NEW  MEDICAL  CENTER 

phone  2-6968-69 

1501  ARIZONA  ST.  EL  PASO,  TEXAS 
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the  disease  of  many  masks 

Doctor,  do  you  recognize  this  patient?  She  complains 
of  flatulence,  constipation  with  alternating  periods 
of  diarrhea,  and  colicky  pains  in  the  lower  right 
quadrant.  At  other  times  she  is  troubled  by  anorexia, 
lassitude,  dull  headache,  muscle  pains  and  backache. 
Or  she  may  have  only  one  or  two  of  these  symptoms. 

In  these  puzzling  cases,  serious  consideration  should 
be  given  to  intestinal  amebiasis — the  disease  of 
many  masks.  Clinicians  say  it  is  “one  of  the  most 
widespread  and  serious  protozoan  diseases  of  man,” 
yet  “there  is  no  parasite  more  often  misdiagnosed 
than  is  E.  histolytica.”  Conservative  estimates  place 
the  incidence  at  10%  of  the  United  States  population 
as  a whole,  and  16%  in  southern  states. 

Now  Glarubin,  a relatively  non-toxic  amebicide, 
simplifies  the  treatment  of  suspected  cases  of  intes- 
tinal amebiasis.  Glarubin,  a crystalline  glycoside  from 
the  fruit  of  Simarouba  glauca,  is  a specific  amebicidal 
agent  with  minimal  side  effects.  It  contains  no  arse- 
nic, bismuth  or  iodine. 

Glarubin  is  administered  orally  in  tablet  form  and 
does  not  require  strict  medical  supervision  or  hospit- 
alization. Extensive  clinical  trials  prove  it  highly 
effective  in  intestinal  amebiasis,  and  virtually  free 
of  toxicity. 

Supplied  in  bottles  of  40  tablets,  each  tablet  contain- 
ing 50  mg.  of  glaucarubin.  Write  for  descriptive 
literature,  bibliography,  and  dosage  schedules. 

R &\y  Glarubin 

TABLETS 

specific  for  intestinal  amebiasis 

THE  S.  E.  MASSENGILL  COMPANY 

BRISTOL,  TENNESSEE 

NEW  YORK  • KANSAS  CITY  • SAN  FRANCISCO 
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Give  Us  A Trial  On  Your 


The  Answer  to 

the  Problem 
of  Pregnancq 

NAUSEA 


ANEMIA 
LEG  CRAMPS 


Small  -Tasteless  - Inexpensive 


Mission  Pharmacal  Co. 

SAM  ANTONIO,  TEXAS 


DU  T T O N 
LABORATORY 

L.  O.  Dutton,  M.  D. 

Frederick  Bornstein,  M.  D. 

Rita  L.  Don,  M.  D. 

J.  A.  Hancock,  Ph.  D. 

Now  Available  for  Physicians,  Hospital 
and  Laboratories 

A COMPLETE  MEDICAL 
LABORATORY  SERVICE 

In  addition  to  the  usual  procedures,  the  more 
complete  chemical  determinations  of  Protein 
Bound  Iodine,  Steroids,  etc.,  are  offered. 

Autopsy  procedures  with  special  attention  to 
medico-legal  aspects  are  available. 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from  level 
of  shoulders  to  tip  of  sacrum;  circumference  of 
pelvis  above  trochanters;  circumference  of  waist; 
height  and  weight. 

CHRISTOPHER'S 

BRACE  AND  LIMB  CO. 

2231  Montana  St. 

KE  2-9690  EL  PASO,  TEXAS 

EDWARD  JOHN  ETTL,  M.D.,  F.C.A.P. 

Certified  by  the  American  Board  of  Pathology 

★ 

Pathology  Consultation 

★ 

Autopsy  Service 

* 

Medico-Legal  Medicine 


Private  Plane  Service 


3317  fort  Blvd. 


LO  6 4351  El  Paso,  lexas 
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take 


rhinall 

nose 

drops 


a breather  pardner... 


RHINOPTO 

COMPANY 

Dallas,  Texas 


Little  cold,  sufferers  take  to 
Rhinall  Nose  Drops  without  a 
fuss!  Pleasant,  fast-acting , 
easy  to  use  . . . and  so  economical! 


Relieves  nasal  congestion  in 

colds 

sinusitis 

allergic  rhinitis 

no  burning  or  irritation 

no  after  reactions 

no  risk  of  sensitization 


Contains: 

Phenylephrine  Hydrochloride  0 15% 
'Propadrine'  Hydrochloride  0.3% 
in  an  isotonic  saline  menstruum 


CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


. a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 


505  5 NORTH  thirty  fourth  street  phoenix.  Arizona  OTTO  L.  BENDHEIM,  M.  D.,  F.  A.  P.  A.,  Med.  Dir. 

CRestwood  7-7431 


PHOENIX  INSTITUTE  OF  NEUROLOGY  AND  PSYCHIATRY 
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PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 

TIMBERLAWN  FOUNDATION 

For  Education  and  Research  in  Psychiatry 

Narcotic  Cases  Not  Admitted 

LAWN 

SANITARIUM  IN  DALLAS 


PERRY  C.  TALKINGTON,  M.D.,  Clinical  Director 
CHARLES  L.  BLOSS,  M.D.,  Medical  Director 
Associate  Psychiatrists 
HOWARD  M.  BURKETT,  M.D. 

JAMES  K.  PEDEN,  M.D. 

WARD  G.  DIXON,  M.D. 

JERRY  M.  LEWIS,  M.D. 

C.  L.  JACKSON,  M.D. 

LEEOWEN  S.  BUFORD,  M.D. 

RALPH  M.  BARNETTE,  JR.,  B.B.A.,  Business  Manager 


Clinical  Psychology 
PHILIP  ROOS,  PH.D. 

DONALD  BERTOCH,  M.A. 

JOHN  D.  MARTIN,  M.A. 

Social  Work 

BILL  M.  TURNAGE,  M.S.S.W. 

ROBERT  L.  COATES,  M.S.S.W. 

GERALDINE  SKINNER,  B.S.,  O.T.R.,  Director  of  Occupational  Therapy 
LOIS  TIMMINS,  PH.D.,  Director  of  Recreation  Therapy 
FRANCES  LUMPKIN,  R.N.,  B.S.,  Director  of  Nurses 


DAvis  1-2678 


Dallas  1 , T exas 


P.  O.  Box  1769 


What  is  the  diagnosis 


Mrs.  X,  age  35 — physical  findings  negative. 

Complaints : Constipation,  alternating  with  periods  of  diarrhea, 
tenesmus,  flatulence,  colicky  pains,  easy  fatig- 
ability, anorexia,  periodic  dull  headaches  and 
muscle  pains. 

Many  times  these  symptoms  point  to  E.  histolytica,  the  parasite 
most  often  misdiagnosed,1  and  far  more  prevalent  than  gener- 
ally suspected.234 

Accurate  diagnosis  of  amebiasis  can  be  made  with  the  MOAN 
TEST  on  a single  5 cc.  blood  sample.  More  dependable  than 
fecal  examination ; no  special  laboratory  equipment  or  training. 


Write  for  descriptive  literature: 


1.  Elsdon-Dew,  R,:  S.  Air  Med.  J. 
32:89  (Jan.,  1958) 


MOBAC  LABORATORIES 

85  Lansdowne  Avenue  • Lansdowne,  Penna. 


2.  Webster,  B H : Am  Pract.  & Dig. 
Treat.  9:897  (June,  1958) 

3.  D'Antoni,  J.  S. : NewOrleans  Med . 
& Surg.  J.  102:55  (Aug.,  1949) 

4.  Rinehart,  R.  E.,  Marcus,  H : North- 
west Med.  54:708  (July,  1955) 
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FAR  GREATER  activity  with  far  less  antibiotic 
UNRELENTING  peak  attack  throughout  therapy 
EXTRA-DAY  protection  against  relapse 

Declomycin 

Demethylchlortetracycline  Lederle 


A new  force  in  broad-spectrum  therapy 


extra 


LEDERLE  LABORATORIES 
A Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


CAPSULES,  150  mg., 
Bottles  of  16  and  100. 
Dosage:  1 capsule  q.i.d. 
PEDIATRIC  DROPS,  60  mg./cc. 
In  10  cc.  bottle  with  calibrated  dropper. 
ORAL  SUSPENSION,  75  mg.  5 cc.  teaspoonful. 

In  2 oz.  bottles. 


NOVEMBER.  1959 


735 


Medihaler-ISO 


Isoproterenol  sulfate,  2.0  mg.  per  cc.,  suspended 
® in  inert,  nontoxic  aerosol  vehicle.  Contains  no 
alcohol.  Each  measured  dose  contains  0.06  mg. 
isoproterenol. 


Medihaler-EPI 


Epinephrine  bitartrate,  7.0  mg.  per  cc.,  sus- 
pended in  inert,  nontoxic  aerosol  vehicle.  Con- 
tains no  alcohol.  Each  measured  dose  contains 
0.15  mg.  epinephrine. 


NOTABLY  WELL  TOLERATED  AND  EFFECTIVE  FOR  CHILDREN,  TOO 


Janet  Doe,  Librarian 
New  York  ft caiemy  of  Medicine 
2 East  103  Street 
New  York  29,  New  York 


'estern  Association  of  Railway  Surgeons, 
al  and  Gynecological  Society,  The 
Medical  Association,  The  South- 
io  County  Medical  Society 
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Founded  1916 


NEW 

ILOSONE* 125 

Lauryl  Sulfate 

SUSPENSION 


deliciously  flavored  • decisively  effective 

Formula: 

Each  5-cc.  teaspoonful  provides  Ilosone  Lauryl  Sulfate  equivalent  to  125  mg. 
erythromycin  base  activity. 

Usual  Dosage: 

10  to  25  pounds  5 mg.  per  pound  of  body  weight  ) every 
25  to  50  pounds  1 teaspoonful  > six 

Over  50  pounds  2 teaspoonfuls  ) hours 

In  more  severe  infections,  these  dosages  may  be  doubled. 

Supplied: 

In  bottles  of  60  cc. 

Ilosone®  (propionyl  erythromycin  ester,  Lilly) 

Ilosone®  Lauryl  Sulfate  (propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 


INDIANA,  U.S.A. 


ELI  LILLY  AND  COMPANY 


INDIANAPOLIS  6, 


932658 


A 


) 


when  you  see 

signs  of 

anxiety-tension 

specify 


Darlol 

brand  of  thiopropazate  dihydrochloride 


dihydrochloride 


for  rapid  relief  of  anxiety  manifestations 


You  will  find  Dartal  outstandingly  beneficial 
in  management  of  the  anxiety-tension  states 
so  frequent  in  hypertensive  or  menopausal 
patients.  And  Dartal  is  particularly  useful 
in  the  treatment  of  anxiety  associated  with 
cardiovascular  or  gastrointestinal  disease,  or 
the  tension  experienced  by  the  obese  patient 
on  restricted  diet.  You  can  expect  consistent 
results  with  Dartal  in  general  office  practice. 


with  low  dosage:  Only  one  2,  5 or  10  mg.  tablet 
t.i.d.  with  relative  safety:  Evidence  indicates  Dartal 
is  not  icterogenic. 

Clinical  reports  on  Dartal:  1.  Edisen,  C.  B.,  and  Samuels, 
A.  S.:  A.M.A.  Arch.  Neurol.  & Psychiat.  80:481  (Oct.)  1958. 

2.  Ferrand,  P.  T.:  Minnesota  Med.  41: 853  (Dec.)  1958. 

3.  Mathews,  F.  P.:  Am.  J.  Psychiat.  114: 1034  (May)  1958. 


SEARLE 


This  is  Panalba 
performance... 


in  bronchitis 


Panalba 

(Panmycin*  Phosphate  plus  Albamycin*) 


The  broad-spectrum 
antibiotic  of 

resort 


. . . into  a mixed  culture  of 
the  four  organisms 
commonly  involved  in 
bronchitis  . . . Str. 
hemolyticus,  D.  pneu- 
moniae, H.  influenzae  and 
Staph,  aureus  (in  this 
case  a resistant  strain)  . . . 
we  introduce  the  five 
most  frequently  used 
antibiotics. 

Twenty-four  hours  later 
(in  this  greatly  enlarged 
photograph ) , note  that 
only  one  of  the  five  leading 
antibiotics  has  stopped 
all  the  organisms, 
including  the  resistant 
staph ! This  is  Panalba. 

In  your  next  patient  with 
bronchitis ...  in  all  your 
patients  with  potentially- 
serious  infections  . . . 
provide  this  extra 
protection  with  your 
prescription: 

Dosage— 1 or  2 capsules 
3 or  4 times  a day. 

Supplied— Capsules  containing 
Panmycin  phosphate  equivalent 
to  250  mg.  tetracycline 
hydrochloride,  and  125  mg. 
Albamycin  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 
Now  available:  new  Panalba 
Half-Strength  Capsules  in 
bottles  of  16  and  100. 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 
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Providence  Memorial  Hospital 

The  Modern  Hospital  of  the  Southwest 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
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safe 

Ilia  lft 


No  doubt  about  it.  It  is  better  to  be  safe  than  sorry.  And  when  you  prescribe  Mysteclin-V,  you  are  playing  safe. 
Mysteclin-V  — a combined  broad  spectrum  antibiotic/antifungal  agent  is  specially  designed  to  combat  most  of  the 
commonly  encountered  pathogenic  organisms1  and,  simultaneously,  to  protect  against  fungal  superinfections.2'3  With 
the  increased  use  of  broad  spectrum  antibiotics  the  incidence  of  such  superinfections  has  risen  and  the  danger  of 
superinfection  is  especially  great  in  pregnant  patients,  in  diabetics,  and  in  those  who  require  long  courses  of  antibiotic 
therapy. 

Mysteclin-V  controls  infection  and  prevents  superinfection  — with  the  proved  effectiveness  of  tetracycline  phosphate 
complex  and  Mycostatin,  the  first  safe  antifungal  antibiotic.  Thousands  of  successfuly  treated  cases4'6  of  respiratory, 
urinary  tract,  intestinal,  and  miscellaneous  infections  attest  to  the  safety  and  clinical  effectiveness  of  Mysteclin-V. 
When  you  prescribe  Mysteclin-V,  you  make  a telling  assault  on  bacterial  infection  and  prevent  fungi  from  gaining 
a foothold. 


Supplied:  Capsules  (250  mg./ 250,000  u.),  bottles  of  16 
and  100/Half-strength  Capsules  (125  mg./l25,000  u.), 
bottles  of  16  and  100/Suspension  (125  mg./i25,000  u. 
per  5 cc.),  2 oz.  bottles/Pediatric  Drops  (100  mg./ 
100,000  u.  per  cc.),  10  cc.  dropper  bottles. 

'MYJTECUN'j^,  'BUHYCIN'®,  AND  'MYCOSTATIN'®  A AC  SQUIBB  TRADEMARKS 


References:  1 Cronk,  G.A  ; Naumann,  D.E.,  and  Casson.  K.:  Antibiotics 
Annual  1957-1958,  New  York,  Medical  Encyclopedia  Inc.,  1958,  p.  397.  2.  Childs, 
A.J.:  Brit  M.J.  7:660  (Mar.)  1956.  3.  Newcomer,  V.D  ; Wright.  E.T.,  and 
Sternberg,  T H : Antibiotics  Annual  1954-1955,  New  York.  Medical  Encyclopedia 
Inc  . 1955,  p.  686.  4.  Gimble,  A. I.;  Shea.  J.G.,  and  Katz,  S.:  Antibiotics  Annual 
1955-1956,  New  York.  Medical  Encyclopedia  Inc.,  1956,  p.  676.  5.  Stone,  M.L., 
and  Mersheimer.  W.L.:  Antibiotics  Annual  1955-1956,  New  York.  Medical  Ency- 
clopedia Inc.,  1956,  p 862.  6.  Campbell,  E.A.:  Prigot,  A.,  and  Dorsey.  G.M.: 
Antibiotic  Med.  & Clin.  Ther.  4:817  (Dec.)  1957. 


Squibb 

Squibb  Quality  — 
the  Priceless  Ingredient 
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Whether  the  response  in 

acute  skeletal 
muscle  spasm 

is 

f 

fttamctoced  * > 

“exeeMwt' 


it  all  adds  up  to 

94.4%  beneficial 
results  with 


In  the  comparatively  short  period  since  its  introduction 
Robaxin  has  become  the  leader  in  prescription 
preference  for  skeletal  muscle  relaxation,  because: 

• It  is  highly  potent— and  long  acting.1 2 

• It  is  relatively  free  of  adverse  side  effects.1, 2,4,5 

• In  ordinary  dosage,  it  does  not  reduce  normal  muscle 
strength  or  reflex  activity.1 


Robaxin’s  outstanding  effectiveness  is  authenticated  by  the  results 
of  five  recent  clinical  studies  in  which  it  was  administered  to 
198  patients. h 2- s- 4- 5 Good  results  were  reported  in  80.3%  of  the  patients 
and  moderate  results  in  14.1%  — or  an  over-all  beneficial  effect 
in  94.4%.  Conditions  treated  included  spasm  secondary  to  trauma, 
ligamentous  strains,  herniated  disc,  torticollis,  whiplash  injury, 
contusions,  fractures,  fibromyositis,  acute  myalgic  disorders, 
and  skeletal  muscle  spasms  afflicting  industrial  workers. 


Supply:  Robaxin  Tablets,  0.5  Gm.  (white,  scored)  in  bottles  of  50. 
References: 

1.  Carpenter,  E.  B.:  Southern  M.  J.  51:627,  1958.  2.  Forsyth,  H.  E:  J.A.M.A* 

167:163,  1958.  3.  O’Doherty,  D.  S„  and  Shields,  C.  D.:  J.A.M.A.  167:160,  1958. 

4.  Park,  H.  W.:  J.A.M.A.  167:168,  1958.  5.  Plumb,  C.  S.:  Journal-Lancet  78:531,  1958. 


Methocarbamol  Robins,  U.S.  Pat.  No.  2770649 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 
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Coming  Meetings 


Medical  Society  of  the  United  States  and  Mex- 
ico, Annual  Meeting,  Hotel  Valley  Ho,  Phoenix, 
Dec.  2-6,  1959. 

American  Medical  Association,  13th  Clinical 
Meeting,  Dallas  Memorial  Auditorium,  Dallas, 
Dec.  1-4  1959. 

5 

University  of  Colorado  School  of  Medicine,  Gen- 
eral Practice  Review,  Denver,  Jan.  10-16,  1960. 

American  Diabetes  Association,  Postgraduate 
Course,  Ambassador  Hotel,  Los  Angeles,  Jan. 
20-22,  1960. 


International  Medical  Assembly  of  Southwest 
Texas,  24th  Annual  Meeting,  Hilton  Hotel,  San 
Antonio,  Jan.  25-27,  1960. 

Texas  District  One  Medical  Association,  An- 
nual Meeting,  Pecos  County  Club,  PecoSj  Tex., 
Feb.  5,  1960.  Chairman,  Dr.  Harold  Lindley,  206 
S.  Oak  St.,  Pecos. 

New  Mexico  Medical  Society,  Annual  Meeting, 
Western  Skies  Hotel,  Albuquerque^  May  11-13, 
1960. 

Southwest  Obstetrical  and  Gynecological  So- 
ciety, Annual  Meeting,  Las  Vegas,  Nev.,  Nov-.  7-8, 
1960. 
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AN  EFFECTIVE  METHOD  TO  RELIEVE 


ASTHMA  SINUS 
ALLERGY  PATIENTS 


Just  plug  in;  it's  portable! 


Hospital-accepted  Puritron  quickly  clears  any 
room  of  irritating  dust,  pollen,  smoke  and  odors. 

Puritron’s  unique  filtering  action  pulls  irritating 
dust,  pollen  and  smoke  out  of  the  air  . . . forces  them 
through  a superfine  fiberglas  filter.  The  air  then  passes 
through  a germicidal  ultra-violet  light  bath.  This  sani- 
tizing light  washes  the  air  electronically  — eliminates 
invisible  substances  that  can  often  trigger  allergic  reac- 
tions. 

Your  patients  breathe  easier  . . . sleep  better,  as 
Puritron  circulates  a constant  supply  of  clean.  Spring- 
fresh  air  — even  in  unventilated  rooms. 


U.S.  Pat.  Nos.  2,855,641  - 2,359,057 
other  patents  pending 


Names 

of 

Hospitals 

Using 

PURITRON 

Furnished 

on 

Request 


DOCTORS  WHO  TESTED  PURITRON  IN  THEIR  OWN  HOMES, 
ON  THEIR  OWN  FAMILIES  . . . 

IN  THEIR  OFFICES  AND  OPERATING  ROOMS  REPORT: 


“Within  a period  of  one  week  of  test- 
ing, the  Puritron  controlled  a stubborn 
form  of  respiratory  allergy  in  my 
daughter,  age  5.”  —A  Southern  Physician 

“Surpassed  all  expectations.  Performs 
miracles  for  a dust  allergy  patient.” 

— A Pennsylvania  Physician 

“For  the  first  time  I woke  up  without 
sinus  trouble.”  —New  Jersey  M.D. 

“I  have  been  recommending  your  Puri- 
tron machine  . . . Some  of  my  patients 


have  purchased  the  machine  and  have 
found  it  to  work  excellently.  I myself 
have  used  it  now  for  some  time  and 
I also  can  say  that  the  machine  really 
works  pretty  well.” 

— A New  England  Physician 

A famed  New  England  Allergist  in- 
stalled three  Puritrons  in  his  offices. 


A New  York  physician  has  discovered 
that  a Puritron  in  his  operating  room 
lessens  the  amount  of  mucous  present. 


Puritron’s  price:  $39.95.  Additional  information  on  request. 

$79.95  double-size  Office  Model  in  handsome  leather-tone 


ALWAYS  SOLD  WITH  A MONEY-BACK  GUARANTEE  OF  SATISFACTION 

II  I "V  |A  ■bfl  15  Stiles  Street 

■ w W m I H w W i New  Haven,  Conn. 
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completes  the  picture  in  high  starch  diets 


TAKA-COMBEX 


KAPSEALS 

to  help  digest  carbohydrates  • to  forestall  vitamin  deficiencies 


Each  Kapseal  contains: 

Taka-Diastase®  (aspergillus  oryzae  enzymes)  2%  gr 


Vitamin  B,  (thiamine)  mononitrate 10  mg 

Vitamin  Bo  (riboflavin) 10  mg 

Vitamin  B(!  (pyridoxine  hydrochloride)  ....  0.5  mg 

Pantothenic  acid  (as  the  sodium  salt) S mg 

Nicotinamide  (niacinamide) 10  mg 

Vitamin  C (ascorbic  acid) 30  mg 

Vitamin  B12  (crystalline) 1 meg 

Liver  Concentrate,  N.  E 0.17  Gm 

Liver  Fraction  No.  2,  N.  E 0.17  Gm 

Supplied  in  bottles  of  100  and  1.000. 


TAKA-COMBEX  elixir  containing  Taka-Diastase, 
Vitamins  B,,  B2,  B«,  pantothenic  acid,  and  nicotin- 
amide is  also  available  in  1-pint  bottles. 


Other  dependable  COMBEX  products: 

when  requirements  for  B-complex  are  increased 

COMBEX"'  KAPSEALS 

bottles  of  100,  500,  and  1,000 

for  combined  B-complex  and  C deficiencies 

COMBEX  WITH  VITAMIN  C KAPSEALS 

bottles  of  100,  500,  and  1,000 

for  a rapid  increase  in  B-complex  reserves 

COMBEX  PARENTERAL 

10-cc.  Steri-Vials® 

for  correction  of  severe  vitamin  B-complex  and 
C deficiencies 

THERA-COMBEX'  KAPSEALS 

bottles  of  100  and  1,000 

PARKE,  DAVIS  & COMPANY 

DETROIT  32,  MICHIGAN 
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basic  in 

cold  control 


formula 

chlorprophenpyridamine  maleate ...  2 mg. 

aspirin 

phenacetin 

0.16  Gm. 

& 

caffeine 

L-089 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


i 


a pleasant  way  to  treat  dry,  itchy  skin 


zJiiph  a-]*\eri 

nil  for  the  hath  or  shower 


water-dispersible,  antipruritic  oil  for  the  bath  or  shower 

Alpha-KERI  makes  dry  skin  feel  soft  and  smooth  immediately.  It  effectively  deposits  a uniform,  partially- 
occlusive  oil  film  over  the  entire  skin  area.  Alpha-KERI  lubricates  the  skin,  relieves  itching  and  restores  the 
protective  action  of  natural  skin  oils  lost  by  the  action  of  water,  weather  and  detergents.  It  moisturizes  the 
skin  and  also  helps  to  retain  moisture  by  retarding  evaporation  of  water.  Alpha-KERI  contains:  Kerohy- 
dric®,  brand  of  dewaxed,  oil-soluble,  keratin-moisturizing  fraction  of  lanolin,  mineral  oil,  and  a special 
nonionic  emulsifier  which  provides  the  right  amount  of  water  dispersibility  for  optimum  coverage  of  the 
skin  with  emollient  oils.  Alpha-KERI  oil  may  be  used  in  the  bath,  in  the  shower,  for  sponge  bathing  and 
for  infant  baths.  It  can  also  be  used  for  skin  cleansing  where  soap  is  contraindicated.  Alpha-KERI  oil  is 
tinted  an  attractive  green  color  and  pleasantly  scented.  Bottles  of  8 fl.  oz.  Write  for  samples  and  literature. 

Westwood  Pharmaceuticals,  Buffalo  13,  New  York 


FAR  GREATER  activity  with  far  less  antibiotic 
UNRELENTING  peak  attack  throughout  therapy 
EXTRA-DAY  protection  against  relapse 

Declomycin 

Demethylchlortetracycline  Lederle 

A new  force  in  broad-spectrum  therapy 


extra 


LEDERLE  LABORATORIES 
A Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


CAPSULES,  150  mg., 
Bottles  of  16  and  100. 
Dosage:  1 capsule  q.i.d. 
PEDIATRIC  DROPS,  60  mg./cc. 
In  10  cc.  bottle  with  calibrated  dropper. 
ORAL  SUSPENSION,  75  mg./5  cc.  teaspoonful. 

In  2 oz.  bottles. 
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• Enlargement  reduced  92% 

• Nocturia  relieved 95% 

• Urgent  urination  relieved 81% 

• Frequency  urination  reduced 73% 

• Discomfort  relieved 71% 

• Delayed  micturition  relieved 70% 


The  need  for  conservative  measures,  rather  than  radical 
surgery  for  benign  prostatic  hypertrophy  is  indicated  by 
the  comparatively  low  death  rate  from  this  condition. 

PROSTALL  Capsules  contain  6 gr.  of  a mixture  of 
aminoacetic  acid  (glycine)  glutamic  acid  and  alanine. 
The  recommended  dosage,  2 Prostall  Capsules,  3 times 
daily  for  2 weeks,  thereafter  1 capsule  3 times  daily  for 
a minimum  of  3 months  for  marked  improvement. 

Supplied  in  bottles  of  100  and  250  capsules.  Available 
at  all  pharmacies. 


Write  for  a reprint  of  the  above  mentioned  article 
and  professional  literature.  Use  the  coupon  below. 


METABOLIC  PRODUCTS  CORP.  SWM-12 

Little  Bldg.,  Boston  16,  Mass. 

Gentlemen: 

Kindly  send  me  without  obligation: 

□ Professional  Literature. 

□ Reprint  of  the  clinical  report. 

Name 

Address 

City  Zone  State 


TIP' 


y s 

EXAMINATION  TABLE  ROLLS 

All  Sizes  Available 
Smooth  and  Crepe  Paper 

PROFESSIONAL  TOWELS 

Best  Quality  Cellulose 
White  and  Green 
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the  disease  of  many  masks 

Doctor,  do  you  recognize  this  patient?  She  complains 
of  flatulence,  constipation  with  alternating  periods 
of  diarrhea,  and  colicky  pains  in  the  lower  right 
quadrant.  At  other  times  she  is  troubled  by  anorexia, 
lassitude,  dull  headache,  muscle  pains  and  backache. 
Or  she  may  have  only  one  or  two  of  these  symptoms. 

In  these  puzzling  cases,  serious  consideration  should 
be  given  to  intestinal  amebiasis — the  disease  of 
many  masks.  Clinicians  say  it  is  “one  of  the  most 
widespread  and  serious  protozoan  diseases  of  man,” 
yet  “there  is  no  parasite  more  often  misdiagnosed 
than  is  E.  histolytica.”  Conservative  estimates  place 
the  incidence  at  10%  of  the  United  States  population 
as  a whole,  and  16%  in  southern  states. 

Now  Glarubin,  a relatively  non-toxic  amebicide, 
simplifies  the  treatment  of  suspected  cases  of  intes- 
tinal amebiasis.  Glarubin,  a crystalline  glycoside  from 
the  fruit  of  Simarouba  glauca,  is  a specific  amebicidal 
agent  with  minimal  side  effects.  It  contains  no  arse- 
nic, bismuth  or  iodine. 

Glarubin  is  administered  orally  in  tablet  form  and 
does  not  require  strict  medical  supervision  or  hospit- 
alization. Extensive  clinical  trials  prove  it  highly 
effective  in  intestinal  amebiasis,  and  virtually  free 
of  toxicity. 

Supplied  in  bottles  of  40  tablets,  each  tablet  contain- 
ing 50  mg.  of  glaucarubin.  Write  for  descriptive 
literature,  bibliography,  and  dosage  schedules. 

n&l^Glarubin 

TABLETS 

specific  for  intestinal  amebiasis 

THE  S.  E.  MASSENGILL  COMPANY 

BRISTOL,  TENNESSEE 

NEW  YORK  • KANSAS  CITY  • SAN  FRANCISCO 
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when  Blues  in  the  Night  are  due  to  infant  "Colic” 


Barbicaine* 

oral  antispasmodic-sedative 

offers  prompt  relief 

Barbicaine’s  local  anesthetic  action  usually  brings 
prompt  symptomatic  relief  of  gastrointestinal  spasm 
. . . often  in  minutes. 

keeps  baby  comfortable  longer 

Barbicaine’s  mild  sedative  action  prolongs  the  sys- 
temic relaxation  over  longer  periods  of  time. 

And  Barbicaine's  calibrated  plastic  drop-tip  bottle 
makes  it  easy  to  measure  accurately  when  mother 
adds  it  to  the  formula. 


For  Infants  under  20  lbs. 

5 drops  q.i.d. 

20  to  30  lbs. 

10  drops  q.i.d. 

30  to  40  lbs. 

15  drops  q.i.d. 

For  Older  Children 

20  drops  q.i.d. 

/ 

Each  cc.  of  Barbicaine  contains: 

Procaine  Hydrochloride,  U.S.P.  . 50  mg. 

a Pentobarbital 4 mg. 

Phenobarbital,  U.S.  P 4 mg. 

J}^  Available  in  15  cc.  plastic  dropper-tip  vial. 
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The  Physician  and  Community  Leadership 

By  Russell  L.  Deter,  M.D.,  El  Paso 


In  my  first  “President’s  Page”  I wish  to  express 
my  appreciation  for  the  honor  you  have  bestowed 
upon  me  in  electing  me  President  of  the  South- 
western Medical  Association  — an  association 
which,  in  all  its  history  of  41  years,  has  been 
characterized  by  the  neighborliness  of  its  mem- 
bership. 

Our  meetings  have  been  outstanding  in  pres- 
entation of  its  scientific  speakers,  but  more  than 
that — these  meetings  have  afforded  us  with  an 
opportunity  once  a year  to  enjoy  the  company 
of  our  friends  and  their  families,  much  in  keeping 
with  the  old  tradition  of  the  southwest  camp 
meetings. 

My  purpose  this  year,  through  these  pages,  will 
be  to  urge  you  to  participate  more  actively  in 
your  county  medical  society  affairs  and  your  com- 
munity affairs,  and  to  keep  you  posted  on  changes 
in  national  politics  and  legislation,  as  it  pertains 


to  the  medical  profession. 

Big  Problem 

Today,  one  of  our  big  problems  in  medicine  is 
to  find  methods  by  which  we  can  stir  up  the  mass 
inertia  of  a vast  segment  of  the  medical  population 
— not  only  regarding  problems  which  concern 
medicine  specifically,  but  problems  which  concern 
the  nation  as  a whole.  It  is  extremely  difficult  for 
30  members  of  a 300-member  county  society  to 
conduct  the  business  of  that  society  to  the  satis- 
faction of  a majority.  This  probably  is  one  ex- 
planation for  dissatisfaction  with  some  of  the  de- 
cisions of  your  local  county  medical  society.  The 
question  is — WERE  YOU  THERE??.  Quoting 
from  an  article  by  Dr.  Roger  L.  Buck,  M.D.,  in 
“The  Trustee’’ — the  journal  for  Governing  Hos- 
pital Boards — 

“I  will  not  attempt  to  discuss  the  reasons,  but 
physicians  today  seldom  assume  the  community 
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leadership  roles  of  their  predecessors.  A family 
physician  who  was,  at  the  same  time,  a leader  in 
the  community,  commanded  prestige  from  his  pa- 
tients. 

Active  Concern 

He  was  respected  for  his  active  concern  in  the 
patient,  and  in  the  patient’s  community.  There 
was  less  chance  of  his  having  to  labor  under  the 
stigma  of  a label  of  commercialism  imposed  by  a 
suspicious  or  poorly  informed  public.  Examination 
of  the  problems  of  the  widening  gap  of  the  physi- 
cian-patient relationship  demonstrates  that  forces 
are  involved  that  necessitate  assistance  from  be- 
yond the  ranks  of  the  medical  profession.  Solutions 
of  these  problems  will  be  a task  for  research  and 
other  collaboration  between  social  science  and 
medicine. 

Let  us,  therefore,  become  involved  with  our 
entire  community  problems,  and  not  be  so  inti- 
mately concerned  with  our  own  private  little  rat 
race. 

I would  like  to  avail  myself  of  this  opportunity 
to  wish  you  a Very  Merry  Christmas  and  a Happy 
and  Prosperous  New  Year. 


Synthetic  Drug  Successful  In 
Treating  Skin  Infections 

A new,  orally  administered  antibacterial  drug 
has  been  highly  successful  during  the  past  few 
months  in  treating  almost  ninety  per  cent  of  pa- 
tients with  a wide  variety  of  skin  infections  at  the 
department  of  dermatology  of  the  University  of 
Cincinnati’s  College  of  Medicine. 

Most  of  these  infections  have  been  due  to 
staphylococci,  the  bacteria  primarily  responsible 
for  the  increase  of  drug-resistant  infections  in  hos- 
pitals, and  some  have  been  resistant  to  other  anti- 
biotic agents.  Dr.  Alfred  L.  Weiner,  associate  pro- 
fessor of  dermatology  at  the  college,  reported  on 
treatment  of  skin  infections  with  the  new  drug, 
Altafur,  at  a conference  on  the  management  of 
chronic  dermatoses  at  the  college  here  today. 

Significant  Results 

These  results  are  significant,  Dr.  Weiner  said, 
because  “the  medical  profession  may  in  the  future 
have  to  rely  more  and  more  on  synthetic,  man- 
made antibacterial  drugs  rather  than  on  the  once 
remarkably  effective  antibiotics,  derived  from  na- 


ture, because  of  the  emergence  of  increasing  num- 
bers of  resistant  strains  of  bacteria  and  the  in- 
creasing number  and  hazard  of  reactions  to  them.” 

Altafur,  whose  generic  name  is  furaltadone,  is 
the  newest  of  the  synthetically  derived  nitrofurans, 
distinct  from  the  antibiotics  and  the  sulfa  drugs. 
It  has  been  effective,  Dr.  Weiner  reported,  in 
treating  35  out  of  40  patients  with  boils,  car- 
buncles, bacterial  skin  infections  accompanying 
eczema,  acne,  cellulitis,  and  other  infections  caused 
by  staphylococci.  Besides  the  forty  patients  whose 
progress  has  been  followed  carefully,  an  additional 
22  have  been  treated  in  the  short  time  his  investi- 
gation has  been  underway,  and  initial  study  indi- 
cates that  results  will  probably  parallel  those  ob- 
tained with  the  first  group  of  patients. 

Earlier  Studies 

Earlier  sensitivity  studies  with  Altafur  showed 
that  it  was  inhibitory  to  449  of  476  cultures  of 
staphylococcus  aureus,  including  220  of  the  so- 
called  phage-type  80/81  organisms,  the  ones  caus- 
ing the  greatest  problems  of  resistance  to  anti- 
biotics in  hospitals. 

The  incidence  of  side  reactions  to  the  new 
drug  was  low,  Dr.  Weiner  said,  with  five  in- 
stances of  nausea  and  vomiting,  one  of  dizziness, 
and  an  unusual  reaction  of  rash,  fast  pulse  and 
difficult  breathing  in  a few  patients  who  had 
taken  alcohol  during  drug  therapy.  The  latter 
reaction  resembled  that  seen  with  Antabuse,  a 
drug  used  to  combat  alcoholism.  Eaton  Labora- 
tories, developers  and  producers  of  the  nitro- 
furans, have  cautioned  physicians  that  alcohol 
must  not  be  ingested  during  and  for  at  least 
seven  days  after  Altafur  therapy. 

Resistant  Strains 

Dr.  Weiner  pointed  out  that  since  resistant 
strains  of  bacteria  evidently  emerge  chiefly  in 
hospitals,  reevaluation  and  improvement  of  cur- 
rent hospital  aseptic  and  housekeeping  techniques 
is  necessary. 

Minor  skin  infections  caused  by  staphylococci 
can  be  treated  simply  with  topical  drugs.  Systemic 
treatment  should  be  reserved  for  those  that  are 
extensive,  unresponsive  or  resistant.  “And  it  is  in 
this  area,”  Dr.  Weiner  said,  “that  the  chemo- 
therapeutic agents  will  have  increasing  application 
in  the  future.” 
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Lead  Exposure  — 

A Common  Cause  of  Disease 


Bv  R.  P.  Watterson.  M.  D.,  Scottsdale , Ariz. 

The  lethal  and  crippling  role  of  lead  is  played 
in  two  parts.  One  is  the  activation  of  hyaluronidase 
(the  spreading  factor  enzyme  that  liquefies  con- 
nective tissue)  and  the  second  is  the  blocking 
of  heme  formation. 

Heme  is  the  iron  porphyrin  chelate  that  is  the 
basic  structure  of  all  enzymes  which  transport, 
utilize  and  store  oxygen.  These  enzymes  include 
all  of  the  oxidases,  catalase,  hemoglobin,  myoglo- 
bin, slater  factor,  tyrosinase  and  the  cytochrome 
groups. 

Lead  blocks  the  chelation  of  iron  with  the 
porphyrin  ring  thereby  limiting  the  heme  avail- 
able for  synthesis  of  porphyrinic  enzymes.  If 
porphyrin  synthesis  and  absorption  proceeds  nor- 
mally which  this  chelation  mechanism  is  blocked 
the  porphyrin  fractions  accumulate  with  resultant 
excretion.  This  phase  is  recognized  as  porphyria. 
The  associated  dysfunction  which  is  due  to  a low 
titer  of  porphyrinic  enzymes  disturbs  all  phases 
of  intermediary  metabolism  and  total  function. 

Adequate  attention  has  not  been  drawn  to  the 
fact  that  many  substances  inhibit  porphyrin 
synthesis  which  if  coexistant  with  lead  activity 
would  prevent  porphyrin  accumulation  and  ex- 
cretion, meanwhile,  markedly  lowering  the  titer 
of  porphyrinic  enzymes.  The  technical  difficul- 
ties in  bioassay  of  these  enzymes  has  prevented 
adequate  study. 

Water  Retention 

Hyaluronidase  activity  in  liquefaction  of  con- 
nective tissue  and  cartilage  is  well  documented. 
The  fact  that  hyalinization  of  these  structures 
results  in  water  retention  due  to  release  of  mu- 
coids, mucopolysaccharides,  etc.,  with  resulting 
symptoms  of  anoxia,  electrolyte  disturbance  and 
defensive  changes  in  intermediary  metabolism,  has 
not  been  assimilated  into  the  picture  of  patho- 
logic physiology  by  the  majority  of  medical  minds. 

Without  lead,  hyaluronidase  is  inert.  With  this 
point  in  mind,  the  necessity  for  reducing  lead 
exposure,  promoting  deposition  of  lead  by  simu- 
lating calcification  of  bone  and  enhancing  excre- 


tion of  lead  becomes  apparent.  At  the  clinical 
level,  control  of  the  lead  factor  and  adequate 
supply  of  essential  nutrients  for  maintenance  of 
structural  and  functional  stability  can  be  merged 
with  antibiotic  and  chemotherapeutic  attacks  on 
hyaluronidase-producing  bacteria.  This  more 
comprehensive  program  also  relieves  the  metabo- 
lic pressures  attendant  with  suppression  of  heme 
formation  which  exist  while  lead  remains  in  solu- 
tion in  tissue  fluids. 

Pertinent  Instructions 

For  both  prevention  and  treatment  recommen- 
dations to  patients,  the  following  instructions  are 
pertinent. 

1.  Reduce  lead  exposure  by  avoiding  smog,  car 
exhausts,  lead-contaminated  foods,  chemical 
gases,  excessive  handling  of  paint  and  lead- 
containing  objects. 

2.  Eliminate  magnesium-low  foods  (white  sugar, 
Karo  and  white  flour).  Since  magnesium  is 
required  for  the  combustion  of  sugar  and 
starch,  and  inhibition  of  hyaluronidase,  a mag- 
nesium-low diet  results  in  mobilization  of  mag- 
nesium from  bone  with  decalcification  and 
release  of  lead  from  bone. 

3.  Avoid  symptomatic  steroid  therapy  to  pre- 
vent decalcification  with  its  attendant  mobili- 
zation of  lead. 

4.  Reduce  stress  to  a minimum.  Excessive  en- 
dogenous secretion  and  the  attendant  catabolic 
processes  are  prevented. 

5.  Take  additional  magnesium  (in  absorbable 
form),  vitamin  C.  bioflavinoids,  paba,  vitamins 
A,  D and  E and  calcium  pantothenate  when  the 
signs  and  symptoms  of  hyaluronidase  activity 
are  evident.  These  nutritional  factors  stabilize 
tissue  and  inhibit  hyaluronidase.  Hyalex  (Miller 
Pharmacal  Company)  combines  these  factors. 

6.  Take  supplementary  HC1  with  meals  to  assist 
assimilation.  Without  adequate  HC1  in 
stomach  juice,  calcium  is  not  assimilated. 

7.  Versenate  (Riker)  can  be  used  to  increase 
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lead  excretion  if  chronic  lead  exposure  is  un- 
avoidable, or  serum  lead  levels  remain  ele- 
vated. 

8.  Utilize  testosterone  or  estrogen  therapy  or 
both,  as  indicated,  for  anabolic  stimulus  to 
ossification  and  deposition  of  lead,  thus  clear- 
ing or  lowering  serum  lead  levels. 

Excerpts 

For  convenience  in  reference,  the  following 
excerpts  from  the  literature  are  presented. 

The  metal  activator  of  hyaluronidase  is  lead. 
(Blackburn,  C.R.B..  J.  Biol.  Chem.  v.  278,  p. 
855-1949.) 

“If  the  blockage  of  the  reticulo-endothelial 
system  takes  place  at  the  same  time  as  the  lead 
poisoning  then  the  acute  anaemia  appears  more 
rapidly,  the  basophilic  granulation  more  slowly, 
and  the  level  of  serum  iron  seems  to  remain  un- 
changed at  its  normal  value.  Quantitative  ex- 
amination of  the  iron  in  organs  rich  in  reticulum 
tissue  reveals  decidedly  lower  values  than  in  a 
corresponding  rabbit  with  simple  lead  poisoning. 
In  the  spleen,  on  the  other  hand,  we  often  ob- 
served normal  iron  values  . . . 

“These  experiments  lead  us  to  conclude  that 
lead  poisoning  causes  an  inhibition  of  the  utiliza- 
tion of  iron  in  the  synthesis  of  haemoglobin  in 
the  erythroblast.  This  causes  the  formation  of  a 
blood  pigment  minus  iron — a porphyrin  of  type 
III.”  (Vannotti,  A.,  Porphyrins,  p.  130  and 
131,  1954). 

A low  order  of  hemoglobin  production,  with 
porphyrin  production  proceeding  at  the  normal 
levels,  can  potentially  result  in  what  would  be 
regarded  as  excessive  excretion  of  porphyrins. 
This  is  the  situation  in  lead  poisoning  wherein 
utilization  of  iron  and  the  synthesis  of  hemoglo- 
bin appear  to  be  impaired.  (Drabkin,  D.  L.,  Phy- 
siol. Rev.,  v.  31,  p.  411 — 1951). 

“Recent  work  has  demonstrated  that  Copropor- 
phyrin III  formed  during  lead  intoxication  is  not 
derived  from  haemoglobin  degradation  but  from 
disordered  haem  synthesis  (Grinstein,  Wikoff,  de 
Mello  and  Watson)”..  . . (Vannotti,  A.,  Por- 
phyrins, p.  32 — 1954). 

In  “Review  of  Physiological  Chemistry”  by 
H.  A.  Harper,  6th  Ed.,  p.  65,  there  is  a diagram 
showing  that  Coproporphyrin  III  is  an  immediate 
precursor  of  Heme — which  is  in  turn  utilized  to 
form  the  oxidative  enzyme  systems,  whether  it 


be  hemoglobin,  myoglobin,  catalase  or  the  cyto- 
chromes. Therefore,  all  the  enzymes  in  the  oxy- 
gen transport,  storage  and  utilization  are  basical- 
ly porphyrin  derived  compounds. 

“Coproporphyrin  III  is  excreted  in  excessive 
quantities  as  the  result  of  (1)  exposure  to  certain 
toxic  chemicals  and  heavy  metals  (e.g.,  lead)” 
. . . (Cantarow,  A.,  and  Schepartz,  B.,  Bioche- 
mistry, p.  596 — 1954). 

Porphyrins  are  high  in  liver  during  pernicious 
anemia,  heart  disease,  lead  poisoning  and  lympho- 
granuloma, etc.  (Noering,  M.Z.  ges  inn.  Med., 
v.  4,  p.  182—1949). 

In  thalassemia  (Cooleys  anemia)  and  in  lead 
poisoning,  red  blood  cells  deficient  in  hemoglo- 
bin are  found  despite  the  abundance  of  iron 
granules  within  the  normoblasts.  (Kaplan,  E.  et 
al,  Blood,  v.  9,  p.  202 — 1954). 

“.  . . Industrial  poisoning  with  lead  is  more 
common  through  the  respiratory  tract  than  by 
ingestion.  Lead  fumes  and  dusts  are  readily  ab- 
sorbed from  the  lungs  and  pass  directly  into  the 
general  circulation  more  completely  than  through 
the  gastrointestinal  tract  . . . Thus,  lead  demon- 
strates some  of  the  important  differences  between 
pulmonary  and  intestinal  absorption.”  (Sodeman, 
Wm.  A.,  Pathologic  Physiology:  Mechanisms  of 
Disease,  p.  755 — 1950). 

“The  accumulation  of  excessive  amounts  of 
lead  in  the  body,  leading  to  plumbism,  results 
from  the  absorption  of  the  metal  from  the  gas- 
trointestinal tract,  the  respiratory  epithelium  or 
through  the  skin  ...  In  industry,  the  respiratory 
and  cutaneous  routes  of  absorption  are  more  im- 
portant than  the  oral  . . . 

“.  . . The  addition  of  tetra-ethyl  lead  to  gaso- 
line constitutes  an  important  source  of  skin  pene- 
tration leading  to  plumbism.  In  industry,  the  in- 
halation of  lead  fumes  is  the  chief  portal  of 
entry  and  is  the  most  important  route  leading 
to  lead  poisoning.  Lead  that  is  inhaled  is  much 
more  toxic  than  lead  which  is  ingested. 

“.  . . When  large  quantities  of  lead  are  inhaled 
or  absorbed,  excretion  does  not  keep  pace  and 
storage  occurs  . . . Immediately  after  absorption, 
the  greatest  amount  of  lead  appears  in  the  spleen, 
liver  and  kidneys.  After  a few  days,  it  collects 
entirely  in  the  bones  . . . Not  all  the  lead  de- 
posited in  bone  is  excreted  when  it  is  liberated. 
It  is  repeatedly  dissolved  and  redeposited  along 
the  epiphyseal  lines  of  growth,  especially  in  child- 
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ren  . . . Early  signs  of  lead  poisoning  include  a 
mild  polycythemia;  polychromatophilia;  increase 
in  platelets  and  reticulocytes.  The  reticulocyte  is 
an  early  sensitive  sign  of  lead  intoxication.  Later, 
there  are  evidences  of  bone  marrow  depression 
including  anemia;  increase  in  basophilic  cells;  in- 
crease in  mononuclears;  anisocytosis;  poikilocy- 
tosis;  nucleated  red  blood  cells  and  thrombocy- 
topenia.” (Hyman,  H.  T.,  An  Integrated  Prac- 
tice of  Medicine,  p.  762  and  763 — 19461. 

Lead  in  bones  occurs  especially  in  fat  cells 
of  bone  marrow  and  x-rays  do  not  show  it.  It 
deposits  in  all  bone  surfaces  over  which  blood 
passes.  (U.  S.  Public  Health  Reports,  No.  58,  p. 
209-216—1943). 

Note  well  that  porphyrins  are  probably  found 
in  all  living  cells  — including  all  human  cells  — 
although  they  are  concentrated  in  the  bone  mar- 
row (Everett  Med.  Biochem.,  p.  540  and  Gra- 
nick,  S.,  Gilder,  H.,  Advances  in  Enzymology, 
v.  7,  p.  306 — 1947)  and  are  associated  especially 
with  nucleated  erythrocytes.  (Larsen,  E.  G.  et  al, 
Fed.  Proc.  v.  12,  p.  236  (No.  777)— 1953). 

It  should  be  emphasized  that  all  known  vita- 
mins and  twelve  or  more  minerals  are  essential 
in  normal  heme  synthesis.  The  same  is  true  of 
chlorophyll  synthesis,  in  which  connection  we  are 
reminded  that  the  formation  of  the  porphyrin 
ring  by  the  chlorella  plant  follows  almost  an 
identical  pattern,  whether  chlorophyll  is  the  end- 
product  or  heme  is  the  ultimate  goal.  (Della  Ro- 
sa, R.  J.  et  al,  J.  Biol.  Chem.,  v.  202,  p.  771 — 
1953;  Granick,  S.  et  al.  Ibid  v.  202,  p.  793-813 
—1953). 

In  acute  porphyria  hormonal  relationship  and 
allergy  factors  are  involved.  (Dorken,  H..  J.A. 
M.A.,  v.  152,  p.  1282—1953  Abs.). 

Diamine  oxidase  functioning  with  the  dehy- 
drogenase systems,  destroys  histamine.  Diamine 
oxidase  is  formed  from  heme.  Its  only  variance 
from  other  porphyrinic  enzymes  being  its  pros- 
thetic side  chains.  It  is  logical  to  conclude  that 
any  major  suppression  of  heme  synthesis  woud 
result  in  a decreased  titer  of  diamine  oxidase. 
The  clinical  manifestation  of  this  low  titer  would 
be  the  signs  of  allergic  disorder.  (Cantarow,  A., 
& Schepartz,  B.,  Biochemistry,  p.  274,  358-368 
— 1954;  Martin,  C.  J.,  Biological  Antagonism,  p. 
44-47—1951). 

Rheumatic  carditis  is  associated  with  consider- 
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able  increase  in  hyaluronidase  and  histimine. 
Clinical  improvement  parallels  lowering  the  levels 
of  both.  (Stepanyan.  E.  P.  and  Perchikova,  O.  E., 
Clin.  Med.  v.  35,  #5,  p.  129—1957). 

Catalase  (a  porphyrin-derived  compound,  and 
an  oxidative  enzyme)  in  liver  is  correlated  in- 
versely with  severity  of  disease  and  is  particular- 
ly low  in  infectious  hepatitis.  (Dale,  B.G.,  Am. 
J.  Med.  Sci.,  v.  226,  p.  42—1953). 

In  cancer,  liver  catalase  is  greatly  diminished 
through  interference  with  synthesis  of  hematopor- 
phyrin  ring.  (Greenstein,  J.P.,  J.  Natl.  Cancer 
Inst.,  v.  3,  p.  397—1943). 

Hyaluronic  acid  is  found  in  connective  tissues, 
synovial  fluids,  cartilage,  vitreous  humor,  the  cor- 
nea, umbilical  cord,  . . . and  in  many  bacteria. 
It  is  concerned  with  rheumatism  and  the  fluid 
transfer  of  tissues.  (Gross,  J.,  J.  Biol.  Chem., 
v.  172,  p.  511—1948). 

The  hyaluronic  acid  of  the  intervertebral  discs 
is  liberated  and  decomposed  by  hyaluronidase. 
(McClure,  C.  et  al,  Science  v.  230,  p.  189 — 
1954). 

“Hyaluronic  acid  is  a mucopolysaccharide 
found  in  animal  tissues,  whose  function  appears 
to  be  that  of  binding  water  in  interstitial  spaces, 
holding  cells  together  in  a jelly-like  matrix  and 
serving  as  a lubricant  or  shockabsorber  in  joints 
. . . long  chain  compounds  of  hyaluronic  acid 
plus  proteins  give  tensile  strength  and  elasticity 
to  connective  tissues.  In  synovial  fluids  the  vis- 
cosity is  due  largely  to  this  hyaluronic  acid-pro- 
tein complex.  The  hyaluronidase  (enzyme) 
breaks  down  this  viscosity  to  watery  consistency.” 
(Arts  and  Osman,  Biochem.  of  Glucuronic  Acid. 

p.  18-20). 

Injection  of  hyaluronidase  into  the  joints  of 
living  animals  causes  “hydrolysis  of  hyaluronic 
acid  (content)  with  decrease  in  viscosity.”  (Re- 
gan, C.  and  De  Lamater,  A.,  Proc.  Soc.  Exp. 
Biol.  Med.  v.  50,  p.  349 — 1942). 

The  arthritic  condition  affects  the  collagen  tis- 
sues of  the  body  (Frick,  P.G.,  Blood,  v.  10,  p. 
691)  and  the  muco-protein  of  cartilage.  (Shubert, 
M.  and  Shatten,  J.,  Ann.  Rheum.  Dis.,  Proc.  v. 
14,  p.  95—1955)  . 

The  hyaluronic  acid  of  the  intervertebral  discs 
is  liberated  and  decomposed  by  hyaluronidase. 
(McClure,  C.  et  al,  Science  v.  119,  p.  189 — 
1954). 
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In  gout,  a lack  of  circulating  hyaluronic  acid 
tends  to  cause  retention  of  uric  acid.  (Allen,  G.F. 
et  al,  Am.  J.  Med.  Sci.,  v.  230,  p.  30 — 1955). 

Rheumatic  carditis  is  associated  with  consider- 
able increase  in  hyaluronidase  and  histamine.  Cli- 
nical improvement  parallels  lowering  the  levels 
of  both.  (Stepanyan,  E.P.  and  Perchikova,  O.E., 
Clin.  Med.  v.  35,  no.  5,  p.  129 — 1957). 

Hyaluronidase  and  deoxycorticosterone  increase 
permeability  of  “ground  substances”  by  depoly- 
merizing  hyaluronic  acid.  In  vitro,  hyaluronidase 
destroys  the  “plasma  clearing  factor,”  indicating 
the  latter  contains  a mucopolysaccharide.  (Seif- 
ter,  J.  and  Baeder,  D.H.,  Proc.  Soc.  Exp.  Biol. 
Med.  v.  86,  p.  709—1954). 

Hyaluronidase  is  inhibited  by  magnesium  as 
blood  serum  of  magnesium  is  raised  from  0.05  to 
0.1  mEq.  (Domonkos,  J.  et  al,  Acta  Physiol. 
Scand.  Sci.  Hungary,  v.  6,  p.  11 — 1954). 

Magnesium  deficiency  may  cause  excessive  cal- 
cification of  the  bones  of  the  kidneys,  heart  and 
arteries,  along  with  dermatitis,  vasodilation  and 
convulsions  (including  tetany).  Much  of  the  mag- 
nesium intake  is  lost  through  the  bowel.  (Eve- 
rett’s Med.  Biochem.  p.  591-593 — 1946). 

Release  of  excess  histamine  into  the  blood 
stream  may  be  prevented  by  magnesium.  (Mc- 
Intine,  F.C.  et  al,  Am.  J.  Physiol,  v.  159,  p. 

332). 

Vitamin  A levels  of  the  blood  are  usually  low 
in  arthritic  conditions.  The  same  is  true  of  the 
Vitamin  B complex,  as  well  as  of  Vitamin  D 
and  E.  (Sachler,  Acta.  Med.  Scand.  v.  110,  p. 
285—1942). 

The  toxicity  of  lead  is  materially  lessened  by 
adequate  Vitamin  C.  (Frommel,  E.  and  Loufti, 
M.,  Arch.  Sci.  Phys.  Nat.  v.  26,  p.  149 — 1944). 

In  the  biosynthesis  of  collagen  (connective  tis- 
sue) “Procollagen”  has  been  found  to  be  an  in- 
termediate substance,  the  formation  of  which 
depends  directly  upon  adequate  Vitamin  C. 
(Orckhovitch  and  Shipkiter,  V.O.,  Science,  v. 
127,  p.  1371—1958). 

Tocopherols  inhibit  hyaluronidase  both  in  vitro 
and  vivo,  so  Vitamin  E may  be  useful  in  the 
treatment  of  collagen  disease.  (Grifa,  P.  Minerva 
Med.  v.  43-1,  p.  270—1952). 

Capillary  permeability  increases  in  Vitamin 
E deficiency,  with  resulting  accumulation  of  un- 
saturated fatty  acids,  and  exudation  diathesis. 


(Dam,  H.,  Proc.  Soc.  Exp.  Biol.  Med.  v.  52,  p. 
285—1943). 

In  experiments  on  rats  using  DHT  (dihydro- 
tachysterol)  and  NaH,PO,,  Selye  precipitated 
widespread  calcification  in  the  aorta,  and  in  the 
heart  there  was  calcification  of  the  Monckeberg 
type  in  the  coronary  vessels.  In  addition  there 
were  many  areas  of  myocardial  necrosis  and 
thrombi  developed  adjacent  to  the  areas  of  necro- 
tic tissue.  These  thrombi  and  necrosed  areas 
were  identical  to  that  seen  in  human  hearts. 
The  necrosed  areas  and  calcification  were  com- 
pletely prevented  by  MgCL  and  almost  com- 
pletely prevented  by  KC1.  (Selye,  H.,  Am.  Heart 
J.,  v.  55,  #6,  p.  805-809—1958). 

Magnesium  activates  more  enzyme  systems,  in- 
cluding those  of  the  glycolytic  series  and  the 
Krebs  cycle,  than  any  other  mineral.  (J.  Am. 
Chem.  Soc.  v.  76,  p.  2279 — 1954;  J.  Biol.  Chem. 
v.  216,  p.  215—1955). 

Magnesium  inhibits  the  “spreading  factor,” 
which  destroys  connective  tissues,  known  as  hy- 
aluronidase. (Freeman  et  al,  Proc.  Soc.  Exp. 
Biol.  Med.  v.  70,  p.  524 — 1949). 

Adrenal  cortex  activity  is  intimately  associated 
with  pantothenate  supply  and  the  latter  vitamin 
is  a part  of  “co-enzyme  A”  which  plays  an  essen- 
tial role  in  the  metabolism  of  carbohydrates,  fats, 
steroid  hormones  and  cholesterol.  (Nut.  Revs.  v. 
6,  p.  201—1948;  J.  Biol.  Chem.  v.  200,  p.  839— 
1953;  Hurley,  L.  C.  et  al,  J.  Nut.  v.  54,  p.  403 — 
1954). 

Deficiency  of  so-called  Vitamin  P (bioflavo- 
noids) predisposes  to  degenerative  and  infectious 
disease,  as  “Vitamin  P.”  inhibits  hyaluronidase. 
(Levitan,  B.  A.,  Am.  J.  Physiol,  v.  157,  p.  422 — 
1949). 

Hesperidin  seems  to  be  a natural  inhibitor  of 
hyaluronidase.  (Chem.  Eng.  News,  v.  30,  p.  4391 
—Edit.). 

Summary 

The  roles  of  lead  in  blocking  heme  forma- 
tion and  activation  of  hyaluronidase  have  been 
presented.  The  far-reaching  effects  of  these  act- 
ions can  be  projected  by  those  familiar  with 
physiology  and  pathology. 

Physiologic  measures  are  suggested  for  the 
patient  showing  signs  of  connective  tissue  distur- 
bance. Laboratory  diagnosis  of  lead  accumula- 
tion remains  unsatisfactory. 

Post  Office  Box  1027 
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SOUTHWESTERN  MEDICINE 


Dr.  Charles  J.  Newcomb  of  Tucson 
Heads  Southwest  OB-GYN  Society 


Dr.  Charles  J.  Newcomb  of  Tucson  was  elected 
President  of  the  Southwest  Obstetrical  and  Gyne- 
cological Society  at  its  ninth  annual  meeting  in 
Palm  Springs,  Calif.,  November  1-3. 

Other  officers  elected  at  the  meeting  were  Dr. 
John  Wanless,  San  Diego,  President-elect;  Dr. 
Robert  O’Donnell,  Las  Vegas,  Nev.,  Vice-Presi- 
dent; Dr.  Raymond  Jennett,  Phoenix,  Treasurer; 
and  Dr.  Zeph  B.  Campbell,  Phoenix,  Secretary. 
Doctors  Jennett  and  Campbell  were  both  re- 
elected. Dr.  Donovan  Johnson  of  Santa  Ana, 
Calif.,  was  the  retiring  President. 

New  members  of  Council  Group  “B”  are  Dr. 
Carlos  Craig,  Phoenix,  Dr.  Ray  Young,  Santa  Fe, 
Dr.  Paul  Peterson,  Fullerton,  Calif.,  Dr.  Paul  O. 
Wiig,  Reno;  Dr.  Charles  T.  Franklin,  La  Mesa, 
Calif;  and  Dr.  Bernard  Hark,  La  Jolla,  Calif. 

Members  of  Council  Group  “A”,  who  continue 
in  office  for  another  year,  are  Dr.  James  Ravens- 
craft,  San  Diego,  Dr.  Gray  Carpenter,  El  Paso, 


Dr.  Louis  McRae,  Albuquerque,  and  Dr.  Herman 
Rhu,  Tucson. 

Meeting  In  Las  Vegas 

The  1960  meeting  will  be  held  in  Las  Vegas, 
Nev.,  with  November  7 and  8,  1960,  having  been 
selected  as  tentative  dates. 

Speakers  who  addressed  the  scientific  sessions 
were  as  follows: 

Dr.  Ralph  C.  Benson,  Professor  and  Chairman 
of  the  Department  of  Obstetrics  and  Gynecology, 
University  of  Oregon  Medical  School,  Portland, 
Ore.;  Dr.  Russell  R.  de  Alvarez,  Professor  and 
Executive  Officer  of  the  Department  of  Obstetrics 
and  Gynecology,  University  of  Washington  School 
of  Medicine,  Seattle. 

Dr.  Bernard  J.  Hanley,  Clinical  Professor  ot 
Obstetrics  and  Gynecology  and  Chairman  of  the 
Department  of  Obstetrics,  University  of  Southern 
California  Medical  School,  Los  Angeles;  Dr. 
Charles  E.  McLennan,  Professor  and  Chairman 
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of  the  Department  of  Obstetrics  and  Gynecology, 
Stanford  University  School  of  Medicine,  San 
Francisco. 

Dr.  Daniel  G.  Morion,  Professor  and  Chairman 
of  the  Department  of  Obstetrics  and  Gynecology, 
University  of  California,  Los  Angeles;  Dr.  Ernest 
W.  Page.  Professor  and  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology,  University  of 
California,  San  Francisco;  and  Dr.  Ralph  R.  Reis, 
Professor  of  Obstetrics  and  Gynecology,  North- 
western University  Medical  School  and  Editor  of 
Obstetrics  and  Gynecology,  Chicago. 

Born  In  Wisconsin 

Dr.  Newcomb  was  born  in  Waupun,  Wis.,  and 
received  his  B.A.  from  the  University  of  Wiscon- 
sin and  his  M.D.  from  the  University  of  Wisconsin 
School  of  Medicine.  He  interned  in  St.  Louis  City 
Hospital  from  1932  to  1933  and  then  took  a year’s 
surgical  residency  in  the  La  Crosse  Lutheran  Hos- 


pital in  Wisconsin.  He  was  at  the  Lying-in  Hos- 
pital in  Chicago  for  five  years  for  his  Obstetrical 
and  Gynecological  residency. 

He  began  the  private  practice  of  medicine  in 
1939  in  Milwaukee,  where  for  four  years  he  was 
Clinical  Instructor  of  Obstetrics  and  Gynecology 
at  Marquette  University  School  of  Medicine.  He 
served  in  the  Navy  for  four  years,  with  one  year 
in  the  South  Pacific,  and  emerged  from  the 
service  with  the  rank  of  Lieutenant  Commander. 
In  1946  he  opened  his  office  in  Tucson. 

Dr.  Newcomb  is  President  of  the  Tucson  Ob- 
stetrical and  Gynecological  Society,  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  in  the  American  College  of 
Obstetrics  and  Gynecology  and  a member  of  the 
Central  Association  of  Obstetrics  and  Gynecology. 
He  and  Mrs.  Newcomb  have  a daughter  and  two 
sons.  He  is  a member  of  St.  Phillips  of  the  Hills 
Episcopal  Church. 


Texas  Medical  President 
To  Speak  to  District  One 

Dr.  Franklin  W.  Yeager,  president  of  the  Texas 
Medical  Association,  is  slated  to  be  the  principal 
speaker  at  the  District  One  meeting  of  the  Texas 
Medical  Association  in  Pecos,  Texas,  February 
5,  1960. 

Other  speakers  on  the  tentative  program  are 
Dr.  Ira  A.  Budwig,  Dr.  E.  Samuel  Crossett,  Dr. 
John  M.  Verosky,  Dr.  C.  M.  Stanfill,  Dr.  Jack  C. 
Postlewaite,  Dr.  Nathan  M.  Kleban,  Dr.  William 
G.  Smith,  Dr.  Albert  H.  Unger,  Dr.  Louis  W. 
Breck,  and  Dr.  Frederick  P.  Bornstein,  all  of  El 
Paso. 

Officers  of  District  One  are  Dr.  W.  E.  Lockhart, 
Alpine,  president;  Dr.  W.  H.  McClure,  Kermit, 
vice-president;  and  Dr.  Gordon  L.  Black.  El  Paso, 
secretary-treasurer. 
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Palm  Springs,  Calif 


OB  and  GYN  Meeting 


The  beautiful  El  Mir- 
ador  Hotel  in  Palm 
Springs  was  the  site  of 
the  Ninth  Annual  Meet- 
ing of  the  Southwest 
Obstetrical  and  Gyneco- 
logical Society  Nov.  1-3. 
A photo  report  of  the 
meeting  is  carried  on  the 
following  pages. 
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Seated  in  the  El  Mirador 
lobby  during  a break  in  ' 
the  scientific  sessions  were, 
left  to  right,  Dr.  Ralph  A. 
Reis,  guest  speaker;  Dr. 
Bernard  ].  Hanley,  speak- 
er; Dr.  Ray  C.  Bitterlich, 
Albuquerque ; Dr.  Ralph  C.  , 
Benson,  speaker;  Dr.  Dan- 
iel G.  Morton,  speaker ; and 
Dr.  Charles  E.  McLennan, 
speaker.  In  the  foreground,  \ 
back  to  camera,  is  Dr.  Er- 
nest A.  Page,  Speaker. 


Left  to  right,  Dr.  Basil  W.  Maloney,  Lemon  Grove,  Calif.;  Dr.  Walter  M. 
Ballard,  San  Diego;  Dr.  Charles  E.  Weber,  La  Jolla,  Calif.;  and  Dr.  Robert  D. 
Cloyes,  La  Mesa,  Calif. 


Left  to  right,  Dr.  Dono- 
% Johnson,  Santa  Ana, 
lif.,  retiring  president; 
. Raymond  ].  Jennett, 
oenix,  re-elected  treasur- 
Dr.  Robert  P.  O’Don- 
l,  Las  Vegas,  new  vice- 
■sident;  Dr.  John  F. 
inless,  San  Diego,  presi- 
it-elect;  and  Dr.  Zeph 
Campbell,  Phoenix,  re- 
ded secretary. 


Clockwise,  from  upper  left  . . . 

Left  to  right,  Mrs.  Carlos  Craig,  Mrs.  Robert  E.  Jones,  Mrs. 
Charles  E.  Van  Epps,  and  Mrs.  Preston  T.  Brown,  all  of  Phoenix. 


Mrs.  Charles  I.  Newcomb,  left,  wife  of  the  Society’s  new  president; 
and  Mrs.  George  Fraser,  both  of  T ucson,  enjoy  the  Palm  Springs 
sunshine. 


Enjoying  breakfast  are,  Mrs.  Raymond  ].  Jennett,  Phoenix,  wife 
of  the  secretary-treasurer ; Mrs.  Ernest  W.  Page,  wife  of  one  of  the 
speakers;  Mrs.  Jesse  A.  Rust,  Jr.,  San  Diego,  whose  husband  is  a 
past  president  of  the  Society;  Mrs.  Bernard  J.  Hanley,  wife  of  a 
guest  speaker;  and  Mrs.  John  Wanless,  San  Diego,  whose  husband 
was  elected  president-elect. 

Left  to  right,  Dr.  John  A.  Jones,  Phoenix;  Mrs.  Jones;  Mrs.  L.  E. 
Kron,  Phoenix;  and  her  husband,  Dr.  Kron. 


Dr.  A.  H.  Thatcher,  Oceanside,  Calif.,  visits  with  Miss  Barbara 
Deisher,  Oceanside,  and  Mrs.  Charles  Weber,  La  Jolla,  Calif. 


Dr.  Martin  Cohen,  Yuma,  Ariz.,  left,  and  Dr. 
S.  Carstensen,  T ucson. 
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Dr.  Paul  O.  Wiig,  Reno,  left,  and  Dr.  Rudolf  .W 
Hack,  San  Bernardino,  Calif. 


h.  Juan  Araujo,  Anaheim,  Calif.,  left,  and  Dr. 
nley  Blake,  Mesa,  Ariz. 


Dr.  K.  Ross  Tucker,  left,  and  Dr.  Gustave  E. 
Ledfors,  both  of  Riverside,  Calif. 


Clinical  Experiences  With  A New 
Long  Acting  Vitamin  B,, 

By  H.  E.  Kimble,  M.D.,  Chicago 


Introduction 

This  paper  is  concerned  with  a discussion  of 
Vitamin  B12  (Cyanocobalamin)  and  with  Cyano- 
cobalamin  Zinc  Tannate,  a repository  form  of 
Vitamin  B12  known  as  DEPINARR*. 

Vitamin  B12  is  found  in  many  of  the  foods  we 
eat,  mainly  beef  and  pork,  as  well  as  in  the  animal 
organs  such  as  the  liver  which  contains  a high  con- 
centration of  this  vitamin.  Aside  from  these  nat- 
ural sources,  Cyanocobalamin  is  manufactured  in 
large  amounts  commercially.  This  supply  is  needed 
to  augment  our  natural  sources. 

Vitamin  Bl2  can  be  taken  into  the  body  by  oral 
or  parenteral  administration.  When  taken  orally 
it  is  difficult  to  determine  how  much  or  how  little 
is  absorbed.  This  is  due  to  limited  absorptive 
capacity  under  normal  conditions  which  may  be 
accentuated  under  certain  pathologic  conditions. 

Readily  Absorbed 

When  given  parenterally  in  water  or  saline, 
Vitamin  B12  is  readily  absorbed  from  the  tissues 
directly  into  the  blood  stream.  This  brings  about 
a rapid  increase  in  the  amount  of  the  vitamin,  but 
due  to  its  rapid  elimination  in  the  urine,  the 
amount  of  Vitamin  B12  in  the  blood  serum  quickly 
returns  to  or  near  its  previous  level. 

Experimentally  most  of  the  injected  Vitamin 
B12  may  be  recovered  in  the  urine  within  16 
hours.1  It  is  quite  obvious  that  when  such  a rapid 
rise  and  fall  of  Vitamin  B12  in  the  blood  serum 
takes  place  in  such  a relative  short  period  of  time, 
the  various  tissues  and  organs  of  the  body  do  not 
apparently  have  sufficient  time  to  store  up  any 
therapeutic  amount  of  Vitamin  B12.  Nearly  all  of 


*DepinarR,  (Cyanocobalamin  Zinc  Tannate)  for  these  studies  was 
generously  supplied  by  Dr.  R.  A.  Hecht,  Armour  Pharmaceutical 
Company,  Kankakee,  Illinois. 
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the  body  tissues  and  organs  will  build  up  a reserve 
supply  of  Vitamin  B12  if  it  is  available. 

Below  Normal  Levels 

Vitamin  B12  levels  may  be  depleted  below  nor- 
mal levels  under  certain  known  conditions.2’3’4  In 
addition,  there  may  be  other  conditions  which  are 
associated  with  sub  optimal  levels  of  the  vitamin 
as  suggested  by  Thompson  and  Hecht1  and  others. 
When  this  situation  continues  a “B12  starved”  or 
relative  Vitamin  B12  deficiency  condition  can  be 
said  to  exist.  The  prevention  as  well  as  treatment 
of  uB12  starved”  tissues  and  organs  should  be 
brought  about  most  effectively  by  the  administra- 
tion of  Vitamin  B12  in  a preparation  with  sufficient 
capacity  for  absorption  control. 

Recently  there  has  been  developed  such  a 
preparation  of  Vitamin  B12  which  in  animal  and 
human  studies  has  shown  an  ideal  repository  be- 
havior, in  that  it  has  a slow  absorption  as  well  as 
insignificant  urinary  excretion,  even  after  large 
doses.  It  is  so  efficient  that  when  a 500  meg.  dose 
is  given  parenterally,  satisfactory  serum  levels 
are  present  for  28  days  or  longer  in  man.1  As  for 
its  excretion  no  Vitamin  B12  was  found  in  the 
urine  during  the  first  24  hours  and  then  only  a 
trace  after  that.1  This  repository  or  long  acting 
B12  preparation  is  known  as  Cyanocobalamin  Zinc 
Tannate. 

Uses 

Vitamin  B12  has  been  used  successfully  in  the 
treatment  of  pernicious  anaemia,  tropical  and 
non-tropical  sprue  and  also  in  the  macrocytic 
and  megaloblastic  anaemias.  It  has  been  used  with 
limited  success  in  numerous  other  diseases  and 
syndromes  such  as  liver  diseases,5  alcoholism,6 
Bell  s Palsy,7  diabetic  neuropathy  and  retinopathy,8 
herpes  zo§ter,9  radiculitis,7  multiple  sclerosis,7  and 
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neurodermititis,5  just  to  mention  a few.  It  is  felt 
that  the  limited  success  reported  in  most  of  these 
conditions  is  explained  by  the  fact  that  oral  and 
non-repository  preparations  of  Vitamin  B12  were 
used.  Preliminary  studies  reported  here  show  that 
this  may  be  correct,  for  when  the  repository  form 
of  Vitamin  B12  (cyanocobalamin  zinc  tannate) 
was  used  a high  percentage  of  remission  of  symp- 
toms was  obtained  in  similar  cases. 

Some  Results 

The  main  purpose  of  this  paper  is  to  report 
some  of  the  results  obtained  when  cyanocobalamin 
zinc  tannate  was  used  in  the  treatment  of  patients 
commonly  encountered  in  private  practice.  Fol- 
lowing are  brief  histories  of  these  cases  and  the 
results  obtained. 

Case  Histories 

Case  1:  F.  M.,  at  71  year  old  housewife  had 
been  under  treatment  for  heart  disease  for  the 
past  ten  years.  For  the  past  two  years  she  has 
been  asymptomatic.  Suddenly  she  developed  a 
severe  case  of  anorexia  with  loss  of  weight  and 
generalized  weakness.  Physical  examination  did 
not  reveal  anything  to  account  for  the  anorexia. 
She  was  placed  on  vitamins  and  tonics  containing 
Vitamin  B12  without  results.  Subsequently,  she 
was  given  500  meg.  of  cyanocobalamin  zinc  tan- 
nate and  another,  two  weeks  later.  Her  appetite 
returned  completely  within  one  week.  She  has 
continued  to  receive  500  meg.  of  cyanocobalamin 
zinc  tannate  monthly  with  no  further  loss  of 
appetite  and  her  weight  is  increasing. 

Case  2:  J.  G.,  a male  71,  a retired  businessman 
has  been  under  treatment  for  arthritis  for  many 
years.  He  also  had  macrocytic  anaemia.  Hema- 
globin  in  the  low  60  per  cents  (9.4  gm).  Intensive 
oral  and  parenteral  treatment  with  many  well 
known  standard  drug  preparations  containing 
Vitamin  B12  failed  to  improve  the  anaemia.  After 
3 doses  of  cyanocobalamin  zinc  tannate  of  500 
meg.  each,  two  weeks  apart,  his  hemaglobin  rose 
to  85  per  cent  (13.3  gm.),  This  is  the  highest  that 
it  has  been  in  three  years.  His  arthritis  is  better 
and  he  feels  better  in  general.  He  continues  to 
receive  500  meg.  of  cyanocobalamin  zinc  tannate 
every  four  weeks. 

Case  3:  E.  E.,  is  a 54  year  old  sign  painter 
whose  chief  complaints  were  asthenia  and  fatigue 
for  the  past  five  years.  Physical  examination  was 


negative  except  for  a low  hemaglobin  of  70  per 
cent  (11.0  gm.).  Oral  and  parenteral  hematinics 
had  no  effect  on  the  hemoglobin.  When  cyanoco- 
balamin zinc  tannate  was  given  in  addition  to  the 
others  the  hemoglobin  rose  rapidly  above  80  per 
cent  (12.5  gm.)  within  three  weeks.  Cyanoco- 
balamin zinc  tannate  was  given  every  two  to  four 
weeks  thereafter  in  500  meg.  doses.  His  asthenia 
has  also  disappeared. 

Case  4:  M.  G.,  a 61  year  old  housewife  had  a 
resection  of  the  sigmoid  for  a carcinoma  one  year 
ago.  She  developed  a mild  hypertension  and 
anaemia;  complained  of  no  “ambition  or  pep” 
since  the  operation.  When  cyanocobalamin  zinc 
tannate  was  added  to  her  present  medication  she 
felt  normal  within  three  weeks.  She  is  no  longer 
anaemic.  She  receives  500  meg.  of  cyanocobalamin 
zinc  tannate  every  three  weeks. 

Case  5:  M.  S.,  a 51  year  old  housewife  has  had 
hypotension,  anaemia,  bronchiectases,  and  asthma 
for  a number  of  years.  Oral  and  parenteral  medi- 
cations gave  only  short  periods  of  improvement. 
With  cyanocobalamin  zinc  tannate  added  and 
given  in  500  meg.  doses  every  two  to  four  weeks 
there  has  been  a decided  remission  of  symptoms  in 
the  anaemia,  bronchiectasis  and  asthma. 

Case  6:  M.  P.,  a 70  years  old  widow  has  had 
a chronic  progressive  arthritis  and  anaemia  65 
per  cent  (10.2  gm.)  for  a number  of  years.  Gets  a 
systemic  allergic  reaction  from  most  medications. 
Since  she  has  received  500  meg.  of  cyanoco- 
balamin zinc  tannate  every  two  to  three  weeks,  the 
hemaglobin  has  risen  to  82  per  cent  (12.8  gm.) 
and  the  pain  and  stiffness  has  lessened  consider- 
ably and  she  has  tolerated  the  medication  without 
reaction. 

Case  7:  R.  T.,  a 41  year  old  housewife  com- 
plained of  many  menapausal  symptoms.  Hormonal 
medication  and  sedatives  gave  some  relief.  With 
the  addition  of  500  meg.  of  cyanocobalamin  zinc 
tannate  every  three  to  four  weeks  there  was  a 
decided  improvement  generally  and  a remission  of 
all  her  symptoms. 

Case  8:  J.  D.,  a 45  year  old  male  alcoholic.  He 
has  had  terrific  “hangovers’  following  his  latest 
bouts  of  drinking.  He  didn’t  respond  to  sedatives 
and  vitamins  as  he  had  previously.  With  the  addi- 
tion of  cyanocobalamin  zinc  tannate  to  the  pre- 
vious medications  he  was  able  to  return  to  work 
within  three  days  instead  of  three  weeks. 
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Case  9:  M.  C.,  a 15  year  old  girl  developed  a 
Bell’s  Palsy  with  no  other  symptoms.  No  apparent 
cause  could  be  found  for  the  palsy.  After  500 
meg.  cyanocobalamin  zinc  tannate  there  was  be- 
ginning improvement  the  next  day  with  recovery 
within  two  weeks.  The  second  dose  of  cyanoco- 
balamin zinc  tannate  was  given  one  week  follow- 
ing the  first. 

Case  10:  M.  B.,  a 49  year  old  housewife  had 
psoriasis  for  many  years.  There  was  usually  a 
remission  of  the  lesions  during  the  summer.  One 
year  ago  she  was  found  to  have  a secondary 
anaemia  67  per  cent  (10.5  gm.).  Diet  and  oral 
and  parenteral  medications  were  ineffective.  By 
adding  cyanocobalamin  zinc  tannate  500  meg. 
every  three  weeks  the  hemoglobin  rose  to  85  per 
cent  (13.3  gm. ).  She  claims  there  is  also  some 
improvement  in  the  psoriasis. 

Discussion 

Some  of  the  above  cases  were  treated  with 
cyanocobalamin  zinc  tannate  alone  and  others 
were  treated  with  cyanocobalamin  zinc  tannate 
combined  with  other  indicated  methods.  Only 
those  cases  that  have  been  under  observation 
longer  than  six  months  were  reported.  Many  of 
the  patients  had  an  anaemia  of  the  “static”  type. 
By  this  we  mean  that  there  was  no  rise  in  the 
hemoglobin  level  irrespective  of  the  kind  of  treat- 
ment given.  Yet  every  one  of  these  “static”  anae- 
mias responded  dramatically  when  cyanoco- 
balamin zinc  tannate  was  added  to  the  regime. 

It  was  further  noted  that  many  of  these  patients 
had  numerous  vague  and  indefinite  complaints  in 
just  about  every  part  of  their  body.  To  our  sur- 
prise most  of  these  vague  symptoms  cleared  up 
when  the  patients  were  given  cyanocobalamin 
zinc  tannate.  The  best  explanation  that  we  can 
put  forth  is  that  they  were  “hunger  starved’  for 
Vitamin  B12;  in  other  words  the  whole  body  may 
be  affected  as  in  any  other  constitutional  disease. 
If  the  body  pool  of  Vitamin  B12  remains  at  a sub- 
normal level  long  enough,  then  all  of  the  tissues 
and  organs  may  “slow  up”.  Obviously,  it  is  de- 
sirable and  important  that  adequate  Vitamin  B12 
levels  should  be  maintained  all  of  the  time.  Since 
cyanocobalamin  zinc  tannate  does  provide  long 
sustained  serum  levels  and  body  retention  of 
Vitamin  B12  it  is  easy  to  understand  how  and  why 
it  functioned  so  effectively.  Another  interesting 
observation  was  that  many  patients  on  cyanoco- 


balamin zinc  tannate  therapy  were  able  to  tell  by 
the  way  they  felt  when  their  Vitamin  B12  avail- 
ability was  diminishing  and  they  would  request 
another  dose,  usually  at  from  three  to  five  week 
intervals. 

Conclusions 

1 . Cyanocobalamin  zinc  tannate  is  a highly 
active  and  notably  safe  Vitamin  BI2  preparation. 

2.  A therapeutic  dose  of  cyanocobalamin  zinc 
tannate  (500  meg.)  given  parenterally  will  give 
high  sustained  serum  levels  of  Vitamin  B12  for 
four  weeks  or  more. 

3.  Cyanocobalamin  zinc  tannate  can  be  used 
independently  or  as  an  adjunctive  to  other 
therapies. 

4.  Cyanocobalamin  zinc  tannate  provides  bet- 
ter and  more  consistent  results  than  other  forms  of 
Vitamin  B12  previously  employed. 

5.  Cyanocobalamin  zinc  tannate  is  very  effec- 
tive in  the  treatment  of  a variety  of  conditions 
associated  with  Vitamin  B12  deficiency  commonly 
seen  in  private  practice. 

6.  Cyanocobalamin  zinc  tannate  was  found 
effective  in  a number  of  cases  where  oral  and 
parenteral  B12  of  conventional  types  previously 
failed. 

Summary- 

Reasons  why  oral  and  non-repository  iorms  of 
vitamin  B12  are  often  ineffective  are  discussed. 
Clinical  experiences  with  a long  acting  repository 
form  of  B12  (cyanocobalamin  zinc  tannate)  which 
is  very  effective  are  presented.  A number  of  cases 
are  reported  in  which  this  preparation  was  used. 

8237  So.  Ashland  Avenue 

Bibliography 

1.  Thompson,  R.  E.,  Hecht.  R.  A.,  Am.  J.  Clin.  Nutrition.  7:311. 
May-June,  1959. 

2.  Tauber,  S.  A..  Goodhart,  R.  S.,  Hsu,  J.  M..  Blumberg,  N.. 
Kassah.  J.,  and  Chow,  B.  F.,  Geriatrics,  Vol.  12,  368-374,  June, 
1957. 

3.  Okuda,  K..  Hellinger,  A.  E.,  and  Chow,  B.  F.:  Am.  J.  Clin. 
Nutrition,  4:440-443,  July-August.  1956. 

4.  Izak,  G.,  Rachmilewitz.  M.,  Stein.  Y.,  Bcrkovici,  B..  Sadorskv, 
A.,  Armovitch,  Y..  and  Grossowicz,  N.,  A.M.A.,  Archives  of  Int. 
Med.,  Vol.  99,  346-355,  March,  1957. 

5.  Goldblatt,  S.,  Am.  J.  Clin.  Nutrition  3:129,  1955. 

6.  Bachler,  K.  R..  J.A.M.A.  157:969,  1955. 

7.  Levin,  M.  B.,  Am.  J.  Dig.  Dis.  22:96,  1955 

8.  Menof.  P.,  So.  African  Med.  J.  25:394,  1951. 

9.  Hey  blow.  R..  Med.  Franc.  11:102,  1951. 


DECEMBER,  1959 


769 


THE  HOUSE-CALL  ANTIBIOTIC 

■ Reassuring  wide  range  of  action  when  culture  and  sensitivity  tests  are  impractical 

■ Effectiveness  demonstrated  by  its  use  in  more  than  6,000,000  patients 
since  introduction  of  original  product  ( Signemycin®) 

glucosamine-potentiated  tetracycline 

JL^  JLVJL  JL  with  triacetyloleandomycin 

Capsules  Oral  Suspension  Pediatric  Drops 

125  mg.,  250  mg.  raspberry  flavored,  2 oz.  bottle,  125  mg.  raspberry  flavored,  10  cc.  bottle  (with  calibrated 

dropper),  5 mg.  per  drop  (100  mg.  per  cc.) 

Pfizer)  Science  for  the  world’s  well-being ™ 

Pfizer  laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


per  teaspoonful  (5  cc.) 

Bibliography  and  professional  information  booklet 
on  cosa-signemycin  available  on  request. 


CPC 


Clinical  Pathological  Conference 
R.  E.  Thomason  General  Hospital,  El  Paso 


September  17,  1959 

F.  P.  Bornstein,  M.D.  Editor — Case  #1302 
Presentation  of  case  by  Solomon  Heller,  M.D. 


History: — Dr.  Nathan  Kleban 

A 28  year  old  unmarried  Latin-American  do- 
mestic worker  was  referred  to  the  hospital  for 
admission  on  May  29,  1959  by  the  City-County 
Tuberculosis  Control  Clinic. 

Seven  months  before  admission  the  patient  was 
subjected  to  an  appendectomy.  A greenish-yellow 
vaginal  discharge  was  noted  three  months  later. 
Sexual  intercourse  was  denied.  Burning  discom- 
fort while  urinating  began  one  month  later,  fol- 
lowed shortly  by  almost  constant  dull  pain  in  the 
waist  with  radiation  to  both  lower  abdominal 
quadrants.  Urine  was  dark. 

Constipation  had  been  present  for  two  weeks. 
Weight  was  135  lbs.  when  illness  began.  Respira- 
tory symptoms  were  denied.  Admission  to  the 
tuberculosis  ward  of  the  hospital  was  said  to  be 
prompted  by  the  observation  of  the  Tuberculosis 
Control  Clinic  of  bilateral  apical  infiltration  on 
chest  film. 

Health  had  been  good  prior  to  the  present 
illness  except  for  influenza.  Menstrual  history  was 
normal. 

Family  History: 

The  patient’s  father  died  two  months  before 
her  admission.  He  was  said  to  have  diabetes  mel- 
litus,  heart  trouble  and  possibly  cancer.  The 
mother  was  said  to  have  had  lues.  There  were  two 
brothers  and  seven  sisters. 

Physical  Examination: 

T.  98.2  P.  88  R.  24  B.  P.  118/50  Wt.  101 

The  patient  complained  of  nausea.  No  abnormal 
physical  findings  were  recorded. 


Hospital  Course: 

Multivitamins  and  ferrous  sulfate  were  pre- 
scribed. Sulfamethoxypenthazine  (Kynex)  was 
started  on  the  fifth  day.  Para-amino  salicylate 
and  isonicotinic  acid  hydrazide  were  begun  on 
the  seventh  day.  Chlorothiazide  500  mg.  (Diuril) 
was  given  for  nine  days. 

The  patient  was  transferred  to  the  medical 
ward.  A low  protein,  low  salt  diet  was  ordered. 
Erythromycin  was  substituted  for  the  sulfameth- 
oxypridazine  for  six  days.  Kanamycin  2.0  gms. 
daily  was  started  on  the  twenty-second  day;  then 
reduced  to  1.0  gm.  daily  two  days  later. 

The  patient  had  few  complaints,  generally  ate 
fairly  well.  Castor  oil  given  in  preparation  for  an 
mtra-venous  pyelogram  was  not  retained.  There 
was  increasing  vomiting,  leg  cramps,  lethargy. 
Brown,  granular  emesis  was  noted  on  the  twenty- 
fourth  day.  The  patient  became  weak,  was  unable 
to  get  out  of  bed.  Black-green  emesis  occurred  on 
the  twenty-sixth  day  when  retrograde  pyelograms 
were  done. 

Numbness,  difficulty  in  swallowing,  labored  res- 
pirations and  stupor  followed.  Mandelamine  was 
prescribed.  Frost  was  noted  on  the  face  and  chest. 
Respirations  ceased  and  the  patient  was  pro- 
nounced dead  on  the  27th  hospital  day. 
Laboratory  Findings: 

Blood  counts:  6-1-59 — Hb.  13.1  gms.,  Ht.  42, 
WBC  8,300,  66  Segs.,  34  lymphs.  6-22-59  Hb. 
10.7  gms.,  Ht.  36,  WBC  6,200,  72  segs.,  28  lymphs. 

Blood  chemistry:  6-1-59 — Glucose  95.  6-2-59 — 
Urea  Nitrogen  84,  Van  den  Bergh  Direct  .116, 
Indirect  .435.  6-4-59 — Non-protein  nitrogen  168, 
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Urea  nitrogen  80.  6-5-59 — Non-protein  nitrogen 
164,  Urea  nitrogen  80.  6-19-59 — Creatinine  11.8, 
Non-protein  nitrogen  280,  Urea  nitrogen  93. 
6-20-59 — C02  capacity  15  mFq/L,  Chlorides  (as 
NaCl)  84  mFq/L,  Potassium  5.5  mFq/L,  Sodium 
122  mFq/L,  Urea  nitrogen  118.  6-23-59 — Amy- 
lase 330,  C02  capacity  15  mFq/L,  Chlorides  (as 
NaCl)  84  mFq/L.  Potassium  6.2  mFq/L,  Sodium 
1 14  mFq/L. 

Sedimentation  rate:  6-1-59 — 42  mm./60  min- 
utes, no  correction;  6-19-59 — 50  mm./60  minutes, 
correction  42. 

Urinalyses:  6-1-59 — yellow,  turbid,  acid,  S.G. 
QNS-albumin  2— |— , sugar  negative,  WBC  loaded 
with  clumps;  6-2-59 — urobilinogen  negative;  6-5- 
59 — pale  straw,  cloudy,  alkaline,  S.G.  1.006,  albu- 
min 2-|-,  sugar  negative,  loaded  with  phosphate 
crystals;  6-10-59 — straw  cloudy,  acid,  S.G.  1.005, 
albumin  3— (— , sugar  negative,  WBC  20-30,  RBC 
30-40,  occ.  squamous  ep.  cells;  6-11-59 — yellow, 
cloudy,  acid,  S.G.  1.006,  albumin  2— , sugar 
negative,  acetone  negative,  diacetic  acid  negative, 
WBC  gross,  RBC  gross,  occ.  ep.  cells;  6-19-59 — 
straw,  cloudy,  acid,  S.G.  1.007,  albumin  4— (— , 
sugar  negative,  urobilinogen  negative,  WBC  40-50, 
RBC  25-35,  few  squamous  ep.  cells,  casts  negative, 
bacteria  negative;  6-21-59 — yellow,  turbid,  alka- 
line, S.G.  1.014,  albumin  3-)-,  WBC  loaded,  with 
clumps,  RBC  8-10,  few  squamous  ep.  cells,  few 
motile  bacteria. 

LTine,  direct  smear:  6-10-59 — many  WBC,  no 
bacteria  seen. 

Urine  for  Bence-Jones  Prot:  6-16-59 — negative. 

Urine  culture  and  sensitivity:  6-5-59 — Gram, 
ng.  rods,  Sens.  Kanamycin,  Neomycin. 

Serology:  5-30-59 — Negative. 

Sputum:  6-1-59 — No  A.F.B.  seen,  culture  neg- 
ative; 6-8-59 — No  A.F.B.  seen;  6-12-59 — No  A.- 
F.B. seen. 

P.S.P.:  6-1 1-59 — 

1 st  Vol.  105  cc  % dye  exc.  2.0% 

2nd  Vol.  72  cc  1.2% 

177  cc  3.2% 

A.S.O.  Titer:  6-19-59 — 166  Todd  units. 

C.  React:  Proteins:  6-18-59 — Pos.  (-)-  1) 

X-rays:  6-2-59  — Gallbladder,  Chest  — Conclu- 


sions: Healthy  chest,  no  evidence  of  active  pul- 
monary tuberculosis.  Normally  concentrating  and 
poorly  contracting  gallbladder.  No  evidence  of 
calculi. 

6-12-59  — P.  A.  Chest  — Conclusions:  Healthy 
chest. 


Serum  protein  electrophoretic  pattern  6-18-59: 


Albumin 

33.8% 

Norm. 
56  ±8 

Globulin  Alpha  1 

8.1 

6±2 

Alpha  2 

20.7 

10±5 

Beta 

15.9 

13±4 

Gamma 

21.5 

15=1=5 

This  is  the  case  of  a 28-year-old  woman,  who 
was  admitted  with  minimal  pulmonary  tubercu- 
losis, and  proceeded  to  develop  anemia  and  died 
of  uremia  in  27  days,  unrelated,  apparently  to  the 
pulmonary  process.  There  is  a series  of  red  her- 
rings in  the  beginning,  I believe,  which  make  you 
wonder.  Apparently  seven  months  before  admis- 
sion the  patient  was  subjected  to  an  appendec- 
tomy, we  don’t  know  whether  this  was  a ruptured 
appendix,  whether  there  was  any  difficulty  en- 


Clinical  Discussion — Dr.  Solomon  Heller: 


6-15-59 — Intravenous  Pyelogram:  Survey  film  of 
the  abdomen  reveals  the  kidneys  to  be  normal  in 
size,  shape,  and  position.  The  psoas  shadows  and 
properitoneal  fat  lines  are  present  bilaterally.  No 
significant  intra-abdominal  opacities  can  be  identi- 
fied. The  lumbar  spine  and  pelvis  appear  natural. 
Following  the  intravenous  administration  of  hy- 
paque,  there  is  non-visualization  at  serial-graphic 
observations  up  to  15  minutes.  Re-examination 
following  dehydration  of  the  patient  is  recom- 
mended for  further  evaluation.  Conclusion:  Non- 
visualization, possibly  on  a technical  factor.  Re- 
examination for  confirmation  is  recommended. 

6-24-59 — Retrograde  Pyelogram:  Survey  film  of 
the  abdomen  reveals  an  opaque  catheter  lying  in 
the  upper  third  of  the  left  ureter.  Following  the 
instillation  of  opaque  media,  there  are  findings 
consistent  with  an  advanced  hydronephrosis. 
There  is  some  irregularity  of  the  visualized  ureters 
most  probably  secondary  to  a ureteritis  with  ac- 
companying hydronephrosis.  The  bladder  con- 
tour is  irregular  consistent  with  an  accompanying 
cystitis.  Conclusion:  Findings  consistent  with  ob- 
structive uropathy  on  the  left. 
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countered  at  the  time  or  whether  it  was  a more  or 
less  routine  procedure.  In  view  of  the  subsequent 
course  you  wonder  whether  there  wasn’t  some 
injury  to  the  ureter.  A greenish  vaginal  discharge 
was  noted  three  months  later,  or  roughly  four 
months  prior  to  admission. 

The  lady  denied  having  had  intercourse  but 
there  is  the  possibility  of  a granulomatous  pelvic 
inflammatory  disease  which  would  have  no  rela- 
tion to  intercourse.  Then  appeared  burning  uri- 
nation a month  later  or  three  months  prior  to 
admission,  and  again  dull  pain  in  the  waist,  with 
radiation  to  both  lower  quadrants,  and  a dark 
urine,  which  possibly  means  hematuria.  Again  you 
wonder  whether  there  isn’t  besides  the  presence 
of  dysuria,  hematuria  or  at  least  a dark  urine, 
the  possibility  of  inflammation  in  the  pelvis. 

Weight  Loss 

There  was  a weight  loss  of  roughly  34  pounds 
from  the  time  the  patient  had  last  noted  a weight 
of  135  pounds  to  the  time  of  admission  when  she 
weighed  101  pounds.  On  examination  at  the  time 
of  admission  the  blood  pressure  was  normal  and 
remained  so  throughout  the  course  of  hospitaliza- 
tion. The  temperature  was  also  normal  on  ad- 
mission which  makes  it  difficult  to  imagine  a 
chronic  inflammatory  disease,  although  it  can 
happen.  Only  twice  during  the  patient’s  hospital- 
ization was  there  a spike  in  temperature  up  to 
99.8  and  99.6. 

There  are  a few  comments  I would  like  to 
make  about  the  medications.  It  seems  to  me  that 
the  dosages  of  these  medications  are  somewhat 
out  of  line  with  the  patient’s  status  of  azotemia 
and  later  uremia.  It  is  true  that  they  were  treat- 
ing what  appeared  to  be  a gram-negative  organ- 
ism, possibly  an  infectious  process  in  the  kidneys, 
but  particularly  Panamycin  which  is  a nephro- 
toxic agent,  should  have  been  used  a little  bit 
more  judiciously.  The  patient  from  the  time  of 
admission  had  a rather  progressively  rapid  down- 
hill course,  dying  of  uremia. 

The  initial  hemoglobin  of  13.0  grams  is  strik- 
ingly normal  for  someone  who  may  or  may  not 
have  been  chronically  uremic.  Interestingly 
enough  the  hemoglobin  of  June  22  was  10.7.  This 
is  much  more  compatible  with  a patient  chroni- 
cally uremic;  they  generally  run  eight  to  10  grams. 
Possibly  the  patient  had  been  vomiting,  and  was 


dehydrated.  However,  according  to  the  chart  the 
patient  ate  well,  at  least  initially. 

Normal  Glucose 

Another  interesting  item  is  the  normal  glucose 
from  the  differential  diagnostic  standpoint,  at 
least  on  the  first  of  June.  Of  course  there  is  the 
remarkable  rise  in  the  urea  nitrogen  and  NPN 
subsequently.  The  amylase  of  330  is  somewhat 
puzzling.  I don’t  know  why  it  was  ordered.  There 
is  the  possibility  of  course  that,  as  occurs  occa- 
sionally in  uremia,  there  is  involvement  of  the 
pancreas.  As  I recollect  there  are  certain  charac- 
teristic changes  in  the  pancreas  of  uremics  some 
of  which  are  of  obstructive  nature. 

The  sedimentation  rate  was  elevated  on  both 
occasions  which  would  speak  for  some  active 
process.  All  of  the  urines  show  anywhere  from 
eight  to  10  actual  clumps  composed  of  red  cells 
and  white  cells  as  well  as  albuminuria  from  two 
to  four  plus.  I couldn’t  tell  from  this  whether  any 
of  these  urines  were  catheterized. 

One  other  point  I would  like  to  ask  is  whether 
a pelvic  examination  was  done? 

Dr.  Pablo  Ayub: 

I think  it  says  here  she  denied  any  sexual  inter- 
course. Probably  for  that  reason  it  was  not  done. 

Dr.  Heller: 

There  are  a number  of  cultural  reports  here, 
and  I believe  one  of  these  was  a urine  which  was 
negative  for  acid-fast  organisms.  The  PSP  was 
markedly  decreased  as  you  would  expect.  I would 
wonder  very  seriously  about  the  rationale  of  the 
use  of  the  intravenous  pyelogram  with  the  highly 
elevated  NPN.  The  retrograde  pyelogram  and  the 
chest  X-ray  I would  like  to  have  interpreted  for 
me. 

X-Ray  Discussion — Dr.  Charles  C.  McVaugh: 

The  admission  chest  is  essentially  negative. 
There  is  no  ev  idence  of  uremia  in  the  chest  X-ray. 
Certainly  uremia  is  a contra-indication  to  intra- 
venous pyelography  and  the  house  staff  has 
learned  that  now.  In  the  presence  of  an  elevated 
NPN  there  is  nothing  to  be  gained  by  requesting 
an  IVP  because  they  rarely  if  ever  visualize,  cer- 
tainly with  an  NPN  elevated  as  highly  as  this  one 
was. 


DECEMBER,  1959 


773 


The  left  retrograde  pyelogram  reveals  a rather 
pronounced  left  hydronephrosis,  the  left  ureter  is 
not  remarkably  dilated;  I believe  there  is  some 
obstruction  at  the  pelvic-ureteral  junction,  the 
right  urinary  tract  is  filled,  the  right  kidney  ap- 
pears normal. 

Dr.  Ayub: 

Did  they  put  a catheter  in  the  right  kidney? 

Dr.  McVaugh: 

There  is  no  catheter  that  I can  visualize. 

Dr.  Heller: 

Does  anyone  know  if  they  attempted  to  put  a 
catheter  on  the  right? 

Dr.  McVaugh: 

There  is  rather  a pronounced  irregularity  of 
the  bladder  but  it  is  incompletely  filled,  not  com- 
pletely visualized  and  I believe  there  is  probably 
extrinsic  involvement  of  the  bladder  by  pelvic  in- 
flammatory disease.  Incidentally  I see  linear  densi- 
ties of  gas  in  the  right  upper  quadrant  which  may 
be  outside  the  gut.  This  may  represent  free  air 
beneath  the  liver  or  around  the  gallbladder.  It  is 
very  difficult  to  tell.  I don’t  believe  it’s  colon  or 
small  bowel.  However,  I see  no  other  evidence  in- 
dicating peritonitis  or  acites  but  these  linear  densi- 
ties are  very  suspicious  of  free  air  in  the  abdomen. 

Dr.  Bornstein: 

This  girl  was  admitted  supposedly  for  an  apical 
lesion.  Is  there  any  evidence  of  pulmonary  tuber- 
culosis ? 

Dr.  McVaugh: 

No,  I said  the  chest  was  essentially  negative  un- 
less there  is  a tiny  lesion  behind  the  clavicle,  which 
I can’t  see.  I see  no  evidence  of  an  active  lesion. 

Dr.  Francisco  Licon: 

What  is  your  diagnosis,  Doctor? 

Dr.  Bornstein: 

What  positive  lesions  do  we  have? 

Dr.  McVaugh: 

A left  hydronephrosis  which  I think  is  due  to 
an  obstruction  of  the  pelvic-ureteral  junction.  I 
believe  there  is  extrinsic  involvement  of  the  blad- 
der, although  it  is  difficult  to  tell  because  of  the 
inadequate  filling,  and  possibly  a ruptured  hollow 
viscus. 

Dr.  Heller: 

I frankly  wonder  on  looking  at  this  X-ray 


whether  there  might  not  also  be  some  involvement 
of  the  right  kidney.  There  is  a very  suggestive 
shadow  here.  It  may  be  gas,  of  course,  or  an  ac- 
cumulation of  feces  but  it  is  very  suggestive  that 
a similar  process  is  present  on  the  right. 

We  are  to  assume  that  there  is  an  obstructive 
process  at  the  uretero-pelvic  junction  of  the  left 
kidney.  This  is  a place  for  a congenital  anomaly, 
possibly  anomalous  vessels  with  secondary  obstruc- 
tion and  secondary  infection  which  would  make  a 
very  nice  picture. 

However,  there  must  have  been  something 
wrong  with  the  other  kidney  as  well,  to  drive  the 
patient  progressively  into  azotemia.  Given  a pa- 
tient in  uremia,  we  have  a rather  massive  dif- 
ferential diagnosis,  possibly  particularly  in  women 
this  age,  a young  individual,  glomerulonephritis 
would  be  one  of  the  first  things  we  suspect. 

Secondary  Phenomena 

However,  that  is  not  an  obstructive  process  un- 
less there  are  secondary  phenomena.  Other  diag- 
noses would  be  systemic  lupus,  a Kimmelsteil- 
Wilson’s  disease  would  be  unlikely  particularly 
with  a hydronephrotic  process.  It  is  amazing  to 
me  that  a kidney  can  be  this  far  gone  and  uni- 
lateral. although  I think  it  is  bilateral,  and  main- 
tain normal  blood  pressure,  especially  if  there  is  a 
chronic  infection  which  at  least  was  very  severe 
in  the  end  phase,  although  there  was  no  fever. 

Renal  Tuberculosis 

I think  in  spite  of  the  fact  that  she  had  no  pul- 
monary lesion  you  have  to  consider  very  strongly 
a renal  tuberculosis,  particularly  in  this  region  of 
the  United  States.  This  disease  generally  results 
in  activation  of  a focus  from  some  other  primary 
site.  Ten  percent  of  individuals  with  known  tu- 
berculosis will  develop  renal  tuberculosis  sup- 
posedly somewhere  around  10  years  after  the 
primary  infection. 

They  are  very  prone  to  develop  ureteral  ob- 
struction and  have  a destructive  process  with  hy- 
dronephrosis, leaving  a shell  of  the  kidney  with 
complete  loss  of  function.  Apparently  on  X-ray 
there  is  no  direct  evidence  that  would  confirm  the 
diagnosis  of  tuberculosis.  One  other  disease  par- 
ticularly in  the  face  of  an  obstructive  uropathy 
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which  you  would  have  to  consider  is  a necrotizing 
papillitis. 

Necrotizing  Papillitis 

Necrotizing  papillitis  is  a disease  present  in 
diabetics  somewhere  about  62  per  cent,  a lesser 
number  is  found  with  obstructive  uropathy,  and 
approximately  10  per  cent  with  neither.  This 
woman  had  a good  chance  of  pyelonephritis  and 
she  has  what  appears  to  be  an  obstructive  process 
with  hydronephrosis,  and  possibly  this  may  have 
been  the  final  complication  that  killed  the  patient. 
Generally,  though,  there  is  a rather  obvious  septi- 
cemia associated  with  this  condition,  although  an 
overwhelming  infection  with  no  fever  may  be 
present. 

Other  Possibilities 

Other  etiological  possibilities  have  to  be  con- 
sidered for  this  obstruction.  There  may  be  a me- 
tastatic tumor  or  an  inflammatory  process  arising 
from  the  pelvis,  although  it  is  rather  high  for  a 
pelvic  inflammatory  disease.  A lymphoma  might 
infiltrate  the  ureters  from  the  retro-peritoneal 
space  and  cause  obstruction.  For  this  there  was 
no  evidence,  not  hepato  and  splenomegaly.  Peri- 
ureteric fibrosis,  due  perhaps  to  some  other  in- 
flammatory process  or  even  primary,  would  lead 
to  obstruction  and  secondary  inflammation. 

Quite  frankly  the  most  obvious  solution  would 
be  to  postulate  a congenital  anomaly  with  aber- 
rant vessel  which  obstructed  one,  and  I think 
actually  both  kidneys  with  super-infection  by  coli- 
form  organisms  with  a rather  progressive  destruc- 
tive pyelonephritis  leading  to  uremia.  I cannot 
rule  out  somewhere  that  there  may  have  been  a 
superimposed  renal  chronic  papillitis  or  possibly 
even  tuberculosis. 

Dr.  Ayub: 

There  are  very  few  conditions  where  a progres- 
sive uremia  could  exist  with  a normal  blood  pres- 
sure. They  are  tuberculosis,  amyloidosis,  multiple 
myeloma,  bacterial  endocarditis  and  polycystic 
kidneys.  Nearly  all  other  renal  lesions  affect  the 
vascular  supply  of  the  kidney  and  this  in  turn 
produces  secondary  hypertension.  The  patient  had 
persistent  pyuria  and  we  made  all  possible  effort 
to  demonstrate  tuberculosis.  The  possibility  of  a 
polycystic  kidney  is  also  present.  There  was  no 


history  of  serious  infection  and  no  signs  of  liver 
damage  which  would  have  suggested  amyloidosis. 
The  Bence-Jones  protein  was  normal,  which 
speaks  against  multiple  myeloma  although  it  does 
not  rule  it  out. 

Dr.  H.  M.  Gibson: 

I think  this  patient  had  a chronic  uremia,  possi- 
bly with  an  exacerbation  of  some  sort.  I think 
we  have  to  assume  that  this  patient  had  a chronic 
renal  disease.  I think  the  right  kidney  shadow 
is  enlarged.  The  obstruction  of  the  left  side  is 
distinctly  uretero-pelvic.  There  is  nothing  in  the 
lower  ureter  here  which  is  causing  obstruction, 
at  least  on  the  visible  kidney.  I suspect  that  this 
patient  had  bilateral  obstructions  of  both  kidneys 
at  the  uretero-pelvic  junction,  with  uremia,  and 
that  the  situation  simply  gradually  became  ex- 
acerbated and  one  injury  piled  on  top  of  the 
other.  These  people  look  washed  out,  they  look 
sick,  they  look  a lot  like  tuberculous  patients. 
Looking  at  the  X-rays  on  the  left  side  there  is 
some  faint  moth-eaten  appearance  of  the  calyces. 

Slightly  Compatible 

Although  this  is  not  at  all  typical  of  tubercu- 
losis, it  may  be  slightly  compatible  with  the  pos- 
sibility of  tuberculosis  but  not  at  all  diagnostic. 
Now,  you  gentlemen  on  the  house  staff,  let  me 
make  a couple  of  remarks  about  intravenous  pye- 
lograms:  you  do  not  ever  order  an  intravenous 
pyelogram  on  a patient  who  appears  debilitated 
or  an  elderly  patient  without  getting  a urea  nitro- 
gen. If  the  urea  nitrogen  is  elevated,  say  25  or 
more,  NEVER  order  an  intravenous  pyelogram 
for  two  reasons.  First  of  all,  you  will  not  get  a 
picture.  Second,  the  dye  is  excreted  in  the  renal 
tubules,  and  this  dye  produces  distinct  and  defi- 
nite damage  to  the  renal  tubules. 

It  is  temporary  in  a normal  kidney.  You  do  not 
believe  this?  Get  an  NPN  and  follow  the  patient 
along,  give  the  patient  an  intravenous  pyelogram 
and  then  follow  the  urea  nitrogen  and  NPN’s.  It 
is  entirely  possible  that  the  intravenous  pyelogram 
aggravated  the  disease  of  this  patient.  I cannot 
over-emphasize  the  point,  do  not  ever  order  an 
intravenous  pyelogram  on  a patient  with  a urea 
nitrogen  over  25. 

So  my  impression  is  that  this  patient  simply 
had  a bilateral  congenital  obstructive  uropathy 
and  that  she  died  a uremic  death.  I would  like 
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to  make  one  point  as  far  as  polycystic  kidneys  are 
concerned — I am  sorry,  but  the  vast  and  over- 
whelming majority  of  polycystic  kidneys  do  have 
hypertension. 

Dr.  Ayub: 

But  a normal  blood  pressure  can  be  associated 
with  polycystic  kidneys. 

Dr.  Gibson: 

Well,  anything  can  be.  You  can  have  possibly  a 
classic  Goldblatt  kidney  without  hypertension,  but 
for  all  practical  purposes  polycystic  kidneys  in  the 
overwhelming  majority  of  cases  are  associated 
with  hypertension. 

Dr.  Licon: 

I would  like  to  ask  a question  of  one  of  the 
experts.  It  states  that  there  are  no  abnormal  physi- 
cal findings.  This  patient  is  not  particularly  obese. 
She  had  these  fairly  large  looking  kidneys.  I was 
wondering  whether  they  made  any  examination 
for  palpation  of  the  kidneys,  given  the  urinary 
history  and  what  not,  and  I would  like  to  ask 
Dr.  Gibson  how  large  does  a kidney  have  to  be 
before  you  can  palpate  it. 

Dr.  Bornstein: 

I would  think  it  depends  on  the  size  of  the 
panniculus  adiposus.  I am  very  anxious  to  hear 
from  Dr.  Postlewaite  especially  because  the  City- 
County  Health  Department  was  so  very  positive 
about  this  patient  having  tuberculosis,  and  here 
everybody  made  rather  light  of  this  observation. 

Dr.  Jack  C.  Postlewaite: 

Now  the  business  of  tuberculosis.  We  can  work 
backwards  on  this.  Apparently  it  is  backwards, 
because  at  the  moment  I see  some  density  in  the 
right  apex  here,  several  areas  of  density  suggestive 
of  something  that’s  been  going  on.  One  of  them 
is  a little  bit  soft.  Has  the  radiologist  left  yet?  In 
spite  of  the  fact  that  this  is  spine  technique  here 
is  a residual  in  the  right  apex,  and  as  a result  there 
is  something  suggestive,  and  you  can  see  how  the 
tuberculosis  viewers  could  have  picked  it  up  on 
those  small  films. 

I saw  this  patient  on  the  tuberculosis  ward. 
When  we  transferred  her,  this  was  a very  ill 
woman,  even  as  early  as  this  protocol  picks  up 
here,  which  is  about  a month  in  the  hospital.  Dr. 


Licon  struck  a very  good  note  there.  To  say  the 
examination  was  negative  is  stretching  it  a little 
bit  because  this  woman  had  liver  tests,  she  was 
jaundiced,  she  had  a weird  looking  color  and  she 
was  definitely  sick.  Dr.  Gibson  gave  us  a clue. 
This  girl  was  uremic  and  had  been  for  a long 
time. 

Chronic  Renal  Disease 

This  was  nothing  that  came  on  rapidly.  The 
deterioration  of  this  woman  isn’t  unduly  rapid 
for  30  days  of  hospital,  but  I think  it  is  correct  to 
assume  that  this  woman  had  chronic  renal  dis- 
ease, probably  obstructive.  Then  here  she  de- 
veloped hematuria. 

In  the  beginning  she  had  a negative  catheterized 
urine  and  later  on  she  had  blood  in  the  urine. 

Now  you  must  add  to  your  differential  diag- 
nosis that  she  had  a malignancy,  that  she  had 
tuberculosis  two  of  the  most  common  causes  of 

5 

hematuria,  and  that  she  may  have  developed  an 
acute  disease  superimposed  upon  the  chronic  one 
such  as  perhaps  an  acute  glomerulonephritis  su- 
perimposed on  a chronic  hydronephrosis,  obstruc- 
tive, and  ascending  pyelonephritis. 

Drug  Therapy 

Dr.  Gibson  talked  about  the  IVP  dye  causing 
trouble.  I would  like  to  note  that  in  drug  therapy, 
as  already  mentioned  by  Dr.  Heller,  she  was 
getting  good  doses  of  anti-tuberculosis  drugs.  You 
will  find  that  these  doses  have  been  for  manage- 
ment, and  with  an  obstructive  lesion  you  retain 
large  quantities  of  PAS  and  I N H and  you 
develop  a nephrotoxic  problem.  She  also  must 
have  received  streptomycin.  So  she  deteriorated 
rapidly  on  the  tuberculosis  ward  and  I regret  that 
we  kept  her  that  long,  although  tuberculosis  is  still 
a good  possibility. 

Dr.  Ayub: 

How  about  the  lack  of  elevated  blood  pressure 
on  your  diagnosis  of  glomerulonephritis? 

Dr.  Postlewaite: 

There  is  something  to  suggest  a salt-losing  kid- 
ney which  is  a terminal  kidney. 

Dr.  William  R.  Gaddis: 

I feel  bound  to  remark  on  one  thing  in  this 
patient’s  history,  that  is  that  this  patient  under- 
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went  an  appendectomy  seven  months  prior  to  her 
being  admitted  to  the  hospital.  One  must  take  into 
consideration  the  fact  that  this  patient  may  have 
had  abdominal  findings  and/or  symptoms  of  this 
present  disease  as  early  as  seven  months  prior  to 
her  admission  to  this  hospital. 

We  do  not  know  what  was  found  on  surgery, 
primarily  because  we  have  no  record  of  that  on 
this  side  of  the  river.  She  was  apparently  admitted 
to  a hospital  in  Juarez  and  subjected  to  the  appen- 
dectomy over  there.  I am  assuming  that  this 
patient  had  abdominal  findings  which  suggested 
the  necessity  for  surgery,  which  was  done.  All  of 
us  who  see  patients  know  that  the  findings  with 
urinary  tract  disease  can  be  very  confusing;  and 
on  occasion  patients  have  been  subjected  to  ap- 
pendectomies in  our  hospitals  for  urinary  tract 
disease. 

It  is  quite  possible  and  well  in  keeping  with 
this  patient’s  record  that  she  was  subjected  to  the 
appendectomy  and  probably  had  a normal  appen- 
dix or  at  least  that  is  what  Dr.  Bornstein  would 
report.  That  merely  marked  the  end  phase  of  the 
beginning  of  the  end  as  far  as  her  condition  was 
concerned. 

Clinical  Diagnosis:  Chronic  pyelonephritis  with 
uremia. 

Dr.  Heller’s  Diagnosis: 

1.  Congenital  anomaly  of  both  kidneys  with 
obstruction  and  superimposed  destructive  pyelo- 
nephritis. 

2.  Renal  tuberculosis? 

Pathological  Diagnosis: 

1.  Bilateral  caseous  necrotizing  pyelonephritis 
compatible  with  tuberculosis. 

2.  Bilateral  pulmonary  apical  tuberculosis. 

Pathological  Discussion — Dr.  Bornstein: 

This  was  an  emaciated  woman,  there  was 
nothing  unusual  externally  except  the  appen- 
dectomy scar.  The  heart  was  not  remarkable.  The 
lungs  were  pinkish-grey  and  spongy.  On  careful 
examination  small  indurated  depressed  areas  were 
found  in  each  apex  with  stellate  scars  on  the  dome 
of  the  pleura  on  the  parietal  side.  On  sectioning 
in  these  areas  each  lung  in  the  apex  showed  cir- 
cumscribed regions,  blackish-brown  in  color,  very 
firm,  with  areas  of  caseation  necrosis.  Each  of 
these  lesions  measured  three  cm  in  greatest  diam- 
eter. The  remainder  of  the  lungs  were  free  of 
lesions. 


The  only  other  lesions  were  found  in  the  kid- 
neys. Both  kidneys  had  a fairly  similar  appear- 
ance. They  were  somewhat  large,  flabby,  and  had 
depressed  lesions  in  the  cortex.  On  opening  both 
kidneys  again  had  approximately  the  same  ap- 
pearance. There  were  large,  distended  renal  pelves 
filled  with  a pale  grey,  rice  water-like  fluid,  dis- 
tended renal  papillae  with  deposition  of  a greenish 
necrotic  material  (fig.  1).  I made  a preliminary 
gross  diagnosis  of  caseous  tuberculosis  of  both 
apices  and  a bilateral  renal  far  advanced  tuber- 
culosis. 


Figure  1 


Lymphocitic  Infiltration 

On  microscopic  examination  things  became  a 
little  more  complicated.  The  sections  of  the  lung 
showed  foci  of  lymphocytic  infiltration  and  very 
marked  fibrosis  and  that  is  about  all.  There  were 
no  acid-fast  bacilli  demonstrable  in  the  lung.  The 
kidneys  were  even  more  baffling.  This  represents 
the  main  type  of  lesion  in  the  kidneys  (fig.  2). 
There  were  tremendous  areas  of  necrosis,  abscess- 
like, with  a rather  bland  margin  without  any 
good  reaction  around  it. 


Figure  2 
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Very  occasionally  one  sees  necrosis  and  a few 
epithelioid  cells,  very  occasionally  necrosis  with 
a few  Langhans’  giant  cells.  Now  this,  under 
ordinary  circumstances  and  especially  in  view  of 
the  fact  that  we  never  found  acid-fast  organisms, 
I would  never  have  dared  to  call  tuberculosis, 
except  for  one  thing — this  patient  had  received 
anti-tuberculosis  chemotherapy;  and  as  Dr.  Gib- 
son, who  has  given  me  a number  of  these  kidneys 
on  surgery,  can  well  confirm,  the  morphology,  the 
histopathology  of  tuberculosis  of  the  kidney  treat- 
ed with  antibiotics  and  anti-tuberculosis  drugs, 
becomes  very,  very  atypical. 

If,  then,  we  have  pulmonary  foci  and  a gross 
lesion  of  bilateral  saccular  hydronephrosis  with 
caseation  necrosis,  then  I feel  that  the  most  reason- 
able diagnosis  here  is  renal  tuberculosis,  and  I 
would  say  that  the  chemotherapy  is  responsible 
for  the  fact  that  we  did  not  find  any  acid-fast 
organisms. 

Question: 

Dr.  Bornstein,  did  you  see  any  obstruction  at 
the  uretero-pelvic  junction? 

Dr.  Bornstein: 

No.  I saw  some  edema  in  the  ureter,  but  the 
main  causes  of  obstruction  are  the  big,  saccular 
abscesses  filled  with  caseous  material  which  repre- 
sent a rather  characteristic  form  of  renal  tubercu- 
losis. There  are  actually  two  types  of  renal  tuber- 
culosis, the  type  where  you  get  the  large,  saccular 
structures,  and  the  one  where  they  get  the  small 
granulomas. 

Dr.  Ayub: 

Would  you  expect  to  find  bacteria  in  the  cheesy 
material  that  you  could  inject  into  guinea  pigs? 

Dr.  Bornstein: 

We  might  have  found  them  if  we  had  tried. 
There  are  other  elements  superimposed  in  this 
patient  because  usually  renal  tuberculosis  does  not 
go  down  hill  that  fast.  Admittedly  this  patient 
came  in  in  uremia  and  got  some  rather  harsh 
treatment  for  her  kidneys,  but  I think  some  secon- 
dary organisms  are  involved  here,  but  I believe 
that  the  basic  lesion  here  was  a tuberculosis  lesion. 
Dr.  Kleban: 

She  didn’t  receive  anti-tuberculosis  chemo- 
therapy for  over  a week.  Possibly  it  was  begun  on 
the  seventh  day  and  a few  days  later,  when  Jack 
saw  her,  she  was  transferred  to  medicine  and  that 
was  stopped.  I doubt  if  she  received  it  for  more 
than  a week. 


Social  Security  Footnotes 

There  is  not  an  unlimited  number  of  ways 
for  Social  Security  to  expand.  Medical  care  is 
one  of  the  few  areas  not  covered  by  “social  in- 
surance,” and  the  present  framework  of  the  Social 
Security  Act  is  adequate  to  cover  socialized  medi- 
cine by  means  of  a few  amendments.  The  Disabili- 
ty Insurance  “Trust”  Fund  could  be  changed  into 
a Health  Insurance  “Trust”  Fund  by  the  stroke 
of  a pen.  Taxes  could  be  increased.  A new  title 
could  be  added  to  the  law  and  the  private  practice 
of  medicine  could  be  virtually  destroyed. 


In  one  way  or  another,  on  one  excuse  or  an- 
other, social  security  tax  payments  are  being 
boosted  every  year  or  two  instead  of  at  five-year 
intervals  as  originally  planned.  In  1954,  the  base 
was  rased  from  $3600  to  $4200.  In  1956,  the  tax 
rate  was  increased.  Now,  Rep.  Kean  wants  to 
raise  the  base  rate  from  $4200  to  $4800  beginning 
in  1959.  Then  in  1960,  the  tax  rate  is  scheduled 
to  increase  /i  percent  for  both  employee  and 
employer,  and  34  percent  for  the  self-employed. 
There  is  no  way  of  knowing  just  how  expensive 
social  security  “insurance”  is  actually  going  to  be. 
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513  West  4th  Street  FEderal  2-1271  Odessa,  Texas 

SOLOMON  HELLER,  M.D. 

INTERNAL  MEDICINE 
Hematology — Endocrinology 
505  University  Towers  Building 

1900  N.  Oregon  St.  KE  3-0406  El  Paso,  Texas 

LOUIS  G.  JEKEL,  M.D. 

ROBERT  H.  SNAPP,  M.D. 

Diplomates  American  Board  of  Dermatology 
DERMATOLOGY 

550  W.  Thomas  Rd.  CR  4-4901  Phoenix,  Ariz. 

HERBERT  E.  HIPPS,  M.  D. 
ORTHOPEDIC  SURGERY 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 

EMMIT  M.  JENNINGS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
SURGERY  — ENDOSCOPY 

207  N.  Union  St.  Main  2-4360  Roswell,  N.  Mex. 
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W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-7579  El  Paso,  Texas 


CHARLES  P.  C.  LOGSDON,  M.  D. 

CARDIOLOGY 

415  E.  Yandell  Blvd.  KE  3-7914  El  Paso,  Texas 


S.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D..  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 
GENERAL  and  GYNECOLOGICAL  SURGERY 
Suite  7B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-1693  El  Paso,  Texas 


LINDELL  M.  KINMAN,  M.  D. 

Diplomate  American  Board  of  Urology 
UROLOGY 

300  West  Alameda  Phone  MA  2-41 1 1 Roswell,  N.  M 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

Suite  9A  El  Paso  Medical  Center  ISOI  Arizona  Ave. 

Phone  KE  2-3659  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  Jr.,  M.D. 

Dermatology  and  Cancer  of  the  Skm 

Suite  101  Lubbock 

3801  19th  Street  PO  5-6619  Texas 


M.  NATHAN  KLEBAN,  M.D. 


Certified  by  American  Board  of  Internal  Medicine 
Internal  Medicine 
610  University  Towers  Building 

1900  N.  Oregon  St.  KE  2-7079  El  Paso,  Texas 


FRANK  X.  MARINO,  M.D.,  F.A.C.P. 

INTERNAL  MEDICINE 

1313  N.  Second  St.  AL  4-9703  Phoenix,  Ariz. 


J.  T.  KRUEGER,  JR.,  M.  D. 

THORACIC  and  CARDIOVASCULAR  SURGERY 


PO  3-8281 

1910  Knox/ilJe  Ext.  250  Lubbock,  Texas 


GILBERT  LANDIS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Obstetrics  & Gynecology 

OBSTETRICS,  GYNECOLOGY 
and  GYNECOLOGICAL  SURGERY 
Suite  15-D  KE  3-5023  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 


GUSTAVE  E.  LED'FORS,  M.D., 
F.A.C.S.,  F.A.O.S. 

OBSTETRICS  and  GYNECOLOGY 

4063  Brockton  Ave.  OVerland  Riverside, 

Med.  Square  3-7415  California 


ROYCE  C.  LEWIS,  JR.,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

ORTHOPEDIC  SURGERY  and  SURGERY  OF  THE  HAND 
1910  Knoxville  St.  PO  3-8281  Lubbock,  Texas 


GEORGE  B.  MARKLE,  IV,  M.D. 

Diplomate  of  the  American  Board  of  Surgery 
GENERAL  and  GYNECOLOGICAL  SURGERY 

911  North  Canal  TU  5-5240  Carlsbad,  New  Mexico 


HOWARD  J.  H.  MARSHALL,  M.  D. 

Member  American  Academy  of  General  Practice 

GENERAL  PRACTICE 

Suite  8E  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-2431  El  Paso,  Texas 

MARSHALL  CLINIC 

I.  J.  Marshall,  M.D. 

General  Surgery  and  Diagnosis 
U.  S.  Marshall,  M.D. 

General  Surgery  and  General  Practice 
E.  A.  Latimer,  M.D. 

General  Practice 
C.  H.  Fowler,  M.D. 

Internal  Medicine  and  Cardiology 
Thomas  J.  Jones,  M.D. 

Diseases  of  the  Skin  and  Allergies 
H.  D.  Johnson,  Jr.,  D.D.S. 

ROSWELL  NEW  MEXICO 


DECEMBER,  1959 


787 


Southwestern  Physicians'  Directory 


MEDICAL  CENTER 
AND  WOMEN'S  CLINIC 

E G.  McCarthy,  M.  D„  F.  A.  C.  S.,  F.  1.  C.  S. 
Diplomat®  American  Board  of  Obstetrics  and  Gynecology 
Jeff  H.  Davis,  M.  D.  — Joe  Horn  M.  D. 

James  C.  Meade.  D.  S.  C.,  Chiropodist 

Plainview  CA  4-7426  Texes 

THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D„  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D„  F.  A.  C.  S. 

RAY  FIFE,  M.  D. 

6IDNEY  L.  STOVALL.  M.  D„  F.  A.  C.  S. 

THOMAS  H.  TABER,  JR„  M.  D„  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  North  Third  Street — Phone  CRestwood  7-6211 — Phoenix,  Ariz. 

LEROY  J.  MILLER,  M.  D. 

Diplomat*  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 
717  Encino  Place,  NE  Phone  3-1  ISO  Albuquerque,  N.  M. 

JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S„  F.  1.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  8-8074  Phoenix,  Ariz. 

J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  First  National  Bldg.  KE  3-8687  El  Paso,  Texas 

ROBERT  E.  PARKINS.  D.D.S. 

GENERAL  DENTISTRY 

Bldg.  1.  Suite  E 1501  Arizona  Ave. 

Phone  KE  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 

A.  WILLIAM  MULTHAUF,  M.  D„  F.  A.  C.  S. 
UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  KE  3-8986  El  Paso,  Texas 

JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  Ave. 

El  Paso  Medical  Center  KE  2-1385  El  Paso,  Texas 

ARTHUR  R.  NELSON,  M.D.,  F.A.C.S. 

Certified  by  the  American  Board  of  Thoracic  Surgery 

THORACIC  and  CARDIOVASCULAR  SURGERY 
1130  E.  McDowell  Rd.  AL  2-8008  Phoenix,  Arizona 

JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  and  ENDOCRINOLOGY 

706  Professional  Building 

15  E.  Monroe  Phoeni*,  Arizona 

Phone  ALpine  2-3577 

E.  K.  NEIDICH,  M.  D„  D.  A.  B.  R. 

RADIOLOGY 

Memorial  General  Hospital  JAckson  6-2411  Las  Cruces,  N.  M. 

DONALD  RATHBUN,  M.D. 

NEUROLOGY 

and 

Internal  Medicine 

Suite  4-B  KE  2-8778  1501  Arizona  Ave. 

El  Paso  Medical  Center  El  Paso,  Texas 

WALLACE  E.  NISSEN,  M.  D„  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D„  F.  A.  C S. 

GENERAL  SURGERY 
Medical  Arts  Square 

301  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 

F.  KEITH  OEHLSCHLAGER,  M.D. 

OBSTETRICS  & GYNECOLOGY 
STERILITY 

1167  E.  42nd  St.  Sherwood  Medical  Center  Phone 

Suites  5 & 6 Odessa,  Texas  EM  6-4447 

VINCENT  M.  RAVEL,  M.D. 
CHARLES  C.  McVAUGH,  M.D. 
WILLIAM  H.  MELTON,  M.D. 

Diplomates  American  Board  of  Radiology 

RADIOLOGY  — RADIO-ISOTOPES 
COBALT60  — TELETHERAPY 

616  Mills  Building  KE  2-3459 

800  Montana  Avenue  KE  2-1126 

El  Paso,  Texas 
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For  the  first  time 


CONVENIENCE  and  ECONOMY 


for  that  all-important  first  dose 
of  broad-spectrum  antibiotic  therapy 
New 

T E RRAMYC I N* 

brand  of  oxytetracycHne 


INTRAMUSCULAR 

SOLUTION 


Initiation  of  therapy  in  minutes  after  diagnosis 
with  new,  ready-to-inject  Terramycin  Intra- 
muscular Solution  provides  maximum,  sustained 
absorption  of  potent  broad-spectrum  activity. 

. . . and  for  continued,  compatible, 
coordinated  therapy 

COSA-TERRAMYCIN 

oxytetracycHne  tvith  glucosamine 


Continuation  with  oral  Cosa-Terramycin 
every  six  hours  will  provide  highly  effective 
antibacterial  serum  and  tissue  levels  for 
prompt  infection  control. 

The  unsurpassed  record  of  clinical  effectiveness 
and  safety  established  for  Terramycin 
is  your  guide  to  successful  antibiotic  therapy. 
Supply : 

Terramycin  Intramuscular  Solution * 

100  mg./2  cc.  ampules 
250  mg./2  cc.  ampules 


Cosa-Terramycin  Capsules 
125  mg.  and  250  mg. 

Cosa-Terramycin  is  also  available  as: 
Cosa-Terramycin  Oral  Suspension  — peach  flavored, 
125  mg./5  cc.,  2 oz.  bottle 

Cosa-Terramycin  Pediatric  Drops  — peach  flavored, 
5 mg./ drop  (100  mg./cc.),  10  cc.  bottle 
with  plastic  calibrated  dropper 


Science  for  the  world’s  well-being ™ 


Complete  information  on  Terramycin  Intramuscular 
Solution  and  Cosa-Terramycin  oral  forms  is 
available  through  your  Pfizer  Representative  or  the 
Medical  Department,  Pfizer  Laboratories. 

*Contains  2%  Xylocaine®  (lidocaine),  trademark 
of  Astra  Pharmaceutical  Products,  Inc. 

PFIZER  laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 
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HERMAN  RICE,  M.D. 

D.  J.  SIBLEY,  JR.,  M.  D. 

Practice  Limited  to  General  Surgery 
El  Paso  Medical  Center 

GENERAL  PRACTICE 

Bldg.  4-B  1501  Arizona  Ave. 

Phone  KE  3-8051  El  Paso,  Texas 

Box  367  Phone  584  Ft.  Stockton.  Texas 

RISSLER-WOLLMANN  CLINIC 

EUGENE  P.  SIMMS,  M.  D. 

ROSS  W.  RISSLER,  M.  D„  F.  A.  C.  C. 

— GENERAL  PRACTICE  - 

(Certified  by  the  American  Board  of  Internal  Medicine) 

Medical  Arts  Center 

INTERNAL  MEDICINE  — CARDIOLOGY 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

WALTER  W.  WOLLMANN,  M.  D.,  F.  A.  C.  S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  KE  3-1401  El  Pato,  Texei 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

• DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilolugy 

DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  3-4172  El  Paso,  Texas 

CECIL  A.  ROBINSON,  M.D.,  F.A.C.S. 

Oiplomate  American  Board  of  Orthopaedic  Surgery 
Practice  Limited  to  Orthopaedics 

WILLIAM  G.  SMITH,  M.  D. 

Diplomate  American  Board  of  Proctology 
Practice  Limited  to  Surgical  Diseases 
of  the  Anus,  Rectum  and  Colon 

III  No.  Pine  Street  JU  6-2541  Kermit,  Texas 

1501  Arizona  Ave.  bl  Paso  Medical  Center  El  Paso 

KE  2-3286  Texas 

S.  PERRY  ROGERS,  M.  D. 

W.  HUNTER  VAUGHAN,  M.  D. 

(Diplomates  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phone  KE  2-4433  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE  AND  THROAT 

Bronchoscopy  — Esophagoscopy 

507  University  Towers  Building 

1900  N.  Oregon  St.  KE  2-9449  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.D. 
DONALD  H.  EWALT,  M.D. 

Diplomates  of  the  American  Board  of  Plastic  Surgery 

ROBERT  HEALY  STEVENS,  B.  S„  M.  D„ 
F.  C.  C.  P. 

Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

ALLERGY  — INTERNAL  MEDICINE 

1501  Arizona  Ave.  Medical  Center,  Suite  4-C 

El  Paso,  Texas 

1313  N.  Second  St.  AL  4-8841  Phoenix,  Arizone 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

C.  S.  STONE,  M.D.,  F.A.C.S. 
A.  J.  JENSON,  B.A.,  M.D. 

BRADFORD  HARDIE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

Phones:  3-5323  - 3-3033  - 3-4427 

First  National  Bldg.  KE  2-1495  El  Paso,  Texas 

301  East  Cain  Street  Hobbs,  N.  M. 

O.  J.  SHAFFER,  D.  D.  S„  F.  A.  C.  D. 

(Diplomat©  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

JESSON  L.  STOWE,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 
BEN  Z.  TABER,  M.  D. 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Ave. 

Phona  KE  3-4742  El  Paso,  Texas 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Avenue  KE  2-4631  El  Paso,  Texas 
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WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomats  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

Suite  IIA  Office  KE  2-9167  1501  Arizona  Ave. 

El  Paso  Medical  Center  Home  JU  4-0553  El  Paso,  Texas 

M.  D.  THOMAS,  M.  D. 

Diplomate  American  Board  of  Anesthesiology 
Suite  1 2-D  KE  3-3745 

1501  Arizona  Ave.  El  Paso,  Texas 

El  Paso  Medical  Center 


ROBERT  F.  THOMPSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

301  University  Towers  Building 

1900  N.  Oregon  St.  KE  2-4321  El  Paso,  Texas 


HARRY  H.  VARNER,  M.  D. 

LEIGH  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 

GENERAL  SURGERY 

Suite  5E  1501  Arizona  Ave. 

El  Paso  Medical  Center 

Phone  KE  2-6529  El  Paso,  Texas 


TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  M.  D. 
DELPHIN  von  BRIESEN,  M.  D. 
HELEN  W.  ANDERSON,  M.  D. 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.) , F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 


MEDICAL  CENTER 


GRADY  M.  WALLACE,  M.D.,  D.A.B.O. 


1501  Arizona  Ave. 
Building  No.  6 


Phone:  KE  2-4689 
El  Paso,  Texas 


Practice  Limited  to  the  Eye 

3801  19th  Street  SW  9-4343  Lubbock,  Texas 
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School  of 
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Fully  Approved  by  the 
Joint  Commission  on  Accreditation 
of  Hospitals. 

Latest  Facilities  For  All  Services. 
Emergency  Service  Around 
the  Clock. 

EL  PASO,  TEXAS 


Fully  approved  by  the 
National  Nursing  Accrediting 
Service. 

Applicants  May  Apply 
To 

Sister  Mildred  Mary,  Director 
EL  PASO,  TEXAS 


Fully  Approved  by  the  American 
Medical  Association,  American 
Society  of  Clinical  Pathologist*, 
and  Registry  of  Medical  Tech- 
nologists. 

EL  PASO,  TEXAS 


The  Clinic-Hospital  of  San 

Angelo 

D.  D.  WALL,  M.  D. 

W.  H.  BRAUNS,  M.  D. 

R.  A.  MORSE,  M.  D. 

Obstetrics  & Gynecology 

Internal  Medicine 

Internal  Medicine 

R.  M.  FINKS,  M.  D. 

ROY  E.  MOON,  M.  D. 

Obstetrics  & Gynecology 

RALPH  R.  CHASE,  M.  D. 

Pediatrics 

CHAS.  F.  ENGELKING,  M.D. 

Pediatrics 

M.  D.  KNIGHT,  M.  D. 

Ear,  Nose  and  Throat 

DALE  W.  HAYTER,  M.  D. 

TOM  R.  HUNTER,  M.  D. 

Surgery 

Ophthalmology 

Surgery 

Consultants  in  Radiology 

JOHN  E.  BALLARD,  M.  D. 

Consultant 

in  Pathology 

JOHN  G.  BOLEN,  M.  D. 

LLOYD  R.  HERSHBERGER,  M.  D. 

224-234  W.  Beauregard  Ave. 

J.  B.  ADCOCK,  Administrator 

San  Angelo,  Texas 
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Front  View  — Enclosed  Patio 


Sandia  Ranch  Sanatorium 


Rt  4,  Bo*  4104 


Phone  4-3273 


Albuquerque,  New  Mexico 


Licensed  by  State  Health  Department  as  a Psychiatric  Hospital  of  50  Beds 
For  the  Care  and  Treatment  of  Nervous  or  Mental  Disorders 

VARIOUS  ACCEPTED  FORMS  OF  THERAPY  AVAILABLE 

OCCUPATIONAL  THERAPY  AND  OUTDOOR  ACTIVITIES 

CLINICAL  LABORATORY  AND  ELECTROENCEPHALOGRAM 
LIMITED  FACILITIES  FOR  DOMICILIARY  CARE 

Favorable  Year  Round  Climate  — 20  Acres  Landscaped  Grounds 

JOHN  W.  MYERS,  M.  D.,  Medical  Director 


ALAN  JACOBSON,  M.D.,  Psychiatrist 


FRED  W.  LANGNER,  M.  D..  Psychiatrist 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  14  Conveniently  Located  Stores 

EL  PASO  TEXAS 


ADVERTISERS'  INDEX 


Armour  Pharmaceutical  Company  775  Overton  Clinic  793 
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Mobac  Laboratories  798  The  White  House  794 
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Southwestern  General  Hospital 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

Member  Hospital: 

American  Hospital  Association 
Texas  Hospital  Association 
Blue  Cross  of  Texas 

• 

COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 


OVERTON  CLINIC 

300  Hughes  Building  PAMPA,  TEXAS 

M.  C.  Overton,  Jr.,  M.  D. 

Surgery  and  Gynecology 

E.  S.  Williams,  M.  D. 

Pediatrics  and  Obstetrics 

J.  R.  Donaldson,  M.  D 

Surgery 

S.  R.  Hrdliclca,  M.  D. 

Radiology 

C.  M.  Lang,  M.  D. 

Surgery 

R.  W.  Moore,  M.  D. 

Internal  Medicine 


MEDICAL  CENTER  X-RAY 

AND 

CLINICAL  LABORATORY 

1313  North  2nd  Street  • Phoenix,  Arizona 

PHONE  ALpine  8-3484 
AND 

PROFESSIONAL  X-RAY 

AND 

CLINICAL  LABORATORY 

507  Professional  Bldg.  • Phoenix,  Arizona 

PHONE  ALpine  3-4105 

DIAGNOSTIC  X-RAY  — X-RAY  THERAPY 
RADIUM  THERAPY  — CLINICAL  PATHOLOGY 
TISSUE  PATHOLOGY  — ELECTROCARDIOGRAPHY 
BASAL  METABOLISM 
R.  Lee  Foster,  M.D.,  Director 
Martin  L.  List,  M.D.,  Radiologist 
George  A.  Gentner,  M.D.,  Radiologist 
Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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n+ispasmodic  Action 


Four  times  more  po- 
tent than  atropine  in 
Depressing  Ganglionic 
Transmission 


cHt 4 


Dqspepsia,  Nausea, 
Regurgitation 


Ulcers,  Cholecqstitis, 
Enteritis  or  Pelvic 
Disease 


e Pure  Synthetic  Alkaloid 


No  Drqing,  Flushing 
or  Visual  Blur 


Mission  Pharmacal  Co. 

SAN  ANTONIO,  TEXAS 


UNIFORMS 

Doctors  • Nurses  • Interns  • Technicians 

Poplin,  Nylon,  Dacron 
While  and  Colors 

SURE-FIT  UNIFORM  CO. 

412  N.  Oregon  St.  KE  2-1374  El  Paso,  Texas 


RICHARD  E.  MARTIN 
MARTIN  MORTUARY 


HARDING  * ORR 

Funeral  Home 


EL  PASO,  TEXAb> 

320  Montana 


KE  3-1646 


We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

1MEE  PRESCRIPTION  PHARMACY 

107  East  San  Antonio  St.,  El  Paso 
Dial  KE  2-2693 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  St.  KE  3-0952  El  Paso,  Texas 

Nights  — Call  LO  5-0359,  or  LO  5-3060 

Only  at  the  Popular  in  El  Paso  . . . 

Kuppenheimer  Suits 

POPULAR  DRY  GOODS  CO. 


C.  G.  McDow  and  Son,  Props. 

Rio  Grande  Pharmacy 

419-421  South  Stanton  St.  KE  2-4473  El  Paso,  Texas 

Raster  & Maxon 


Dial  KE  2-3691 


710  N.  Stanton  St. 


El  Paso,  Texas 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

e 

Direct  Physician's  Phone  to 
Prescription  Department  — KE  3-2352 

FREE  DELIVERY 


Funeral  Home 


El  Paso,  Texas  KE  2-3431 


For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 


Ihe  while  house 


MEDICAL  CENTER 
PHARMACY 

YOUR  PROFESSIONAL  PHARMACY 
IN  THE  NEW  MEDICAL  CENTER 

phone  2-6968-69 


1501  ARIZONA  ST 


EL  PASO.  TEXAS 
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SOUTHWESTERN  MEDICINE 


CAMELBACK  HOSPITAL  FEATURES 
GUEST  RANCH  ATMOSPHERE 


SOSS  NORTH  THIRTY  FOURTH  STRIFT  ' PHOENIX,  XRI20NA 

CRestwood  7-7431 


HOSPITAL  ROOMS  DESIGNED 
FOR  RESTFUL  LIVING 


. . . a psychiatric  hospital  treating 
acute  nervous  disorders  and 
patients  suffering  from 
alcoholism  or  drug  addiction. 

Open  Staff 

OTTO  L.  BENDHEIM,  M.  D.,  F.  A.  P.  A.,  Med.  Dir. 


PHOENIX  INSTITUTE  OF  NEUROLOGY  AND  PSYCHIATRY 


DU  T T O N 
LABORATORY 

L.  O.  Dutton,  M.  D. 

Frederick  Bornstein,  M.  D. 

Rita  L.  Don,  M.  D. 

J.  A.  Hancock,  Ph.  D. 

Now  Available  for  Physicians,  Hospitals 
and  Laboratories 

A COMPLETE  MEDICAL 
LABORATORY  SERVICE 

In  addition  to  the  usual  procedures,  the  more 
complete  chemical  determinations  of  Protein 
Bound  Iodine,  Steroids,  etc.,  are  offered. 

Autopsy  procedures  with  special  attention  to 
medico-legal  aspects  are  available. 

616  Mills  Bldg.  KE  2-3671  El  Paso,  Texas 


Give  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from  level 
of  shoulders  to  tip  of  sacrum;  circumference  of 
pelvis  above  trochanters;  circumference  of  waist; 
height  and  weight. 

CHRISTOPHER'S 

BRACE  AND  LIMB  CO. 

2231  Montana  St. 
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This  is  Panalba 
performance... 


in  sinusitis 


. . . into  a mixed  culture 
of  the  four  organisms 
commonly  involved 
in  sinusitis  . . . Str. 
hemolyticus,  D.  pneu- 
moniae, H.  influenzae 
and  Staph,  aureus 
(in  this  case  a resistant 
strain)  ...  we  introduce 
the  five  most  frequently 
used  antibiotics. 

Twenty-four  hours  later 
(in  this  greatly  enlarged 
photograph),  note  that 
only  one  of  the  five  leading 
antibiotics  has  stopped 
all  the  organisms, 
including  the  resistant 
staph!  This  is  Panalba. 

In  your  next  patient  with 
sinusitis  ...  in  all  your 
patients  with  potentially- 
serious  infections  . . . 
provide  this  extra 
protection  with  your 
prescription: 

Dosage— 1 or  2 capsules 
3 or  4 times  a day. 

Supplied— Capsules  containing 
Panmycin  phosphate  equivalent 
to  250  mg.  tetracycline 
hydrochloride,  and  125  mg. 
Albamycin  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 
Now  available:  new  Panalba 
Half-Strength  Capsules  in 
bottles  of  16  and  100. 


Panalba* 

(Panmycin*  Phosphate  plus  Albamycin*) 


The  broad-spectrum 
antibiotic  of 

resort 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upfohn 


What  is  the  diagnosis 


Mrs.  X,  age  35 — physical  findings  negative. 

Complaints:  Constipation,  alternating  with  periods  of  diarrhea, 
tenesmus,  flatulence,  colicky  pains,  easy  fatig- 
ability, anorexia,  periodic  dull  headaches  and 
muscle  pains. 

Many  times  these  symptoms  point  to  E.  histolytica,  the  parasite 
most  often  misdiagnosed,1  and  far  more  prevalent  than  gener- 
ally suspected.2-34 

Accurate  diagnosis  of  amebiasis  can  be  made  with  the  MOAN 
TEST  on  a single  5 cc.  blood  sample.  More  dependable  than 
fecal  examination ; no  special  laboratory  equipment  or  training. 


Write  for  descriptive  literature: 


1.  Elsdon— Dew,  R.:  S.  Afr.  Med.  J 
32:89  (Jan.,  1958) 


MOBAC  LABORATORIES 

85  Lansdowne  Avenue  • Lansdowne,  Penna.  4 


Webster,  B H.:  Am.  Pract.  & Dig. 
Treat.  9:897  (June,  1958) 

O' Antoni,  J.  S. : New  Orleans  Med 
& Surg.  J.  102:55  (Aug.,  1949) 
Rinehart,  R E , Marcus,  H : North- 
west Med.  54:708  (July,  1955) 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 

TIMBERLAWN  FOUNDATION 

For  Education  and  Research  in  Psychiatry 

Narcotic  Cases  Not  Admitted 

LAWN 

SANITARIUM  IN  DALLAS 


PERRY  C.  TALKINGTON,  M.D.,  Clinical  Director 
CHARLES  L.  BLOSS,  M.D.,  Medical  Director 
Associate  Psychiatrists 
HOWARD  M.  BURKETT,  M.D. 

JAMES  K.  PEDEN,  M.D. 

WARD  G.  DIXON,  M.D. 

JERRY  M.  LEWIS,  M.D. 

C.  L.  JACKSON,  M.D. 

LEEOWEN  S.  BUFORD,  M.D. 

RALPH  M.  BARNETTE,  JR.,  B.B.A.,  Business  Manager 


Clinical  Psychology 
PHILIP  ROOS,  PH. D. 

DONALD  BERTOCH,  M.  A. 

JOHN  D.  MARTIN,  M.A. 

Social  Work 

BILL  M.  TURNAGE,  M.S  S.W. 

ROBERT  L.  COATES,  M S.S.W. 

GERALDINE  SKINNER,  8.S.,  O.T.R.,  Director  of  Occupational  Therapy 
LOIS  TIMMINS,  PH  D,,  Director  of  Recreation  Therapy 
FRANCES  LUMPKIN,  R.N  , 8.S.,  Director  of  Nurses 


DAvis  1-2678 


Dallas  1,  T exas 


P.  O.  Box  1769 
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THE  DEVEREUX  FOUNDATION 


ANNOUNCES 

THE  OPENING  OF  A RESIDENTIAL  TREATMENT  CENTER  AT 

VICTORIA,  TEXAS 


FOR  CHILDREN  WITH  INTELLECTUAL 
AND  EMOTIONAL  DIFFICULTIES 


Professional  Inquiries  should  be  addressed  to 

THE  REGISTRAR 
THE  DEVEREUX  SCHOOLS 
VICTORIA,  TEXAS 

The  Victoria  program  will  incorporate  the  principles  of  Therapeutic 
Education  with  a multidisciplined  approach  that  have  developed 
from  years  of  experience  in  the  field  of  Special  Education. 


THE  DEVEREUX  FOUNDATION 

A nonprofit  organization  Founded  1912 

Devon,  Pennsylvania 

Santa  Barbara,  California  Victoria,  Texas 


SCHOOLS 

COMMUNITIES 

CAMPS 

TRAINING 

RESEARCH 


THE  DEVEREUX  FOUNDATION 

Devon , Penna. 

HELENA  T.  DEVEREUX 
Administrative  Consultant 

EDWARD  L.  FRENCH,  Ph.D. 
Director 

WILLIAM  B.  LOEB 
T reasurer 


DEVEREUX  SCHOOLS 

Texas  Branch 

GEORGE  A.  CONSTANT,  M.D. 
Psychiatric  Consultant 

JOHN  M.  BARCLAY 
Director  of  Development 

WILLIAM  A.  GOODSPEED,  M.S. 
Psychologist 
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just  two  tablets  at  bedtime 

* 

■* 

UWllUlll 

alseroxylon,  2 mg. 

When  more  potent  drugs  are 
needed,  prescribe  one  of  the  con- 
venient single-tablet  combinations 

Rauwiloid ® + Veriloid ® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 
or 

Rauwiloid ® + Hexamethoniurn ® 

alseroxylon  1 mg.  and  hexamethoniurn 
chloride  dihydrate  250  mg. 


* 

Because 

Rauwiloid  provides  effective  Rauwolfia 
action  virtually  free  from  serious  side  effects 
. . . the  smooth  therapeutic  efficacy  of  Rauwiloid 
is  associated  with  a lower  incidence  of  certain 
unwanted  side  effects  than  is  reserpine . . . and 
with  a lower  incidence  of  depression.  Toler- 
ance does  not  develop. 

Rauwiloid  can  be  initial  therapy  for  most 
hypertensive  patients . . . Dosage  adjustment  is 
rarely  a problem. 


Many  patients  with  severe  hypertension  can  be  main- 
tained on  Rauwiloid  alone  after  desired  blood  pres- 
sure levels  are  reached  with  combination  medication. 


'ikerl 


Northridge,  California 


ri-e  New  York  Academy  Medicine 


